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ORIGINAL  COMMUNICATIONS. 


WHAT  IS  THE  PROPER  FIELD  OF  SALPINGO-OOPHORECTOMY? 


CHAUNCEY   D.    PALMER,   M.D., 
Cincinnati,  O. 


Xo  operation  within  the  domain  of  gynecological  surgery 
ha.,  been  the  topic  of  more  doubt  and  discussion  than  that  of  the 
extirpation  of  the  uterine  appendages.  Its  use  implies  it  may 
be  abused;  its  abuse  means  it  has  a  proper  use.  I  know  it  is 
much  easier  to  be  critical  than  to  be  correct. 

It  is  my  intention  in  this  paper  to  attempt  to  answer  the  in- 
quiry: When  and  to  what  extent  are  we  to  sacrifice  the  ovaries 
and  the  tubes?  In  so  doing  I  find  that  by  necessity  I  must 
dwell,  not  incidentally  only,  on  some  of  the  diseases  of  the 
uterine  appendages. 

Battey's  operation  (August  27,  1872)  consists  in  the  removal 
of  the  ovaries,  healthy  or  diseased,  for  the  production  of  an 
artificial  menopause.-  Hegar's  operation  (July  27,  1872)  con- 
sists in  the  removal  of  the  ovaries  because  of  their  diseased 
structure.  Tait's  operation  (February  11,  1872)  consists  in  the 
removal  of  the  ovaries  and  tubes  because  of  their  diseases. 

These  three  operators,  Battey,  Hegar,  and  Tait,  each  inde- 
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pendently,  measure  priority  by  a  few  days  only.  The  times 
seemed  ripe  for  the  operation.  All  three  share  honors  in  this 
direction.  While  Hegar  and  Tait  anticipated  Battey  by  a  few 
months,  their  first  cases  were  fatal. 

It  is  true  that  the  removal  of  the  ovaries  is  done  much  more 
frequently  than  that  of  the  Fallopian  tubes.  Very  often,  in- 
deed, when  attempts  are  made  to  extirpate  the  former  only, 
inadvertently  the  latter  also  are  taken  out.  In  point  of  danger 
there  is  little  difference  whether  one  or  both  of  these  organs  are 
extirpated;  nor  does  it  matter  particularly,  in  most  instances, 
whether  the  operation  is  uni-  or  bilateral.  The  removal  of 
either  organ  on  either  side  practically  renders  the  other  of  the 
same  side  useless  in  a  procreative  sense.  But  it  does  make 
much  difference  to  what  extent  the  ovaries  are  sacrificed.  Their 
removal,  as  a  rule,  means  an  abrupt  and  immediate  cessation 
of  menstruation — an  artificial  menopause. 

The  realization  of  the  special  nervous  phenomena  of  a  natu- 
ral menopause:  the  headaches,  the  perspirations,  the  flushes  of 
heat,  the  skin  tingling  sensations,  the  general  nervousness, 
the  frequent  and  profuse  discharges  of  urine,  the  morbid 
broodings,  the  melancholy,  even  insanity — vasomotor  nerve 
storms — are  usually  significant  enough  to  much  disorder  and 
disturb.  It  ought  to  be  more  forcibly  appreciated  that  the 
menopause  of  any  woman,  especially  if  young,  abruptly  in- 
duced, is  attended  with  phenomena  of  the  nervous  system 
more  pronounced  in  perturbations,  more  enduring  in  results, 
than  is  the  natural  cessation  of  menstruation.  So  important  a 
function  of  the  female  economy,  continued  for  years  with  such 
physiological  regularity,  attended  with  so  many  general  and 
local  manifestations,  cannot  be  stopped  artificially  and  at  once 
without  serious  vascular  and  nervous  symptoms.  The  meno- 
pause is  invariably  attended  by  atrophic  anatomical  changes 
in  the  genital  organs,  progressive  over  a  period  variable  in  time 
and  character;  but  there  is  no  unsexingor  making  masculine  of 
any  woman,  who  has  previously  matured,  when  it  is  artificially 
induced.  It  is  exceptionally  noticed  that  menstruation  con- 
tinues indefinitely,  notwithstanding  attempts  have  been  made 
to  completelj"  extirpate  both  ovaries.  Of  course  I  do  not  refer 
to  cases  in  which  there  has  been  a  discharge  of  blood  for  a  few 
days  at  uncertain  intervals.  For  the  most  part  these  excep- 
tions are  explicable  on  the  ground  of  a  diseased  endometrium 
of  some  kind. 

The  indefinite  continuance  of  menstruation,  in  time,  quantity. 
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and  duration,  after  a  double  oophorectomy,  means  but  one  thing 
in  my  judgment — viz.,  the  improper  ligation  of  the  broad  liga- 
ment as  to  depth  or  location,  and  the  unintentional  leaving  of 
some  ovarian  structure. 

All  such  cases,  in  my  experience,  have  undergone  operations 
tedious,  difficult,  because  of  the  matting  together  of  the  appen- 
dages by  firm  adhesions,  densely  organized,  after  months  or 
years  of  chronic  inflammation.  Seemingly  all  ovarian  stroma 
was  removed;  unintentionally  some  must  have  been  left  behind. 

Tait's  operation  is  more  apt  to  be  followed  by  an  immediate 
menstrual  cessation,  for  its  execution  implies  a  deeper  trans- 
fixion of  the  folds  of  the  broad  ligaments  in  the  ovarian  artery 
and  their  nerve  supply.  A  third  ovary  or  some  anomalous 
distributions  of  ovarian  stroma  are  then  more  likely  exsected. 
The  free  anastomosis  of  the  ovarian  and  uterine  vessels  is  ob- 
structed when  the  ligature  is  placed  near  to  the  uterus. 

No  more  conclusive  proof  of  remaining  Graafian  follicles  can 
there  be  than  the  subsequent  occurrence  of  pregnancy  after 
salpingo-oophorectomy,  as  has  happened  with  both  Thomas  and 
Emmet. 

Menstruation  is  dependent  on  both  vascular  and  ner^ve 
relationship  of  the  uterus  with  the  ovat^ies. 

Fortunate  indeed  is  she  who  has  a  continuance  of  menstru- 
ation after  a  salpingo-oophorectomy,  for  physiological  reasons. 
Unpleasant  symptoms  are  avoided,  provided,  of  course,  all 
diseased  structures  have  been  removed. 

There  are  in  general  three  indications  for  this  operation: 
(a)  to  abrogate  the  process  of  ovulation;  (b)  to  check  or 
modify  the  menstrual  discharge;  and  (c)  to  remove  organs 
incurably  diseased. 

When  are  we  justified  in  making  a  Battey  operation  for  cer- 
tain nervous  diseases  ? 

Again  and  again  have  cases  of  hysteria,  chorea,  hystero- 
■epilepsy,  neurasthenia,  nymphomania,  pelvic  neuralgia,  mania, 
and  melancholia  been  treated  in  this  way.  Seemingly  these 
functional  disturbances  of  the  nervous  system  may  appear 
dependent  on,  or  be  aggravated  by,  the  functional  activity 
of  the  ovaries.  Physicians  are  too  often  disposed  to  ascribe 
the  mental  condition  of  insane  women  to  pelvic  disease,  when, 
in  reality,  these  organs  are  in  a  comparatively  healthy  condi- 
tion. If  diseased  or  injured,  is  the  mental  aberration  causa- 
tive or  concomitant? 
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Instead  of  an  improvement  following  this  operation  for  these- 
functional  nervous  diseases,  it  is  often  questionable  whether 
the  patients  are  not  worse,  because  of  a  premature  onset  of  the 
menopause.  N'o  amount  of  pelvic  or  general  physical  disease 
will  cause  insanity,  if  conditions  favorable  thereto  do  not  exist 
in  the  brain  and  the  nervous  system.  The  ovary  may  be  the 
seat  of  pelvic  pain,  while  in  that  organ  there  is  no  distinct 
pathological  entity.  Many  cases  of  hysteria  complain  of  this 
ovarian  pain.  Cases  of  hystero-epilepsy  are  oftentimes  those 
of  hysteria  only,  with  its  many  ill-defined  symptoms. 

When  there  is  no  organic  structural  lesion  in  the  ovaries,, 
in  cases  of  these  functional  nerve  diseases,  the  operation  of 
oophorectomy  is  clearly  contraindicated.  Rarely  indeed  are 
they  dependent  on,  although  they  may  be  aggravated  by,  the 
menstrual  approach.  The  operation  is  only  indicated  when 
the  nervous  phenomena  can  be  traced  to,  or  are  limited  by, 
ovarian  action,  and  when  some  serious  organic  ovarian  morbid 
change,  in  kind  or  in  degree,  can  be  detected  by  the  bimanual 
touch,  with  or  without  anesthesia.  Experience  now  unmistak- 
ably establishes  this  line  of  legitimate  surgical  action  in  these 
cases.  A  major  epilepsy,  confirmed,  purely  menstrual  as  to 
time,  does  not  justify  this  operation,  says  Weir  Mitchell.  Bat- 
tey  contended  with  great  propriety  that  the  operation  is  not 
one  of  election  but  necessity. 

Quite  recently  I  made  a  double  salpingo- oophorectomy  in  a 
case  in  which  the  indications  seemed  clear  and  well  defined. 
For  months  previous  there  had  been  a  seemingly  severe  pain 
and  tenderness  about  the  left  ovarian  region.  One  or  more 
convulsions  of  a  hystero-epileptic  nature,  not  violent,  intermen- 
strual as  well  as  menstrual,  had  been  daily  present.  Under 
anesthesia  the  left  lateral  vaginal  cul-de-sac  was  found  filled 
with  a  thickened,  hardened,  adherent  appendage.  The  indica- 
tions seemed  clear  for  a  section,  on  account  of  the  local  condi- 
tions, whether  causative  or  not.  A  good-sized  hydrosalpinx 
and  a  cirrhotic  ovary  were  removed  from  that  side,  and  a  pur- 
ulent, non-cystic  tube  with  a  chronically  inflamed  ovary  from, 
the  right.  Convalescence  was  smooth;  no  convulsions  have 
reappeared. 

Is  the  Battey  operation  ever  to  be  done  for  dysmenorrhea? 

Personally  I  have  never  been  able  to  see  the  propriety  of 
such  interference.  True  dysmenorrhea  is  afunctional  disorder 
of  pain  in  the  uterus — the  menstrual  organ.     All  pelvic  pain 
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in  the  female,  from  whatever  cause  or  condition,  is  very  apt  to 
increase  at  the  catamenial  period.  This  aggravation  is  not 
dysmenorrhea.  The  essential  feature  of  dysmenorrhea  is  some 
morbid  change  in  the  uterus — the  endometrium  in  particular — 
neurotic  or  structural,  in  some  way  interfering  with  the  nor- 
mal painless  performance  of  the  function  of  menstruation. 

What  is  called  ovarian  dysmenorrhea  is  often  a  misnomer. 
True  it  is  that  pain  originating  in  the  uterus  may  be  reflected 
to  the  ovary,  especially  the  left.  Ovarian  dysmenorrhea  is 
pain  at  the  menstrual  time  in  the  ovarian  region,  resultant  on 
some  morbid  painful  ovulation,  from  some  form  of  chronic 
ovaritis.  There  is  absolutely  no  fixed  time  for  the  ovule  to 
mature  and  the  Graafian  vesicle  to  burst.  It  occurs,  as  a  rule, 
about  the  time  of  the  maximum  of  menstrual  congestion,  as  is 
proved  by  the  fact  that  impregnation  most  frequently  takes 
place  within  a  few  days  following  the  menstrual  cessation. 
Bat  ovulation  may  culminate  at  the  middle  of  an  intermen- 
strual period,  as  is  evidenced  by  the  clinical  history  of  that 
queer,  very  uncommon  disease  which  I  have  entitled  "  pe- 
riodical intermenstrual  pain." 

A  fuller  consideration  of  this  subject,  since  reading  my 
paper  thereon  before  the  Cincinnati  Obstetrical  Society  in  1891, 
and  the  American  Gynecological  Society  in  1893,  with  the  re- 
marks then  made,  but  confirm  me  in  my  views  then  expressed 
— viz. :  "  Any  circumscribed  induration  of  the  cortex  or  stroma 
of  either  ovary,  insignificant  anatomically  speaking,  creates 
pressure  on  the  follicles,  including  the  nerve  filaments,  and 
may  be  the  cause  of  local  and  reflex  pains  out  of  all  proportion 
to  the  actual  disease.  The  new-formed  condensed  tissue  may 
be  largely  limited  to  the  surface  of  the  organ,  so  that  the  tu- 
nica albuginea  may  be  so  dense  and  thick  that  the  function  of 
ovulation  may  be  permanently  interfered  with,  preventing  the 
ovarian  structure  from  enlarging  under  the  influence  of  men- 
strual hyperemia.  It  is  not  unreasonable  to  conclude  that  the 
preparation  of  an  approaching  period  may  commence  in  an 
ovary  as  early  as  ten  to  fourteen  days  before  that  period  is  due. 
The  ovary  undergoes  a  vascular  excitement  and  its  substance 
is  hypertrophied;  but  the  structural  alterations  above  men- 
tioned make  these  physiological  changes  painful  and  abnormal 
on  account  of  the  resistance  to  the  passage  of  the  ova  through 
the  peritoneal  (endothelial)  surfaces.  The  obstacles  overcome 
after  a  series  of  days,  the  follicles  having  bored  their  way,  ten- 
sion is  relaxed  and  pain  subsides." 
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Should  ovulation  occur  under  these  circumstances  at  the 
menstrual  time,  there  would  be  a  characteristic  ovarian  dys- 
menorrhea. While  moot  cases  of  periodical  intermenstrual 
pain  can  be  relieved,  if  not  cured,  by  a  combined  general  and 
local  treatment,  yet  some  call  for  a  salpingo-oophorectomy.  So 
it  may  be  with  a  few,  very  few,  cases  of  ovarian  dysmenorrhea. 

All  true  dysmenorrhea  of  uterine  origin  can  be  remedied 
without  any  major  surgery.  No  true  ovarian  neuralgia,  men- 
strual or  intramenstrual,  unassociated  with  organic  structural 
lesions  of  ovaries  and  tubes,  demands  an  abdominal  section  for 
its  cure.  Possible  doubts  can  be  solved  in  time  by  examina- 
tions under  anesthesia  and  by  treatment  employed. 

Any  section  made — always  diagnostic — actual  touch  and 
close  inspection  will  settle.  Organs  not  structurally  diseased 
should  be  dropped  and  the  incision  closed, 

Hegar's  first  oophorectomy  was  done  for  an  intolerable  dys- 
menorrhea and  ovarian  neuralgia,  for  what  underlying  disease 
is  not  stated. 

To  what  extent  ought  we  to  disturb  the  ovaries  for  uterine 
diseases? 

It  has  been  suggested,  with  some  force,  that  the  organs  of 
ovulation  should  be  extirpated  when  the  uterus  is  absent  or 
very  ill-formed,  and  when  the  metro-vaginal  canal  is  per- 
manently occluded. 

The  recognized  good  results  of  oophorectomy  in  the  manage- 
ment of  uterine  fibroids,  interstitial  in  kind,  in  the  earlier 
stages  of  their  growth,  is  too  well  established  to  be  forgotten. 
Lawson  Tait's  experience  in  this  direction  is  worth  consider- 
ing. The  prevention  of  a  possible  pregnancy  under  these  cir- 
cumstances is  another  argument  in  its  favor.  For  the  same 
reason  it  is  thought  that  the  ovaries  should  be  removed  when  a 
Cesarean  section  is  made  for  a  seriously  contracted  pelvis;  but 
it  is  better,  it  seems  to  me,  that  the  tubes  be  tied  and  the  ova- 
ries left.  The  detection  and  thorough  removal  of  the  ovaries 
in  cases  of  uterine  fibroids  of  much  size  are  always  difficult  and 
the  results  very  uncertain. 

Conditions  of  uterine  displacements  require  a  complex  treat- 
ment. Any  disorder  of  place  of  the  uterus,  whether  a  version 
or  a  flexion,  requiring  treatment,  and  then  unrelieved  by  a 
combined  constitutional  and  hygienic  attention,  and  the  re- 
moval, as  far  as  practicable,  of  the  primary  cause  and  ante- 
cedent conditions,    with   clearly  defined  contraindications  for 
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the  use  of  any  pessary,  means  marked  structural  lesions  of 
that  organ,  together  with  the  presence  of  many  strong  peri- 
toneal adhesions  round  about,  forcibly  fixing  this  abnornal 
position.  These  cases  ought  to  have  surgery;  otherwise  they 
drag  out  a  miserable  existence  of  pain  and  physical  disabilities. 
An  Alexander  operation  of  shortening  the  round  ligament, 
or  a  vaginal  fixation  of  the  uterus,  in  such  conditions  is  un- 
reasonable. A  section  wherein  the  peritoneal  adhesions  are 
broken  up,  and  the  dislocated  organ  put  into  a  better  posture, 
enables  us  at  the  same  sitting  to  detect,  by  actual  inspection, 
in  what  way  and  how  much  the  appendages  are  diseased. 
Almost  always  they  are;  their  removal,  in  whole  or  in  part, 
should  then  come. 

We  encounter  one  of  the  most  difficult  and  serious  problems 
in  the  whole  question  at  issue,  when  we  approach  the  considera- 
tion of  the  morbid  conditions  of  the  ovaries  and  tubes  making 
an  oophorectomy  or  salpingectomy,  one  or  both,  expedient  and 
justifiable. 

No  one  hesitates  as  to  the  propriety  of  the  removal  of  an 
ovarian  cyst — the  sooner  the  better.  No  one  for  a  moment  will 
contest  the  advisability  of  the  exsection  of  the  uterine  appen- 
dages seriously  and  hopelessly  involved  in  disease.  Spencer 
Wells'  experiences  have  taught  us  valuable  lessons.  Out  of 
his  1,000  ovariotomies  (some  228  living  under  40),  120  had  230 
children;  only  2.6  per  cent  had  recurrences  on  the  opposite  side. 

Then  always  look  to,  and  carefully  examine,  the  appendage 
of  the  opposite  side,  for  macroscopical  evidences  of  disease,  in 
order  to  determine  what  best  there  to  do. 

He  who  has  witnessed,  on  section,  the  ravages  of  gonorrheal 
salpingitis,  ovaritis,  and  pelvic  peritonitis;  noticed  the  pelvic 
pain,  the  febrile  disturbances,  the  threatened  death,  the  in- 
evitable relapses,  must  say  naught  else  can  be  done.  Some 
localized  sepses,  puerperal  or  non-puerperal,  do  as  much 
damage.  Beyond  these  there  are  several  morbid  entities,  less 
pronounced,  which  need  shed  on  them  all  the  light  we  have. 
In  the  present  chaotic  state  of  indications  the  authorities  are 
by  no  means  clear. 

Salpingitis,  in  some  form,  is  a  very  common  affection.  Sur- 
gical relief  for  it  depends  largely  on  its  type  and  duration. 

Purely  catarrhal  forms  of  salpingitis — the  most  frequent — 
never  need  section;  the  watery  encysted  (hydrosalpinx)  usually 
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do;  the  bloody  and  purulent  (hemato-  and  pyosalpinx)  almost  ' 
always.  Unmistakable  evidences  of  the  special  variety  are 
not  always  clearly  defined.  We  may  reasonably  infer  the  pres- 
ence of  the  purulent  variety,  by  the  existence  of  a  boggy  mass 
posterior  and  lateral  to  the  uterus  (possibly  increasing  slowly 
in  size),  by  the  febrile  movements,  and  by  the  sensible  depre- 
ciation of  the  general  health. 

It  is  thought  that  salpingitis  and  oophoritis  of  the  saccated 
form  is  worse  when  the  streptococcus  has  been  the  source  of 
infection. 

While  slight  purulent  accumulations  may  be  disposed  of  by 
Nature  and  general  treatment,  a  large  one  (distinctly  encysted 
pyosalpinx)  never  can. 

I  have  witnessed  marked  improvement  in  a  few  cases  which 
had  had  repeatedly  free  discharges  of  pus  through  the  uterine 
end  of  a  distended  tube.  These  cases  were  all  septic,  not  spe- 
cific. The  spontaneous  relief  in  these  cases,  by  the  evacuations 
of  pus,  was  always  preceded  for  a  few  days  by  increased  pelvic 
pain  and  some  elevated  temperature.  The  fimbriated  ends  of 
the  tubes  were  absolutely,  probably  permanently,  closed.  It  is 
fortunate  that  Nature  so  protects  herself.  Patients,  of  course, 
are  sterile. 

A  Fallopian  tube  slightly  distended  with  water,  mucus,  or 
pus  may  recover  itself,  if  well  emptied  after  abdominal  sec- 
tion. The  evacuation  of  the  same  can  be  effected  in  one  of 
two  ways — (a)  aspiration;  (b)  the  passage  of  a  probe  into  the 
ampulla,  followed  by  finger  compression.  The  contents  thus 
squeezed  out,  a  partly  diseased  tube  may  recover  itself, 

When  a  pyosalpinx  follows  in  the  wake  of  a  catarrhal  sal- 
pingitis there  are  alwa3's  more  or  less  interstitial  changes  in 
the  tube.  It  becomes  thickened,  adherent,  closed  at  both  ends. 
Coexisting  and  resulting  pelvic  peritonitis  is  constant.  A 
seriously  distended  tube  from  pus  may  burst. 

Now  that  we  understand  the  modus  operandi  of  periuterine 
inflammations,  by  the  route  of  endometrial  infection,  single  or 
mixed,  we  can  comprehend  the  extreme  vulnerability  of  the 
female  peritoneum  to  disease,  bearing,  as  it  does,  the  brunt 
of  many  indiscretions,  puerperal  and  non-puerperal,  moral  and 
professional. 

Probably  a  majority  of  women  after  35  would,  on  an  autopsic 
examination,  show  structural  lesions  of  the  peritoneum  to  some 
degree.  Pelvic  peritonitis  in  the  female  is  even  more  common 
than  its  kindred  affection  of  the  chest — pleurisy — in  the  male. 
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These  peritoneal  adhesions,  when  more  marked,  are  very 
tender,  hinder  normal  mobility,  and  displace  structures.  In 
the  female  repeated  attacks  of  an  acute  kind  from  trifling 
causes  are  very  common. 

Dr.  Polk,  of  New  York  City,  in  the  Transactions  of  the 
American  Gynecological  Society  for  1887,  with  a  conservative 
effort  to  save,  not  sacrifice,  parts,  speaks  of  the  advantage  of 
relieving  accidentally  imprisoned  pelvic  organs  after  section, 
without  any  mutilation.  Pure  adhesions  never  constitute  a 
rule  for  the  removal  of  organs.  These  taken  away,  normal 
function  may  be  resumed. 

How  and  to  what  extent  can  we  give  a  betterment  to  condi- 
tions referred  to  without  any  abdominal  section? 

Rest  in  the  recumbent  posture  is  of  primary  importance.  At 
the  start  of  any  acute  attack  free  saline  purgation  is  always 
beneficial.  Repeated  doses  of  the  same  in  diminished  quanti- 
ties are  useful  to  maintain  daily  alvine  evacuations.  Counter- 
irritation  with  small  fly  blisters,  repeated  at  times,  does  good  in 
the  chronic  forms  of  the  disease,  but  cold  or  hot  applications, 
according  to  the  season  of  the  year,  are  best  for  the  acute. 
Very  sthenic  cases  require  minute  doses  of  aconite  or  veratrum 
viride  as  antiphlogistics.  Generally  no  internal  medicine  equals 
quinine  in  doses  of  grs.  ij.-x.,  according  to  the  temperature 
range.  Opium  is  to  be  avoided  as  much  as  possible;  if  given, 
it  is  best  administered  as  the  aqueous  extract  made  in  supposi- 
tories for  the  rectum.  The  long-continued  hot  vaginal  douche, 
usually  grateful,  sometimes  provokes  pain.  Speciflc  cases  call 
for  the  hot  sublimate  douche,  otherwise  choice  is  given  to 
the  boracic  acid  solution.  A  nutritious  diet  prevents  undue 
inroads  of  the  disease  on  the  general  health. 

For  chronic  cases  no  local  medicament  is  superior  to  ichthyol 
diluted  with  boroglyceride.  The  stronger  tincture  of  iodine 
(Churchill's)  applied  to  the  vaginal  vault  is  an  active  resolvent 
and  counterirritant.  But  not  a  few  cases  are  positively  aggra- 
vated by  the  use  of  any  vaginal  speculum. 

Iron  as  a  tonic  is  almost  always  contraindicated,  although 
the  patients  are  anemic  and  menstruation  is  suppressed.  Mi- 
nute doses  of  the  bichloride  of  mercury  are  much  more  desirable. 
That  the  bromides  do  diminish  pelvic  congestion  and  are  sexual 
sedatives  must  not  be  forgotten.  Menorrhagic  states  of  ova- 
rian origin  are  best  combated  with  the  sodium  bromide.  Elec- 
tricity, in  the  form  of  the  faradic  current  of  tension,  and  better 
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stiil  the  galvanic  current,  is  to  be  considered  in  old  cases  to- 
resolve  pelvic  exudates,  abate  pain,  and  control  local  neuroses. 

In  this  way  most  cases  can  be  ameliorated  or  cured.  No 
operation  is  considered,  none  is  entertained,  unless  fair  trial 
has  been  made  of  these  milder  measures  for  from  a  few  days  to 
three  months. 

Relapses  are  oftentimes  milder. 

Certain  indications  are  afforded  by  a  careful  microscopical 
examination  of  the  blood.  Says  Cabot:  "  Increasing  counts 
of  leucocytes  usually  point  to  need  of  an  operation;  stationary 
leucocytosis  to  a  well  walled-off  abscess.  The  size  of  the  count 
is  a  rough  measure  of  the  size  of  the  abscess,  and  cases  without 
leucocytosis  rarely  need  operation,  usually  recovering  under 
palliative  treatment;  also  many  with  leucocytosis.  Pelvic  pain 
and  soreness  may  be  as  great  in  various  non-suppurative  con- 
ditions as  when  abscess  is  present,  but  the  leucocyte  count  is 
raised  in  none  of  the  pelvic  diseases  of  woman,  except  abscess, 
septicemia,  and  hemorrhage.  Endometritis  and  cystitis  cause 
no  leucocytosis.  The  application  of  these  rules  will  not  infre- 
quently help  in  the  diagnosis  of  pelvic  disease,  and  in  deciding 
how  much  importance  to  attach  to  the  complaints  of  pain  and 
tenderness  in  doubtful  cases.  The  absence  of  leucocytosis 
makes  us  rightly  confident  that  no  abscess  of  any  considerable 
size  exists.'"' 

Can  naught  else  be  done,  in  some  pronounced  and  confirmed 
cases,  to  forego  the  possibility  or  probability  of  an  abdominal 
section? 

Salpingitis  is  very  rarely  indeed  a  primary  disease;  almost 
invariably  an  outcropping  of  an  endometritis.  Both  tubes  are 
usually  attacked,  the  left  the  more  frequently.  How  far  it  is 
possible  to  arrest  the  morbid  movement  and  check  the  progress 
of  the  extending  disease  seriously  concerns  us.  Intrauterine 
interference  is  not  to  be  dreaded  now,  as  it  was  in  days  prior 
to  antisepsis.  As  long  as  the  infecting  area  remains  in  the 
uterine  cavity,  so  long  will  the  pelvic  peritoneum  throw  out 
lymph.  The  septic  forces  removed,  the  lymph  effusion  ceases, 
further  extension  stops.  To  anesthetize  the  patient,  to  dilate, 
to  curette  and  to  pack  and  medicate  the  uterine  cavity  are  cor- 
rect in  theory  and  positive  in  results.  Physical  evidences  of 
the  remnants  of  pelvic  exudation  may  not  be  effaced  for  months,, 
still  a  decided  improvement  comes. 
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A  previously  occluded  uterine  end  of  a  Fallopian  tube  may- 
be made  patent  by  this  minor  surgical  step.  Endosalpingitis 
is  less  amenable  to  treatment  than  is  endometritis,  but  it  is 
reasonable  to  believe  that  a  betterment  will  follow,  if  the  endo- 
metrium, anatomically  and  physiologically  much  like  and  con- 
nected therewith,  has  its  disease  annihilated. 

The  tubes  exsected,  there  is,  of  course,  less  danger  of  any 
reinfection,  but  this  implies  a  step  which  we  should  studiously 
attempt  to  avoid. 

As  not  a  few  diseases  of  the  ovaries  are  resultant  on  tubal 
infections,  we  are  again  forcibly  reminded  of  the  importance  of 
preventing  and  controlling  the  morbid  action  at  its  fountain  head. 

The  ovary  when  first  attacked  is  injured  on  its  peritoneal 
layer.  There  is  a  localized  pelvic  peritonitis — a  perioophoritis. 
Probably  in  most  instances  the  structures  beneath  the  periph- 
ery are  implicated.  The  whole  organ  becomes  congested,  en- 
larged, adherent,  and  may  suppurate.  Parenchymatous  hyper- 
emia leads  to  interstitial  hyperplasia,  which  in  time  may 
develop  into  cirrhosis  or  sclerosis.  Then  the  ovaries  are  hard- 
ened, shrivelled,  scarred.  The  gland  tissue  is  replaced,  in 
whole  or  in  part,  by  a  fibrous  material;  its  follicles  disturbed, 
destroyed.  The  function  of  the  whole  organ  is  always  hindered, 
hence  sterility. 

Some  forms  of  menorrhagia  are  observable  in  the  stage  of 
ovarian  parenchymatous  hypertrophy;  but  when  contraction 
and  condensation  follow,  the  amenorrheic  states  are  experienced, 
though  the  menstrual  molimina  may  be  quite  severe.  Always 
there  is  an  array  of  annoying  and  painful  symptoms.  The 
disease  is  never  fatal  per  se,  hence  the  symptoms  are  pro- 
tracted until  Nature  gives  relief,  after  a  complete  arrest  of 
menstruation  and  ovulation. 

An  ovary  smaller  than  normal,  quite  pale,  a  condition  ex- 
pressive of  local  torpidity  and  general  depreciation  of  health, 
may  simulate  after  section  a  cirrhosis,  but  should  not  be  taken 
for  it. 

It  is  very  easy  to  understand  why  ovarian  abscesses  are  more 
frequent  than  uterine,  for  the  tissues  are  different  in  kind  and 
formation.  Localized  pus  formations  of  the  ovary  (one  drachm 
to  one  ounce)  are  in  my  experience  not  rare. 

Follicular  ovaritis  with  cystic  degeneration  is  a  very  com- 
mon affection.  We  hear  very  often  of  ovaries  being  removed 
for  cystic  degeneration.     What  is  cystic  degeneration? 
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Follicular  enlargement  is  not  a  true  cystic  degeneration.  It 
is  not  incurable  and  may  be  purely  physiological.  An  inspec- 
tion of  the  ovaries  shows  a  simjjle  dilatation  of  the  ovisac, 
with  an  accumulation  of  serous  fluid,  no  symptoms  being 
present.  A  so-called  cystic  degeneration  of  the  ovary  is  a 
hydrops  folliculorum;  each  cj^st,  from  a  pea  to  walnut  in  size, 
on  the  periphery  of  the  organ,  is  a  retention  sac,  a  distended 
follicle,  from  a  thickened  and  contracted  stroma.  The  process 
of  formation  is  a  hyperphysiological  one,  often  noticed  on  the 
opposite  side  during  ovariotomies,  and  is  a  condition  entirely 
distinct  from  the  beginnings  of  ovarian  cystoma.  It  may  be 
regarded  as  a  diseased  process  only  when  this  cystic  degenera- 
tion is  extensive  and  deep-seated.  Then  it  disturbs  normal 
ovulation,  impairs  the  integrity,  and  leads  to  degenerative 
changes  of  that  organ.  Thus  interstitial  sclerosis  is  often  met 
with  in  ovaries  so  affected.  It  is  compatible  with  physiological 
ovulation  in  its  early  changes,  but  when  advanced  the  follicles 
are  choked,  the  nerve  filaments  compressed — the  chief  cause 
of  th&  nervous  symptoms.  Lawson  Tait  speaks  of  uterine 
hemorrhage  as  a  result  of  ovarian  cystic  degeneration.  Greig 
Smith  also  refers  to  the  fact. 

Menorrhagia  of  ovarian  origin  is  uninfluenced  by  the  ordinary 
medicinal  uterine  hemostatics,  is  aggravated  by  uterine  inter- 
ference, and  is  controlled  only  by  remedies  and  means  addressed 
to  the  seat  of  the  disease. 

The  idea  that  extirpation  is  needed  in  most  of  these  cases 
of  cystic  degeneration  of  the  ovaries  is  in  opposition  to  all  the 
principles  of  conservative  surgery.  A  simple  puncturing  of 
the  larger  cysts  after  section  will  answer  for  many  cases.  A 
few  may,  but  most  require  no  surgical  treatment  whatever. 

All  of  our  text  books  on  gynecology  speak  of  ovarian  pro- 
lapse, and  every  gynecologist  has  seen  cases.  It  is  a  condition 
of  much  discomfort.  Locomotion  is  more  or  less  painful,  often 
damaging.  So  is  defecation.  Nutrition  is  sometimes  seriously 
affected.  While  ovarian  prolapse  is,  as  a  rule,  a  secondary 
lesion,  incident  to  an  increased  bulk  and  weight  of  that 
organ,  no  ovary  can  be  prolapsed  long  without  becoming  more 
or  less  hyperemic,  hyperplastic,  hyperesthetic.  Disordered 
position  always  means  altered  and  impeded  circulation.  Many 
prolapsed  ovaries  become  adherent.  Ovarian  prolapse  long- 
continued,  with  structural  lesions  in  and  about,  the  source  of 
much  pelvic  discomfort,  unrelieved  by  palliative  treatment, 
calls  for  an  oophorectomy. 
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Retroversion  and  retroflexion  of  the  uterus  often  bring  about 
prolapses  of  the  ovaries.  Associated  therewith,  in  bad  cases, 
we  find  besides  chronic  endometritis,  chronic  salpingitis,  chron- 
ic ovaritis,  and  chronic  pelvic  peritonitis.  Abdominal  section 
is  the  only  recourse. 

If  the  breaking  up  of  the  pelvic  adhesions,  the  removal  of 
one  or  both  ovaries  and  tubes,  or  the  puncturing  of  distended 
cysts,  with  the  better  fixation  of  the  dislocated  uterus,  promises 
an  imperfect  relief,  then  complete  hysterectomy  with  vaginal 
drainage  must  come.  Possibly  a  good  hysterorrhaphy  may  be 
all-sufficient,  to  better  the  malposition  and  malcondition  of 
uterus  and  appendages.  The  degree  of  seriousness  of  any  com- 
plicated intrapelvic  disease  is  only  accurately  determined  by  a 
thorough  vaginal  or  abdominal  section.  This  first  step  of  all 
major  radical  operations  is  explorative;  therefore  it  is  prudent 
for  the  surgeon  not  to  bind  himself  by  any  positive  promise  as 
to  his  course  of  procedure  at  the  operating  table. 

While  I  am  an  urgent  advocate  to  save  as  many  and  as  much 
ovarian  structure  as  reason  would  dictate,  it  is  rare  that  the 
corresponding  tube  can  be  saved.  The  usual  route  of  exten- 
sion of  these  diseases,  and  the  fact  that  future  pelvic  reinfec- 
tion from  the  uterus  is  prevented  if  the  tube  4s  removed,  im- 
ply the  necessity  of  exsection  of  tube,  if  occasion  demands 
any  sacrifice  of  ovarian  structure,  in  the  performance  of  a 
Hegar  or  Tait  operation. 

Oophorectomy  and  salpingo-oophorectomy  is  one  of  the 
easiest  and  at  the  same  time  one  of  the  most  difficult  of  ope- 
rations. Nothing  is  more  easy  than  a  simple,  smooth  abdomi- 
nal section  for  the  removal  of  non-adherent,  healthy  tubes  and 
ovaries.  But  a  case  of  long  duration  of  specific  or  septic  in- 
flammatory mischief  of  the  uterine  appendages,  where  all  of 
the  intrapelvic  organs  and  tissues  are  not  only  broken  down, 
soft  and  brittle,  but  closely  matted  together,  the  lines  of 
demarcation  neither  felt  nor  seen,  necessitates  a  tedious,  dif- 
ficult, and  serious  enucleation  of  the  parts,  with  the  fear  of 
damaging  intestines,  bladder,  rectum,  the  rupturing  of  a  pus 
tube  or  an  ovarian  abscess,  the  presence  of  no  inconsiderable 
hemorrhage,  and  the  contamination  of  the  surrounding  field. 
Fecal  fistulse  often  have  such  a  start.  Septic  peritonitis  is  al- 
most sure  to  follow  peritoneal  infection.  Primary  hemorrhage 
means  a  delay  to  control  when  blood  oozes  from  many  points. 
Ligatures  cut  like  a  knife  through  friable  tissues.  Secondary 
hemorrhage  blasts   not  a  'few  promising  results.     An  ovari- 
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otomy  for  an  intraligamentous  or  a  universally  adherent  cyst 
could  be  no  worse. 

The  mention  of  secondary  hemorrhage  brings  to  mind  the 
question  of  ligature,  its  kind  and  method  of  application.  Thor- 
oughly sterilized  catgut  or  kangaroo  tendon  is  probably  the 
best  material  for  this  ligature. 

For  j^ears  I  have  abandoned  the  use  of  the  Staffordshire  knot; 
more  recently  I  have  largely  discontinued  the  so  called  link  or 
figure-of-eight  ligature.  The  best  method  of  ligation,  I  think, 
is  to  transfix  the  broad  ligament  near  to  the  pelvic  wall  (after  an 
enucleation  of  the  appendages),  then  transfix  the  same  again 
by  a  second  ligature  near  to  the  uterine  cornu.  A  complete 
exsection  of  the  appendages  can  then  be  made  without  cutting 
near  to  these  ligatures.  Subsequent  slipping,  by  no  means 
uncommon,  by  either  of  the  first-mentioned  methods  is  in  this 
an  impossibility.  The  least  oozing  of  blood  from  the  excised 
edges  can  be  speedily  stopped  by  an  overstitching  with  fine 
catgut — a  procedure  very  advisable  to  prevent  any  intestinal 
adhesions. 

The  hilum  of  the  ovary  is  not  the  most  satisfactory  structure 
about  which  to  place  a  constricting  ligature. 

When  should  the  uterus  be  removed  with  the  appendages? 

A  thorough  ablation  of  the  uterine  appendages  near  to  the 
uterus  cuts  off  the  ovarian  artery  and  the  supply  of  the 
uterine  artery  at  the  point  of  their  anastomosis.  Nerve  con- 
nections are  severed  by  deep  transfixion  and  ligation.  The 
uterus  atrophies.  Still  this  organ  may  be  so  contaminated 
with  disease  germs  that,  in  order  to  cut  off  the  whole  septic 
field  and  give  full  drainage,  a  hysterectomy  is  clearly  indicated. 
For  the  most  part  this  operation  is  called  for  in  post-puer- 
peral cases,  next  in  specific,  and  least  frequently  in  septic  non- 
puerperal cases.  A  removal  of  the  uterus  causes  a  greater 
shock  to  the  nervous  system  than  that  of  its  appendages. 
The  uterus  always  atrophies  some  after  oophorectomies, 
sometimes  to  half  its  former  volume.  If  diseased  only  by 
chronic  catarrh  and  vascular  changes,  usually  it  then  gives  no 
further  trouble,  but  remains  useful  in  a  mechanical  way,  fill- 
ing up  its  pelvic  space,  thereby  preventing  displacements  of 
structures  about  and  above.  A  vagina  with,  is,  as  a  rule,  bet- 
ter than  a  vagina  without,  a  uterus,  for  it  remains  of  longer 
dimensions,  is  not  so  contracted,  and  does  not  become  abnor- 
mal from  cicatricial  formations.     A  thorough,  sharp  curettage 
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of  the  uterine  cavity  in  most  cases  of  septic  endometritis  and 
metritis,  puerperal  and  non-puerperal;  in  all  cases  of  specific 
endometritis,  either  antedating,  or  at  same  sitting  for,  an 
abdominal  section,  repeated,  it  may  be,  at  some  future  time, 
ought,  in  my  judgment,  to  markedly  curtail  the  needs  for 
hysterectomy. 

We  take  it  that  the  abdominal  section  is  in  almost  all  in- 
stances better  than  the  vaginal.  The  signal  advantages  of  the 
Trendelenburg  posture  at  times  all  recognize. 

There  are  in  medical  minds  great  differences  in  estimating 
the  importance  and  necessity  for  surgical  operations.  The  fre- 
quency of  many  abdominal  sections  depends  as  much  on  the 
attendant  as  the  case  itself.  Doleris  has  said  that  5  out  of 
7  cases  of  oophorectomy  done  in  Paris  have  been  unnecessary 
and  unjustifiable.  Dr.  C.  W.  Chancellor,  United  States  con- 
sul at  Havre  in  1896,  estimated  that  in  Paris  alone  over  40,000 
women  have  been  subjected  to  oophorectomy  and  hysterectomy 
since  1883,  and  50,000  in  France  in  the  same  time.  Many,  he 
says,  are  in  a  more  deplorable  condition  than  before;  not  more 
than  5  per  cent  are  benefited.  How  often  done  needlessly  in 
this  country  it  is  impossible  to  estimate.  A  large  number  of 
healthy  ovaries  have  unfortunately  found  their  way  in  pickling 
pots.  To  what  extent  the  rounds  of  successful  abdominal 
surgery  have  been  swelled  in  this  way  no  one  can  say. 

Prostitutes  are  sometimes  disposed  to  be  friendly  advocates  of 
its  execution. 

The  old  method  of  removing  both  sides  of  the  appendages 
when  one  is  diseased  is,  at  the  present  day,  so  unreasonable  as 
not  to  be  countenanced. 

Finally,  allow  me  to  say: 

1.  After  all  abdominal  sections  for  supposed  diseases  of  the 
uterine  appendages  we  should  carefully  lift  up  these  parts,  after 
enucleation  if  needed,  and  thoroughly  inspect  them  for  macro- 
scopical  evidences  of  disease. 

2.  Remove  only  such  parts  of  these  appendages,  the  ovaries 
in  particular,  as  may  be  hopelessly  diseased. 

3.  Do  not  disturb  the  healthy  side  unless  for  good  and  suffi- 
cient reasons. 

4.  Consider  slight  cystic  degeneration  or  cirrhosis  of  the 
ovaries  as  insufficient  grounds  for  their  extirpation. 

5.  Bear  in  mind  that  ovulation  and  menstruation,  local  only 
in  certain  manifestations,  are  systemic  always  in  physiological 
changes. 
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True  conservatism  is  the  proper  attitude  of  all  modern- 
surgery. 

It  is  the  highest  aim  of  all  we  do  to  consider,  to  protect,  to 
preserve,  and  to  maintain. 

Has  as  much  consideration  been  given  to  the  salvation  of  the 
uterine  appendages  as  is  devoted  to  the  preservation  of  the 
analogous  organs  of  the  male? 

We  are  eternally  in  contact  vs^ith  problems.     Let  the  light 
enter.     Goethe  has  well  said:  ^' Es  ist  iinmer  gut  etiuas  zu 
ivissen." 
AvoxDALE,  Cincinnati. 

THE  USE  AND  ABUSE  OF  NORMAL  SALT  SOLUTION.' 


BY 

J.  WESLEY  BOVfiE,  M.D., 
Washington,  D.  C. 


Inasmuch  as  the  employment  of  normal  salt  solution  has 
become  so  universal,  has  proved  so  valuable,  and  has  been  to 
some  extent  abused,  I  have  felt  constrained  to  present  this 
paper,  hoping  by  it  to  induce  a  free  interchange  of  opinions  on 
the  subject. 

Definition. — The  term  normal  salt  solution  has  been  em- 
ployed interchangeably  with  artificial  serum.  It  has  been  ap- 
plied to  various  compositions  of  the  constituent  elements  of  the 
blood  and  in  various  strengths,  some  containing  only  the  salts 
and  others  Qgg  albumen  as  well.  Recently  considerable  dis- 
cussion has  occurred  in  medical  periodicals  relative  to  the  pro- 
portion of  this  chloride  in  the  blood,  and  some  confusion  has 
grown  out  of  it.  According  to  Kirkes'  "  Handbook  of  Physi- 
ology," in  1,000  parts  of  blood  plasma  there  are  5.546  parts  of 
sodium  chloride,  approximately  0.6  per  cent,  and  for  conve- 
nience we  will  define  it  as  a  0.6  per  cent  solution  of  sodium 
chloride  in  distilled  water. 

History. — In  the  ancient  history  of  Egypt  blood  transfusion 
is  attested  by  divers  passages  of  ancient  authors  (Ovid,  Ero- 
phile).  At  the  instance  of  his  mistress,  Medea,  Jason  would 
have  restored  youth  and  virility  to  the  old  .^son  by  bleeding 
from  the  jugular  vein  and  injecting  an  infusion  of  aromatic 

'  Read  at  the  eleventh  annual  meeting  of  the  Southern  Surgical  ami 
Gj'necological  Association,  at  Memphis,  Tenn.,  December  6,  7,  and  8,  1898. 
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plants.  In  Vienna,  in  1656,  a  solution  of  opium  in  sherry  wine 
was  put  into  a  dog's  veins  successfully.  Blood  transfusion 
quickly  followed  this,  but  finally  it  became  a  panacea,  and  on 
account  of  its  misuse  laws  prohibiting  its  use  were  promul- 
gated. Again,  in  1777,  Regnaudot  recommended  it  anew,  and 
later  the  Baron  de  Percy,  James  Blundell,  and  more  recently  De 
Belina  practised  it  successfully.  From  the  impracticability  of 
mediate  transfusion  of  blood  the  immediate  method  was  em- 
ployed. But  as  even  this  required  the  convenience  of  some 
willing  donor  of  the  human  family  or  the  presence  of  a  lower 
animal,  it  too  was  not  suitable  to  general  work.  A  substitute 
was  found  in  a  synthetical  preparation  containing  some  ingre- 
dients of  the  blood  serum,  usually  of  the  inorganic  salts  with 
or  without  albumen.  Thomas  Latta,  inspired  by  the  chemical 
researches  of  O'Shaughnessy,  injected  salt  solution  into  the 
veins  of  his  patients.  Dupuytren,  Magendie,  and  Gaspard 
followed  him  in  this  plan.  In  1855  cholera  was  treated  by  in- 
travenous infusion  of  salt  solution.  The  fluid  recommended  by 
Little  for  use  in  the  treatment  of  this  disease  was  composed  of 
sodium  chloride,  fifty  grains;  potassium  chloride,  three  grains; 
sodium  sulphate  and  sodium  carbonate,  of  each  two  grains; 
and  water,  one  pint.  Alcohol  was  added  to  these  preparations 
in  some  instances. 

The  employment  of  normal  salt  solution,  its  field  of  useful- 
ness broadening  as  well,  gradually  increased  up  to  about  1890. 
Since  then  its  application  has  rapidly  increased,  until  to-day 
many  surgeons  use  it  almost  exclusively  for  wound  irrigations 
and  very  largely  in  other  fields,  while  physicians  find  its  efii- 
cacy  and  the  number  of  its  indications  constantly  increasing. 
S.  C.  Gordon,  of  Portland,  Maine,  says  he  remembers  Prof.  E. 
R.  Peaslee,  in  1855  to  1860,  was  accustomed,  in  ovariotomy,  to 
wash  his  hands,  to  cover  his  instruments,  and  to  irrigate  the 
abdominal  cavity  with  what  he  called  artificial  serum,  which 
was  composed  of  egg  albumen,  sodium  chloride,  and  water  in 
the  proportions  in  which  they  occur  in  the  blood.  In  1879  Biz  - 
zozzero  and  Golgi  injected  it  into  the  peritoneal  cavity,  which 
gave  some  brilliant  results,  but  on  the  whole  became  unsatis- 
factory and  was  abandoned.  In  1888  Dastre  and  Loye  studied 
its  effect  on  the  general  physiology  of  animals  and  recom- 
mended it  in  infectious  diseases. 

Comparison  of  Methods. — Its  introduction  into  the  body  for 
changing  the  character  and  composition  of  the  blood  and  other 
purposes  has  been  by  five  different  avenues — viz.,  intravenous, 
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subcutaneous,  intraperitoneal,  rectal  enema,  and  intra-arterial. 
Each  of  these  is  said  to  have  its  special  indications,  which  will 
be  considered  later.  The  nature  of  the  individual  surgeon's 
work  no  doubt  influences  his  preference  as  to  route.  The 
abdominal  surgeon  will  prefer  the  rectal,  intraperitoneal,  and 
subcutaneous,  emergency  surgeons  the  intravenous  and  rectal, 
while  the  plastic  and  general  surgeon  will  elect  the  rectal  and 
subcutaneous  routes.  The  intravenous,  while  most  rapid  and 
therefore  most  applicable  to  the  most  dangerous  cases,  is  in  it- 
self the  most  dangerous  (except  the  intra-arterial),  as  referred 
to  again  in  this  paper.  Nor  is  it  always  quickest,  A  private 
letter  from  a  prominent  surgeon  in  New  York  tells  of  his  vexa- 
tion in  an  important  case  in  which  two  surgeons  were  thirty 
minutes  in  getting  the  solution  to  run  into  the  median  basilic 
vein.  And,  too,  apparatuses  specially  devised  for  this  method 
are  generally  arranged  for  practising  the  subcutaneous  method 
until  the  intravenous  can  be  arranged.  We  believe  the  intra- 
arterial route,  recommended  by  Dawbarn,  should  never  be 
used. 

Physiological  Action. — We  are  not  aware  that  the  physio- 
logical action  of  normal  salt  solution  has  been  elaborately  stud- 
ied, further  than  the  investigation  made  by  Dastre  and  Loye, 
but  enough  for  practical  working  is  known.  It  increases  the 
volume  of  the  blood  and  lessens  its  specific  gravity.  This,  in 
conjunction  with  its  stimulating  effect  on  the  cardiac  ganglia 
and  arteries,  accelerates  the  circulation  of  the  blood.  By  in- 
creasing the  volume  of  the  blood  it  increases  the  arterial  ten- 
sion and  thereby  increases  the  blood  supply  to  the  heart  through 
the  coronary  arteries.  It  stimulates  the  nerve  centres,  some- 
times causing  marked  excitement,  even  when  used  subcuta- 
neously,  as  noted  by  Fourmeaux.  The  skin,  kidney,  and  in- 
testinal functions  are  stimulated  markedly  and  other  organs 
are  made  to  do  more  work.  Locally,  it  does  not  coagulate  al- 
buminous fluids,  such  as  blood  serum,  but,  on  the  contrary, 
-dilutes  them,  thus  facilitating  their  removal.  It  is  also  a  local 
stimulant,  causing  contraction  of  the  smaller  blood  vessels  and 
in  that  way  exerting  a  hemostatic  action.  It  has  a  decided 
stimulating  effect  on  osmosis,  and  in  this  way,  no  doubt,  acts  to 
a  considerable  extent  upon  the  emunctories.  Fourmeaux  and 
other  French  investigators  found  the  weight  of  the  spleen  in 
the  lower  animals  much  increased,  though  no  change  in  its  size 
was  apparent.  This  effect,  though  not  so  constant,  was  also 
noticed  in  the  liver.     According  to   Hayem,    Plouvicz,    and 
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Poiggale,  salt  solution  augments  the  number  of  red  blood  cor- 
puscles. Fourmeaux  has  also  demonstrated  this.  He  found 
in  animalsj,  too,  the  bone  marrow  was  more  fluid  after  its  use, 
and  in  one  a  subarachnoid  cerebral  edema  after  ligating  both 
ureters.  This  same  author,  whose  thesis  on  this  subject  is  in- 
valuable, found  that  in  the  rabbit  quantities  of  less  than  four 
milligrammes  to  the  kilogramme  of  the  animal's  weight  were 
retained  in  the  system. 

We  believe  its  effect  on  the  blood  and  glandular  system  is 
even  more  marked  than  physiologists  have  told.  Otherwise, 
how  explain  the  fact  that  blood  may  be  abstracted  from  a 
healthy  animal  up  to  one-nineteenth  its  weight  and  life  be  re- 
stored by  the  immediate  infusion  of  normal  salt  solution,  while 
such  a  result  does  not  follow  if  the  water  without  the  salt  be 
employed? 

Elimination. — The  quantity  of  urine  is  remarkably  in- 
creased, being  often  four  times  the  usual  amount  during  the 
first  few  days  following  operation,  and,  according  to  Voit  and 
Rabuteau,  the  amount  of  urea  excreted  is  considerably  in- 
creased. The  amount  of  sodium  chloride  excreted  by  the  kid- 
ne3^s  is  enormously  increased,  and  Fourmeaux  has  noticed  on 
the  lips  of  puerperal  septic  women  that  had  received  large 
quantities  a  salty  taste  and  crystals  of  salt  for  some  days  after- 
ward. The  reaction  of  the  perspiration  becomes  neutral  and 
loaded  with  sodium  chloride.  In  autopsies  made  shortly  after 
large  quantities  of  normal  salt  solution  had  been  employed 
hypodermatically,  considerable  quantities  of  thin  fluid,  rich  in 
sodium  chloride,  have  been  found  in  the  intestine.  It  has  also 
been  noticed  that  in  patients  treated  by  large  quantities  of  the 
solution  the  dosage  for  catharsis  has  been  markedly  lessened. 
So  it  may  be  said  to  leave  the  body  by  the  skin,  kidneys,  lungs, 
and  intestine,  and  in  the  order  named  as  to  relative  quantity. 

Therapeutic  Uses. — As  previously  mentioned,  the  applica- 
tion of  this  solution  has  been  in  a  wide  and  varied  field.  In 
general  medicine  its  principal  use  has  been  in  diphtheria,  scar- 
latina, uremia,  intestinal  hemorrhage  of  typhoid  fever,  perfo- 
ration of  typhoid  ulcers,  cholera,  cholera  morbus,  pneumonia, 
diabetic  coma,  hemoptysis,  ulcerative  endocarditis;  poisoning 
by  carbon  monoxide,  by  mushrooms,  or  by  alcohol;  lead  colic, 
epilepsy,  tetanus,  toxemia  from  colon  bacillus,  arsenical  poison- 
ing, pyelitis,  renal  insufficiency,  and  numerous  other  affections. 
In  obstetrical  practice  sepsis,  postpartal  hemorrhage,  and 
eclampsia  are  the  conditions  that  have  been  most  commonly 
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combated  with  it.  The  surgeon  has  found  greater  use  for  it^ 
and  probably  ninety  per  cent  of  the  amount  used  is  by  sur- 
geons. They  employ  it  to  prevent  or  reduce  shock  during  ope- 
ration, and  in  hemorrhage  and  sepsis.  It  is  also  largely  used 
in  shock  from  injury,  for  irrigation  during  operations,  and  for 
other  purposes  to  be  mentioned  later. 

When  the  blood  is  handicapped  by  the  various  poisons  of  in- 
fectious diseases,  salt  solution  has  been  found  valuable  in  the 
way  of  "  lavage  "  to  carry  off  the  toxins,  and  by  the  increased 
temperature  following  its  use  the  production  of  antitoxins  is 
said  to  be  stimulated.^ 

In  the  various  chemical  poisons,  as  carbonyl,  lead,  alcohol, 
and  even  mushrooms,^  it  is  used  in  combination  with  abstrac- 
tion of  blood.  In  the  collapse  of  cholera  and  cholera  morbus 
the  tissues  have  been  drained  of  serum,  and  this  condition  is 
ameliorated  by  the  prompt  use  of  the  saline  infusion.  In  renal 
insufficiency  the  compensatory  emunctories  are  stimulated  to 
greater  activity,  and  it  has  been  noted  that  as  free  perspiration 
occurs  the  renal  function  is  again  established.  In  uremia,  in 
conjunction  with  abstraction  of  blood,  as  recommended  some 
years  since  hj  Van  Rensselaer,  of  Washington,  the  infusion  of 
normal  salt  solution  has  proved  to  be  very  successful.  Grandin 
has  used  it  in  uremia  in  enormous  quantities  by  colon  irriga- 
tions with  marked  success.  As  soon  as  intestinal  hemorrhage 
in  typhoid  fever  is  thought  to  have  ceased,  the  use  of  the  solu- 
tion by  hypodermoclysis  is  strongly  advisable.  The  danger  of 
hypertension  of  blood  vessels  by  the  intravenous  infusion,  and 
the  difficulty  in  properly  estimating  the  amount  of  blood  loss 
in  such  cases,  precludes  this  method  from  employment. 

In  puerperal  sepsis  it  has  met  with  tolerable  success,  though 
our  experience  has  been  unfavorable.  In  this  condition  it  has 
been  used  in  small  quantities  subcutaneously  and  frequently 
repeated,  and  by  the  plan,  recommended  by  Pozzi,  of  large 
intravenous  infusions.  Hanks  and  Stimson  are  strong  advo- 
cates of  this  latter  procedure.  It  may  be  said  here  that  this 
remedy  is  not  intended  to  exclude  the  ordinary  means  of 
treatment,  but  as  a  powerful  adjuvant. 

In  postpartal  hemorrhage  is  found  one  of  the  greatest  indi- 
cations for  its  use.  In  puerperal  eclampsia  brilliant  success 
has  attended  its  use  with  blood-letting.  J.  Whitridge  Wil- 
liams has  adopted  the  practice  in  this  condition  of  abstracting 

'  T.  F.  Reilly:  Medical  Record,  November  12,  1898. 

^_  Prentiss:  Pliiladelphia  Medical  Journal,  September  24,  1898. 
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the  better  part  of  a  pint  of  blood  and  injecting  subcutaneously 
double  the  amount  of  normal  salt  solution,  repeating  the  latter 
daily  until  the  urine  is  normal.  In  some  of  his  cases  chloro- 
form and  rapid  delivery  were  also  practised.  He  reports  ten 
successful  cases,  Jewett  has  successfully  employed  it  alone  in 
eclampsia. 

In  surgery,  shock,  hemorrhage,  and  sepsis  are  the  principal 
indications  for  its  use.  Its  greatest  influence  in  shock  is  exer- 
cised if  employed  early.  If  shock  be  from  operation,  infusion 
should  be  practised  on  the  table  in  grave  cases  and  immediately 
after  operation  in  milder  ones.  Here  the  subcutaneous  method 
is  best,  but  the  rectal  way  is  especially  valuable,  one  or  two 
litres  being  easily  thrown  into  the  bowel,  especially  in  the 
Trendelenburg  position,  and,  if  the  temperature  be  from  115°  to 
120°  F.,  exerts  a  powerful  influence  in  the  reduction  of  shock. 
For  hemorrhage  the  same  plan  of  treatment  is  to  be  followed. 
Severe  hemorrhage,  however,  affords  about  the  only  indication 
for  intravenous  infusion.  In  abdominal  work  I  almost  in- 
variably leave  a  considerable  quantity,  one  to  fifteen  litres, 
of  normal  salt  solution  in  the  abdominal  cavity.  When  it  is 
not  necessary  to  use  it  during  the  operation  this  plan  is  very 
convenient  and  satisfactory.  It  is  particularly  good  to  pro- 
mote urinary  excretion,  and  to  reduce  shock  by  its  intimate  and 
prompt  contact  with  the  abdominal  viscera.  Many  other  indi- 
cations for  its  use  are  found  here.  When  denuded  surfaces  are 
left  in  the  pelvic  cavity  a  small  amount  of  the  solution  floats 
the  intestine  and  prevents  its  coming  in  contact  for  adhesion  to 
these  places.  It  dissolves  the  exudate  on  such  surfaces  and  in 
that  way  prevents  their  becoming  agglutinated  to  other  struc- 
tures. If  small  foci  of  infectious  material,  blood  clots,  or 
ovarian  or  other  fluids  have  escaped  the  eye  of  the  surgeon,  it 
dilutes  or  dissolves  them  and  lifts  them  up  into  the  general 
peritoneal  cavity  for  more  prompt  absorption.  It  prevents 
formation  of  coagula  from  venous  oozing.  In  large  quantities 
it  prevents  the  collapse  incident  to  the  removal  of  large  tumors. 
Its  stimulating  action  on  the  large  amount  of  blood  vessels  of 
various  sizes  in  the  abdominal  cavity  is  remarkable.  It  pre- 
vents the  almost  unquenchable  thirst  so  common  after  abdomi- 
nal operations. 

In  bleeding  flbroids  infusion  just  preceding  operation  has 
b33a  practised  successfully  by  Boldt  and  others.  For  purposes 
of  irrigation  in  general  surgery  it  is  far  superior  to  sterile 
water  and  is  largely  used  for  this  purpose. 
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The  amount  to  be  used  in  the  veins  and  under  the  skin  varies 
from  a  few  hundred  cubic  centimetres  to  a  few  litres,  according^ 
to  the  condition  of  the  patient.  In  hemorrhage  an  amount 
should  be  used,  in  di  vided  quantities,  equal  to  the  amount  of 
blood  lost,  and  given  in  a  vein,  or,  if  subcutaneously,  twice 
that  amount  may  be  safely  employed.  Per  rectum  the  amount 
may  be  practically  unlimited,  though  at  one  injection  two  litres 
are  sufficient. 

ConUxdndications  and  Abuses. — That  normal  salt  solution 
has  great  value  in  surgery  we  feel  our  experience  with  it  during 
the  past  seven  years  has  fully  demonstrated.  At  the  same 
time,  judging  from  the  reports  of  experimenters,  it  is  not  alto- 
gether a  harmless  agent.  In  personal  letters  from  forty  promi- 
nent surgeons  of  this  country  in  reply  to  my  inquiry  concerning 
the  evil  and  good  results  of  its  employment,  not  one  mentioned 
any  unpleasant  experience  with  it,  and  most  of  them  said  they 
knew  of  no  bad  results  from  its  use. 

Some  writers,  however,  have  sounded  warnings  against  its 
use  in  such  blood  conditions  as  hemophilia,  dyscrasias,  deficient 
fibrin,  etc.  It  would  seem  but  reasonable  that  such  a  strong 
stimulant,  coupled  with  its  dilatation  of  the  blood  vessels 
when  used  in  large  quantities,  and  especially  when  thrown 
directly  into  them,  would  be  very  harmful  in  such  conditions 
of  the  circulatory  apparatus  as  myocarditis,  pericardial  effusion, 
atheroma,  arterio- sclerosis,  cardiac  degeneration,  bad  valvular 
lesions,  thromboses,  and  recent  cerebral  apoplexies.  Chronic 
inflammatory  conditions  of  the  kidneys,  sclerotic  and  tubercu- 
lar, are  apt  to  be  aggravated  by  it.  Chronic  affections  of  the 
liver  and  of  the  lungs  are  made  worse,  especially  if  malignant 
in  nature.  Great  discretion  is  needed  in  its  employment  in 
many  conditions.  To  throw  into  the  circulation,  either  directly 
or  indirectly,  a  considerable  quantity  of  salt  solution  during 
active  hemorrhage  from  large  vessels,  would  be  not  unlike 
enlarging  the  wound  in  the  vessel;  it  would  be  forcing  the 
blood  out  from  behind.  Were  preparations  being  made  for 
laparatomy  for  ruptured  tubal  pregnancy  during  active  hemor- 
rhage, salt  solution  could  with  safety  be  used  hypodermati- 
cally,  provided  enough  blood  was  yet  in  circulation  to  absorb  it. 
And  this  would  be  a  wise  procedure,  as  the  vessels  would  be 
soon  ligated  and  augmentation  of  the  volume  of  the  blood 
would  immediately  begin,  provided  the  injection  were  well 
timed.  If  the  intravenous  route  were  selected  its  employ" 
ment  could  not  be  before  the  vessels  were  ligated.     To  use  this 
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remedy  during  consolidation  stages  of  pneumonia  is  to  overtax 
the  circulation.  In  hemoptysis,  to  employ  it  during  active 
hemorrhage  would  be,  also,  to  encourage  increased  blood  loss, 
while  to  inject  it  frequently  and  in  small  quantities  under  the 
skin  as  soon  as  active  hemorrhage  has  ceased  is  to  rapidly 
improve  the  patient's  condition.  The  same  holds  good  in  all 
active  hemorrhages.  Wiercinsky^  demonstrated  that  in  acute 
anemia  from  hemorrhage  it  is  preferable  to  inject  one  hundred 
to  three  hundred  cubic  centimetres  many  times  than  large 
quantities  at  once.  Its  use  should  be  continued  until  normal 
arterial  tension  has  been  reached.  The  presence  of  toxins  in 
the  system  has  been  found  to  retard  the  elimination  of  normal 
salt  solution,  and  for  that  reason  small  quantities  only  should 
be  given  at  a  time  and  as  often  repeated  as  needed. 

To  inject  salt  solution  late  in  colon  bacillus  infection  is  to 
embarrass  the  circulation,  while  its  early  use  is  attended  with 
marked  success  (Bosc  and  Vedell). 

Precautions. — It  is  necessary  to  avoid  certain  accidents  and 
mistakes  in  employing  normal  salt  solution.  "We  must  know 
the  solution  is  sterile  when  it  passes  into  the  patient  by  any 
route  other  than  the  rectal  ;  by  the  latter  we  cannot  expect 
to  be  absolutely  aseptic,  nor  is  it  necessary.  This  aseptic  pro- 
cedure requires  aseptic  solution  to  be  placed  in  a  sterile  vessel, 
in  which  it  is  kept  in  the  same  condition.  The  tube  and  needle 
or  canula  through  which  it  passes  to  the  patient  must  be  ster- 
ile. The  skin  through  which  a  needle  is  to  be  plunged  or  an 
incision  made  for  intravascular  infusion  must  be  rendered 
aseptic,  or  as  nearly  so  as  possible,  according  to  the  haste 
necessitated  by  the  indications  for  its  use.  We  should  avoid 
the  passage  of  air  into  the  tissues  or  vessels,  though  some  ex- 
perimenters have  said  small  bubbles  do  no  harm.  The  tem- 
perature of  the  solution  when  it  reaches  the  tissues  should  be 
105°  to  120°  F.  This  is  important,  as  the  stimulating  proper- 
ties of  the  high  temperature  are  needed,  and  particularly  in 
shock,  renal  insufficiency,  uremia,  eclampsia,  and  sepsis,  as 
the  skin  must  act  strongly  as  an  emunctory.  Chills  following 
shortly  injections  of  salt  solution  are  harmful,  notwithstanding 
their  easy  correction  by  morphia  hypodermatically  (Hanks). 
They  are  not  welcome  in  patients  of  such  low  vitality  as  to 
require  the  use  of  the  salt  solution.  We  have  seen  hot  salt 
solution  in  the  reservoir,  and  yet,  owing  to  some  obstruction 
in  the  needle  or  flow  tube,  it  was  cold  when  it  reached  the 
»  Centralblatt  fiir  Gyntlkologie,  1889,  No.  41. 
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tissues.  Considerable  allowance  must  be  made  for  fall  in  tem- 
perature of  the  solution  in  passing  through  the  tube.  This 
may  be  overcome  by  placing  the  tube  in  a  dish  of  hot  water 
near  its  lower  end.  A  better  estimate  of  the  rapidity  of  the 
current  through  the  tube  is  to  be  had  when  a  transparent  glass 
tube,  having  the  same  calibre  as  the  rubber  tube,  is  inserted  a 
safe  distance  into  the  divided  ends  of  a  section  of  the  latter. 
Probably  never  more  than  half  a  litre  should  be  infused  in  one 
place  in  the  cellular  tissue,  as  local  necrosis  and  aseptic  inflam- 
mation, as  results  of  over-distension  of  the  tissue  spaces,  have 
been  noted  by  Noble  and  others.  Probably  this  would  not 
occur  were  not  more  than  five  hundred  cubic  centimetres  in- 
troduced through  any  one  puncture. 

The  rapidity  of  the  inflow  of  the  solution  is  another  impor- 
tant matter.  Broun,  of  New  York,  has  noticed  pneumonia 
follow  too  rapid  intravenous  injection  of  saline  solution.  Four- 
meaux  noted  engorgement  of  the  spleen  and  liver,  with  marked 
pain  in  the  former;  and  pleural,  peritoneal,  and  sub-arachnoid 
effusions  have  been  reported.  Of  course  much  hemorrhage 
preceding  it  would  lessen  these  dangers,  as  they  are  probably 
due  to  over-distension  of  the  circulatory  apparatus.  It  is 
probable,  as  a  rule,  that  one  ounce  per  minute  is  a  maximum 
quantity  that  can  be  safely  introduced  into  veins  or  subcu- 
taneous tissue.  Many  alarming  symptoms  and  conditions 
have  been  observed  to  follow  the  use  of  normal  salt  solution, 
among  them  being  pulmonary  edema,  dyspnea — according  to 
the  degree  of  edema — headache,  vertigo,  specks  floating  before 
the  eyes,  somnolence  (probably  from  ventricular  edema  or 
cerebral  hyperemia),  mental  excitement,  delirium,  hallucina- 
tions, severe  pain  in  the  left  side,  and  throbbing  in  the  neck. 
The  changes  in  the  spleen  and  liver  found  at  autopsies  have 
already  been  mentioned;  these  must  be  prevented  when  pos- 
sible, and  combated  when  present.  The  tension  of  the  ar- 
teries is  the  criterion  as  to  the  amount  of  the  solution  to  be 
employed,  though  this  does  not  hold  good  in  sepsis.  In  shock 
and  hemorrhage  the  radial  pulse  is  usually  a  good  guide.  If 
these  points  are  considered  in  using  salt  solution  it  is  believed 
less  trouble  will  arise  from  it. 

1404  H  STREET,  N.   W. 
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•SUTURE  OF  THE   WOUND   AFTER  ABDOMINAL  SECTION.^ 


JOHN  B.  DEAVER,   M.D., 
Philadelphia. 


In  introducing  the  subject,  "Suture  of  the  Wound  after 
Abdominal  Section,"  it  is  not  out  of  place  to  first  say  a  word 
regarding  the  nature  and  the  location  of  the  wound. 

The  abdominal  cavity  is  opened  through  the  middle  line,  the 
semilunar  line,  the  recti  muscles,  the  flat  muscles,  observing 
the  course  of  the  muscle  fibres,  as  in  one  of  the  operations  for 
the  removal  of  the  appendix,  and  through  an  incision  carried 
parallel  with  the  lower  margin  of  the  chest  wall  and  in  line  of 
the  inguinal  canal.  The  various  suture  materials  include  silk, 
silkworm  gut,  catgut,  kangaroo  tendon,  and  silver  wire.  The 
various  forms  of  suture  include  the  through-and-through  or 
interrupted,  the  figure-of-eight,  and  the  buried  including  the 
subcuticular. 

I  will  not  consume  the  time  of  the  Society  by  describing  in 
detail  the  different  forms  of  suture,  this  being  too  familiar  to  all 
to  warrant  me  in  doing  so.  These  remarks  are  intended  to 
record  the  writer's  method  of  closing  abdominal  incisions  and 
to  elicit  discussion  of  the  subject,  which  will  also  record  the 
methods  of  the  individual  members  of  this  body.  It  is  doubt- 
less true  that  the  greater  number  of  abdominal  operations  are 
done  through  the  linea  alba.  To  this  the  writer  takes  excep- 
tion, believing  that  as  firm  union  cannot  be  obtained  by  confin- 
ing the  incision  to  the  fascial  line  (linea  alba)  as  when  made 
through  either  rectus  muscle.  This  also  holds  good  in  opening 
the  abdomen  through  the  semilunar  lines  in  preference  to  the 
recti  muscles.  The  writer's  experience  in  opening  the  abdomi- 
nal cavity  includes  many  hundred  operations,  which,  in  their 
relative  proportion,  are  classed:  first,  appendix;  second,  inter- 
nal genitalia  of  the  female;  third,  inguinal  hernia;  fourth, 
gall  bladder  and  bile  ducts;  fifth,  intestines  and  stomach; 
sixth,  umbilical  hernia;  seventh,  kidneys;  eighth,  ventral  her- 
nia; ninth,  liver;  tenth,  spleen.     In   all  of  these  operations, 

'  Readbefore  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, November  17,  1898. 
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with  the  exception  of  those  for  the  radical  cure  of  inguinal^ 
umbilical,  and  ventral  hernia  and  the  majority  of  the  nephrec- 
tomies, I  enter  the  abdominal  cavity  through  the  rectus  muscle. 
In  reference  to  the  operation  of  nephrectomy,  I  may  say  in 
passing  that  I  prefer  the  posterior  operation.  While  it  has 
been  my  good  fortune  to  see  each  year  a  number  of  the  cases  I 
have  previously  operated  upon,  yet  I  cannot  give  the  percent- 
age of  ventral  hernise  which  have  followed.  I  do,  however, 
see  a  few,  the  great  majority  of  which  follow  as  the  result  of 
drainage  in  the  suppurative  cases. 

A  number  of  the  writer's  operations  have  been  on  medical 
men,  nurses,  and  friends.  These  I  have  been  able  to  keep 
track  of.  Therefore  I  am  in  a  position  to  say  that  I  am  per- 
fectly satisfied  with  the  method  I  employ  in  closing  the  ab- 
domen. The  most  unsatisfactory  closures  in  the  writer's 
experience  are  those  for  purulent  appendicitis — which  I  deeply 
regret  to  say  are  entirely  too  numerous — large  umbilical  and 
ventral  hernise. 

The  method  the  writer  uses  in  the  greater  number  of  clean 
cases,  excepting  those  for  hernise,  is  the  through-and- through 
method,  using  silkworm  gut  and  taking  in  little  skin,  much 
fascise  and  muscle,  and  little  peritoneum.  The  manner  of  th& 
introduction  of  the  suture  is  that  advocated  by  Dr.  Joseph 
Price.  In  the  case  of  hernise  I  use  the  buried  silver-wire 
suture,  the  simple  interrupted,  and  not  the  mattress  suture  ad- 
vocated by  some  surgeons.  That  the  size  of  the  incision  is  an 
influential  factor  in  the  occurrence  of  ventral  hernia  there  is 
no  doubt;  therefore  the  smallest  consistent  with  safety  is  the 
best.  The  writer  could  cite  cases  of  athletes  upon  whom  he 
has  operated  and  who  were  not  in  the  least  disqualified  subse- 
quently from  resuming  their  former  practice. 

That  we  are  not  always  able  to  follow  fixed  and  fast  rules  in 
suturing  the  abdominal  wound  we  must  admit.  In  short,  w& 
must  be  prepared  to  vary  the  form  of  suture  according  to  the 
indications  the  particular  case  presents.  In  the  presence  of  a 
very  fat  belly  wall,  entailing  an  incision  of  considerable  size  to 
deal  with  the  pathological  condition  for  which  the  operation  is 
done,  I  do  not  always  use  the  through-and-through  suture. 
The  chief  objection  to  this  form  of  suture  under  these  circum- 
stances is  the  tension  to  which  the  superficial  fascia  is  sub- 
jected in  exercising  traction  enough  to  make  good  apposition 
of  the  deeper  layers.  While  I  believe  that  in  the  majority  of 
instances  where  the  superficial  fascia  breaks  down  it  is  due  to 
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infection  and  not  to  tension,  yet  I  also  believe  that  in  many 
of  these  cases  it  is  better  to  close  the  peritoneum,  the  muscles, 
and  fascise  separately,  using  the  buried  silver- wire  suture  in 
apposing  the  latter  structures. 

Personally  I  am  a  strong  advocate  of  the  buried  silver- wire 
suture,  particularly  in  the  operations  for  the  radical  cure  of 
hernia,  a  stout  belly  wall,  as  above  referred  to,  and  in  certain 
other  conditions.  That  the  silver- wire  sutures  give  rise  to  sub- 
sequent trouble  has  not  been  my  experience,  except  in  a  few 
instances  where  infection  has  occurred.  In  clean  fields  of  ope- 
ration it  goes  without  saying  that  infection  should  not  occur. 
In  very  small  wounds  the  through- and-through  suture  I  regard 
as  ideal. 

I  shall  in  brief  review  the  advantages  and  objections  I  have 
found  in  the  use  of  the  various  forms  of  sutures  employed  to 
close  the  abdominal  wound. 

The  ordinary  through-and-through  or  interrupted  suture  is, 
I  find,  entirely  satisfactory  in  the  greatest  number  of  cases. 
Its  ease  of  introduction,  the  close  approximation  of  the  divided 
surface  without  undue  tension,  and  the  result  obtained  have  led 
me,  from  experience,  to  prefer  this  method  of  closure  above 
others. 

Those  cases  which,  from  the  presence  of  superabundance  of 
the  superficial  fascia,  make  this  suture  inadvisable,  I  have 
found  will  call  for  some  form  of  tier  suture,  the  first  row  clos- 
ing the  parietal  peritoneum,  the  second  the  muscles  and  fascise. 
The  superficial  fascia  should  be  but  loosely  brought  together, 
in  order  to  avoid  tension,  which  exposes  this  structure  to  the 
risk  of  breaking  down;  and,  lastly,  the  skin  wound  closed  with 
either  the  subcuticular,  continuous,  or  interrupted  stitch. 

The  greatest  objection  to  the  introduction  of  th3  various 
suture  materials  for  closing  wounds  by  the  tier-suture  method 
is  allowing  foreign  substances  to  remain  in  the  tissues,  with 
the  possibility  of  their  producing  wound  irritation  by  their 
mere  presence,  or,  from  infection  from  the  incomplete  steriliza- 
tion of  the  substance  or  material  used,  cause  an  abscess  and 
breaking  down  of  the  wound. 

Silver  wire  is,  of  course,  easily  sterilized — a  very  strong 
recommendation  in  favor  of  this  material.  The  manner  by 
which  the  cut  end  of  the  suture  is  disposed  of  will  determine 
the  subsequent  comfort  or  discomfort  of  the  patient. 

The  resulting  union  of  the  abdominal  wound  I  believe  does 
not  entirely  depend  upon  the  kind  of  suture  employed  to  retain 
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the  cut  surface  in  approximation,  but  upon  the  careful  appo- 
sition of  the  structures  of  the  abdominal  walls,  putting  just 
sufficient  tension  on  the  sutures  to  hold  them  in  position  with- 
out crowding  them  or  causing  the  abdominal  wound  to  pucker. 
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PUERPERAL  ECLAMPSIA. 

REPORT   OF  A   CASE,   WITH  THE     TREATMENT  OF  SAME  PATIENT   DURING  A 
SUBSEQUENT  PREGNANCY.' 


R.  W.  STEWART,  M.D., 

Professor  of  Clinical  Midwifery,  Laura  Memorial  (Woman's)  College;  Obstetrician  to 

Presbyterian  Hospital;  Physician-in-Chief,  Cincinnati  Maternity  Society, 

Cincinnati. 


The  following  case  of  eclampsia  occurred  six  weeks  before 
expected  delivery,  and  is  related  because  the  patient  went 
through  a  subsequent  pregnancy  without  a  return  of  the  dis- 
ease, although  there  were  some  premonitory  symptoms  of  it. 

Mrs.  X.,  white,  age  24  years,  of  good  physique,  good  hab- 
its, general  good  health,  became  pregnant  for  the  first  time 
about  the  end  of  September,  1895.  There  was  an  indefinite 
family  history  of  rheumatic  gout,  although  the  disease  has 
never  been  pronounced  in  any  member  of  her  family.  Last 
menstruation  September  24-28,  1895;  "quickening"  first  no- 
ticed February  15,  1896  ;  time  of  expected  delivery,  July  1, 
1896.  The  urine  was  examined  from  time  to  time,  but  showed 
no  abnormality. 

April  20,  1896  :  The  only  additional  note  made  in  the  record 
of  these  examinations  was  "  abundant  in  quantity."  May  20, 
1896:  Patient  complained  of  some  frontal  headache  and  nausea, 
and  was  given  calomel,  one  grain,  in  doses  of  one-tenth  of  a 
grain  every  ten  minutes.  This  was  followed  by  a  teaspoonful 
of  salts  on  the  next  morning.  At  the  same  time  a  sample  of 
urine  was  asked  for.  This  urine  was  not  sent  until  the  morn- 
ing of  the  attack  and  was  not  examined  until  afterward. 

May  22,  1896  :  The  writer  was  called  at  8  a.m.  to  come  in 
haste,  and  found  the  patient  semi-conscious  (stupor),  from 
which  she  could  be  aroused.  Her  head  was  thrown  toward 
right  shoulder,  eyes  turned  toward  the  left  and  upward,  skin 
and  conjunctivae  of  a  dusky  yellow  color.  There  were  clonic 
'  Read  before  the  Cincinnati  Obstetrical  Society,  April  14,  1898. 
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convulsions  of  head  and  extremities.  This  was  the  second 
convulsion.  It  occurred  as  soon  as  the  physician  entered  the 
room,  the  first  having  occurred  about  one  hour  before. 

Patient  had  had  free  evacuation  of  bowels  on  day  before  and 
had  voided  large  quantities  of  urine,  but  had  had  more  or  less 
headache  and  nausea  (without  vomiting)  ;  she  had  not  slept 
well  during  the  preceding  night.  The  third  convulsion  came 
on  while  I  was  eliciting  this  history,  and  was  so  character- 
istic of  the  eclamptic  condition  that  there  was  no  hesitation 
in  pronouncing  it  as  such  and  in  making  a  grave  prognosis. 
Morphia  sulphate,  half  a  grain,  was  given  hypodermatically  at 
once;  the  convulsions  ceased  and  patient  became  quiet.  A  care- 
ful examination  failed  to  reveal  fetal  heart  sounds  or  fetal 
movements.  Urine  by  catheter  and  heated  in  a  spoon  showed 
a  great  deal  of  albumin  ;  but  for  the  sake  of  clearness  the 
examination  of  the  specimen,  which  is  above  referred  to  as 
having  been  sent  to  my  office,  and  which  was  carefully  exam- 
ined the  next  day,  is  here  inserted:  '"Urine  muddy;  specific 
gravity  1020;  acid;  solid  with  albumin.  Some  granular  and 
hyaline  casts  and  epithelial  cells." 

As  the  patient  did  not  remain  quiet  very  long  after  the  giv- 
ing of  the  morphia,  chloroform  was  administered  to  complete 
anesthesia,  the  cervix  was  dilated  by  the  finger,  and  the  mem- 
branes were  ruptured.  The  patient  remained  quiet,  that  is, 
she  had  no  more  convulsions,  but  she  complained  and  muttered 
in  a  low,  delirious  way  ;  answered  questions  in  a  tolerably  in- 
telligent manner,  but  had  first  to  be  aroused  from  a  half-stu- 
por, into  which  she  would  again  sink.  Refused  food.  She 
was  catheterized  and  given  enemas  and  kept  quiet  during  the 
day.  There  was  no  change  and  not  the  slightest  evidence  of 
the  coming- on  of  labor  nor  of  the  clearing  up  of  the  mental 
condition. 

At  8  P.M.  manual  dilatation  of  the  cervix;  forceps  applied 
to  the  sides  of  the  head,  which  was  in  L.  O.  A.  position, 
with  the  head  bent  toward  right  shoulder  and  immovable  to 
fingers  in  vagina.  This  bending  of  the  fetal  head  made  it 
extremely  difficult  to  apply  the  forceps;  but  after  they  were  in 
position  the  delivery  was  comparatively  easy.  Ordinary  for- 
ceps were  used .  There  was  no  laceration  of  either  cervix  or 
perineum.  Child  was  dead.  There  was  some  swelling,  with 
pitting  on  pressure,  about  the  patient's  ankles.  This  had  not 
been  noticed  before  the  attack,  although  it  undoubtedly  was 
present. 
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This  patient  again  became  pregnant,  after  enjoying  from 
seven  to  eight  months  of  perfect  health,  in  April,  1897.  It  may 
be  proper  to  state  that  she  was  under  treatment  for  several 
months  after  the  delivery  just  recorded,  for  Bright's  disease, 
subacute  in  character.  The  last  menstruation  was  April  19-25, 
1897 ;  life,  end  of  August ;  due  January  24,  1898.  Examina- 
tion of  urine  :  August  30,  1897,  specific  gravity  1024,  acid,  no 
albumin,  no  sugar;  September  17,  1897,  specific  gravity  1010, 
acid,  no  albumin,  no  sugar;  October  16,  1897,  specific  gravity 
1025,  acid,  no  albumin,  no  sugar;  November  18,  1897,  specific 
gravity  1021,  acid,  no  albumin,  no  sugar.  December  5  :  Day 
urine,  8  a.m.  to  8  p.m.,  specific  gravity  1041;  acid;  no  albumin; 
no  sugar;  one  pint;  excess  of  phosphates;  urea  eight  and  a  half 
grains  to  the  ounce  (Doremus).  December  5-6:  Night  urine,  8 
P.M.  to  8  A.M.,  specific  gravity  1023;  acid;  no  albumin;  no  sugar; 
excess  of  phosphates;  urea  six  and  three-quarter  grains  to  the 
ounce;  quantity,  one  and  one-half  pints.  This  urine  was  used 
in  experiments  upon  rabbits  to  test  its  toxicity,  because  of  the 
diminished  percentage  of  urea.  It  had  been  collected  in  Mason 
jars  containing  boric  acid,  one  drachm  to  the  pint. 

Experiment  I. — December  8,  1897:  Day  urine,  filtered,  neu- 
tralized, boiled  ;  heavy  deposit  of  phosphates  ;  again  filtered, 
removing  most  of  phosphates.  Injected  unconcentrated,  warm, 
quantity  50  cubic  centimetres,  into  abdominal  cavity  of  rabbit 
weighing  2  pounds  5|-  ounces.  Time,  nine  and  a  half  minutes. 
December  8,  1897,  5:08  pm.,  began  injection  ;  5:13  (33  cubic 
centimetres),  free  urination;  5:17i  (50  cubic  centimetres),  feces. 
Rabbit's  temperature  (rectal)  at  beginning,  100.8°  F.;  at  end, 
99.6°  F.  5:25  :  Animal  crouches  and  starts,  as  though  trying 
to  keep  awake  or  as  though  suffering  from  pain  ;  pupils  some- 
what dilated  but  contract  to  light;  palpebral  reflex  is  marked. 
12  p.m.:  Alive;  reflexes  abolished,  pupils  dilated;  has  appeared 
to  be  ill  since  5:25  p.m.,  but  there  have  been  no  convulsive 
movements;  breathing  slow  but  superficial.  Died  during  the 
night. 

Experiment  iJ.— December  9,  1897:  Night  urine,  100  cubic 
centimetres,  boiled,  neutralized,  and  filtered.  Rabbit  2  pounds 
5i  ounces.  Temperature  (rectal)  100°  F.  4:26  p.m.:  Injected 
intra-abdominally  50  cubic  centimetres  in  eight  minutes  forty- 
seven  seconds.  4:36  p.m.:  Injected  intra-abdominally  30  cubic 
centimetres  in  five  minutes  ten  seconds.  This  urine  was  un- 
concentrated and  was  injected  warm.  No  convulsion.  Rabbit 
died  during  night. 
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Although  there  was  no  albumin  in  the  urine,  the  absence  of 
convulsive  action  from  either  specimen  made  it  possible  that 
there  was  a  deficient  elimination  of  poisons  and  that  the  pa- 
tient was  in  danger  of  having  eclampsia.  She  was  given  calo- 
mel five  grains,  pulvis  jalapae  co.  two  drachms  in  broken  doses, 
followed  by  sodium  phosphate  and  sodium  sulphate,  of  each 
a  half-drachm  in  seltzer  water  three  times  daily.  Diet,  milk. 
Quiet.  The  symptoms  all  disappeared.  The  urine  showed  no 
abnormality  until  December  31,  1897;  specific  gravity,  1032; 
acid;  albumin  (not  much);  no  sugar,  no  casts.  In  spite  of  the 
albumin  the  patient's  general  condition  became  so  good  that 
the  treatment  was  limited  to  phosphate  of  sodium  and  milk 
diet.  She  was  delivered  January  16,  1898,  at  7:30  a.m.,  of  a 
healthy  female  child  of  nine  pounds'  weight.  January  24, 
1898:  Urine — specific  gravity,  1032;  very  acid;  albumin  (not 
abundant);  no  sugar.  Microscopical  examination:  A  few  pus 
cells  and  epithelial  cells,  no  casts.  January  31, 1898:  Urine — 
specific  gravity,  1025;  acid;  no  albumin,  no  sugar.  Her  re- 
covery was  uneventful. 

There  have  been  and  are  still  so  many  theories  in  regard  to 
the  etiology  of  puerperal  eclampsia  that  no  definite  line  of 
conduct  in  reference  to  treatment  can  be  said  to  have  the 
absolute  support  of  even  the  majority  of  accoucheurs.  Dlihr- 
ssen '  says  the  only  rational  line  of  treatment  is  accouchement 
force  with  incisions  through  the  cervix  and  rapid  delivery, 
while  Charpentier  *  is  even  more  emphatic  in  denouncing  such 
a  procedure  as  unscientific  and  capable  of  producing  irremedi- 
able damage  to  the  mother.  It  may  not  be  amiss,  therefore, 
to  gather  together  the  information  which  has  been  gained  in 
the  past  six  years  in  regard  to  etiology  and  treatment,  and 
then  to  draw  such  conclusions  as  may  seem  justifiable. 

Feltz  and  Ritter  ^  experimented  with  normal  urine  and 
found  that  it  produced  uremic  convulsions;  while  Bouchard,* 
who  injects  cold  neutralized  urine,  found  that  in  rabbits  no 
convulsions  were  produced  when  the  mixed  urine  of  twenty- 
four  hours  was  used,  and  that,  although  the  urine  of  the  day 
was  doubly  toxic  as  compared  with  that  of  the  night,  that  of 
the  latter  period  produced  feeble  convulsions,  but  that  of  the 
former  produced  narcosis,  although  each  killed  the  animal 
experimented  upon,  Bouchard  further  demonstrated  that 
physical  exercise  does  not  increase,  but  rather  diminishes,  the 
toxicity.  The  toxicity  ranges  from  30  to  60  cubic  centimetres 
per  kilo  of  animal,  or  an  average  of  45  cubic  centimetres  per  kilo. 
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With  these  experiments  as  a  basis,  the  effort  has  been  made- 
by  many  investigators  to  determine  the  toxicity  of  the  urine  in 
the  pregnant  and  parturient  states,  with  the  hope  of  throwing 
some  light  on  the  question  of  eclampsia.  Blanc  ^  warmed  and 
neutralized  the  urine  from  women  in  the  last  three  months  of 
pregnancy  and  during  the  first  five  days  post  partum,  and  in- 
jected it  into  the  auricular  vein  of  the  rabbit.  He  found  that 
the  urine  of  the  former  period  had  a  toxicity  of  76  cubic  centi- 
metres per  kilo,  and  that  of  the  latter  period  50  cubic  centi- 
metres per  kilo.  In  the  second  set  of  experiments,"  in  which 
Blanc  compares  the  urine  of  pregnant  women  with  that  of  the 
non-pregnant,  he  finds  that  in  the  former  the  average  is  132 
cubic  centimetres  and  in  the  latter  115. 

Laulame  and  Chambrelent,'  Tarnier/  Chambrelent  and  De- 
moret,*  all  demonstrated  that  the  toxicity  of  the  urine  was 
diminished  during  the  last  three  months  of  pregnancy.  Goria  '* 
comes  to  the  same  conclusion,  but  shows  that  the  urine  taken 
post  partum  was  much  more  poisonous  than  that  taken  before 
delivery. 

Ludwig  and  Savor  "  claim  that  these  experiments  can  only 
mean  that  the  urine  of  pregnancy  is  about  as  toxic  as  distilled 
water,  and  then  go  on  to  demonstrate  that  the  toxicity  of  the 
urine  of  pregnancy  is  represented  by  the  coefficient  of  60  cubic 
centimetres  per  kilo.  Their  position  is,  however,  upset  by 
Volhard,"^  whose  experiments  with  urine  from  normal  preg- 
nancy showed  a  variation  in  toxicity  of  from  35.5  cubic  centi- 
metres to  245  cubic  centimetres  per  kilo,  while  in  one  case, 
after  the  injection  of  500  cubic  centimetres  in  all,  or  200  per 
kilo,  the  rabbit  remained  well. 

The  uncertainty  of  result  in  the  foregoing  experiments  (I 
had  not  then  seen  Volhard's  article)  led  me  to  do  some  re- 
search '"  work  on  the  urine  of  the  last  month  of  pregnancy.  It 
seemed  a  justifiable  conclusion  that  in  most  of  the  experiments 
which  had  already  been  made  there  were  elements  of  possible 
danger  that  should,  if  possible,  be  eliminated — these  dangers 
were  filling  the  blood  stream  with  an  abnormal  fluid,  oftentimes 
cold  (Bouchard) ;  the  possible  contagion  by  micro-organisms  or 
their  alkaloidal  products;  the  effect  of  injecting  albuminoid 
bodies,  blood  cells,  etc.  To  avoid  these  difficulties  the  follow- 
ing precautions  were  taken:  The  urine  was  collected  during 
twenty-four  hours  in  thoroughly  cleaned  screw-top  fruit  jars 
(quarts),  in  each  of  which  were  put  two  drachms  of  Morson's 
boric  acid.     The  patient  was  asked  to  pass  the  urine  directly^ 
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into  the  jars.  The  urine  was  then  concentrated  to  one-half  to 
one-third  bulk,  neutralized  with  sodium  bicarbonate,  filtered, 
and  injected  warm  (about  100°)  into  the  abdominal  cavity  of 
rabbits,  the  abdomen  having  first  teen  cleared  of  hair  and 
scrubbed  with  a  solution  of  bichloride  of  mercury  1  :  500.  In 
each  instance  the  needle  of  the  syringe  was  pointed  toward  the 
lower  extremities  to  avoid  wounding  the  liver,  diaphragm,  etc. 

Twelve  experiments  were  made  in  all,  the  urine  having  been 
taken  at  random  from  patients  in  the  wards  of  a  maternity 
hospital,  from  the  beneficiaries  of  the  Cincinnati  Maternity 
Society,  and  from  patients  in  the  author's  private  practice.  As 
a  basis  for  work  in  the  intra-abdominal  method,  Experiment  1 
was  made  with  unconcentrated,  practically  unchanged  urine. 
One  hundred  and  ten  cubic  centimetres  of  this  killed  a  rabbit 
weighing  ij  pounds  in  two  hours  and  thirty-nine  minutes,  the 
death  being  preceded  by  violent  clonic  and  tonic  convulsions 
simulating  strychnia  poisoning  or  eclampsia. 

Experiment  III.— May  24,  1897.  Urine  of  primipara;  spe- 
cific gravitj',  1030;  acid.  Urine  boiled  down  to  one-half  bulk, 
warmed,  neutralized,  and  filtered;  25  cubic  centimetres  in- 
jected into  abdomen  of  rabbit  weighing  about  one  pound  (one- 
half  kilogramme),  at  2:50  P.M.  Time  for  injection,  six  min- 
utes. Rabbit's  temperature  (rectal),  99°  F.  2:57  p.m.:  Rest- 
less for  one  minute;  palpebral  reflex  absent.  2:58  p.m.:  Some 
jerking,  followed  by  tonic  convulsion  characterized  by  opis- 
thotonos and  stretching  of  all  extremities,  then  clonic  convul- 
sion. Ten  seconds  of  rest,  then  a  second  convulsion  exactly  like 
the  first;  emission  of  dark  fluid  per  rectum.  3:05  p.m.:  Died 
in  convulsion.     3:35  p.m.:  Postmortem  rigidity  well  marked. 

"  On  opening  the  abdominal  cavity  nearly  10  cubic  centi- 
metres of  dark-colored  fluid  very  similar  in  character  to  that 
injected  were  found.     No  lesions  were  found." 

"ExjJerimentlV.—May  24,  1897.  Urine  same  as  No.  3; 
rabbit  of  same  weight  as  preceding;  rabbit's  temperature  (rec- 
tal), 99°  F.  8:59  p.m.:  Twenty  cubic  centimetres  injected  into 
abdomen  in  two  minutes.  9:11  p.m.:  Fell  on  side  in  complete 
relaxation;  does  not  move  when  touched;  pupils  react  slug- 
gishly to  light.  9:20  P.M.:  Convulsion  exactly  the  same  as 
that  of  Experiment  3,  preceded  by  slight  tremor  and  gasping 
respiration.  Had  in  all  thirteen  convulsions,  last  lasting  for  a 
few  seconds  (first  tonic,  then  clonic),  the  last  three  being  quite 
feeble.  9:31  p.m.:  Died.  10:00  p.m.:  Postmortem  rigidity 
well  marked. 
3 
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"Experiment  V. — May  24,  1897.  0:15  p.m.:  Injected  8  cubic 
centimetres  of  same  urine  (Nos.  3  and  4)  into  rabbit  of  same 
weight.  Temperature  !i9°.  This  urine  was  warm  and  was 
injected  in  four  minutes  into  abdomen.  9:28  p.m.:  Lying 
prone.  9:36  p.m.:  Can  hardly  be  aroused:  pupils  widel}"  di- 
lated; respirations  gasping:  lies  as  though  completely  para- 
lyzed. 9:38  P.M.:  Slight  twitching.  10:45  p.m.:  Has  been 
lying  prone  and  relaxed,  with  occasional  efforts  to  change 
posture;  cannot  be  aroused;  respirations  rapid  and  jerkj":  does 
not  flinch  or  wink  when  finger  touches  eye;  pupils  dilated. 
May  25,  12:45  a.m.:  Respirations  slow  and  deep;  palpebral  re- 
flex present;  sight  normal.  May  25,  4  p.m.:  Rabbit  alive  and 
apparently  well;  eats  and  drinks  normally. 

"Experiment  VI. — May  25,  1897.  Urine  of  multipara  (Lin- 
gus);  passed  only  one  pint  in  twenty- four  hours  (?).  This  was 
boiled  down  to  two  ounces;  specific  gravity,  1028;  reaction 
acid;  no  albumin,  no  sugar.  Patient  has  phthisis;  age  32 
years;  due  May  27,  1897.  4:17  p.m.:  After  again  warming 
and  filtering,  8  cubic  centimetres  injected  intra-abdominally 
into  rabbit  of  one  pound  (one-half  kilogramme)  in  one  minute. 
4:19  p.m.:  Restless;  moving  about  table;  disposed  to  take 
crouching  or  prone  attitude;  falls  to  one  side.  4:21  p.m.:  Un- 
able to  use  anterior  extremities;  moves  posterior  ones  as 
though  to  support  itself.  4:22  p.m.:  Has  jerky  movements  in 
body,  followed  immediately  by  a  peculiar  convulsion;  lower 
jaw  drawn  sharply  downward;  convulsive  contraction  in 
neighborhood  of  diaphragm,  then  centrifugal  explosion.  The 
whole  appearance  looks  as  though  the  animal  were  about  to 
vomit.  Almost  instantly  there  was  quiet  with  relaxation,  fol- 
lowed by  a  few  feeble  gasps,  and  death  occurred  at  4:23  p.m. 

"Experiment  FJJ.— May  13,  1897.  Urine  of  primipara 
(Kramig)  aged  21  years;  specific  gravity,  1015;  acid;  no  al- 
bumin, no  sugar.  Woman  always  healthy;  well  developed; 
date  of  expected  confinement,  June  29,  1897.  Famil}^  history: 
Father  died  of  heart  disease;  mother  healthy.  No  diathetic 
condition  discoverable.  This  urine  was  boiled  down  to  one- 
third  of  its  bulk,  to  specific  gravity  105G;  50  cubic  centimetres 
of  this  concentrated  urine  were  neutralized,  filtered,  warmed, 
and  injected  into  abdomen  of  a  rabbit  weighing  1,750  grammes, 
in  fifteen  minutes.  4  p.m.:  Returned  to  cage;  cannot  support 
himself;  lies  fiat  on  abdomen;  makes  efforts  to  regain  his  feet; 
respiration  slow;  supports  head  against  side  of  cage.  4:07 
P.M. :  Has  convalsion;  tonic  followed  by  clonic  spasms;  episthot- 
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onos;  pupils  contracting;  breathing  in  short  gasps;  lies  on 
side;  cannot  be  aroused;  palpebral  reflex  absent.  4:10  p.m.: 
Stretches  himself  every  thirty  seconds  (about);  these  attacks 
are  undoubtedly  convulsive;  during  interval  is  quiet.  4:18 
P.M.:  Attacks  come  on  regularly  and  are  accompanied  by  a 
peculiar  grunting  sound.  4:24  P.M.:  The  last  attack  was  of 
longer  duration  than  the  others;  the  abdominal  muscles  are 
contracted;  the  front  and  hind  legs  are  drawn  together;  the 
fore  legs  tremble  while  the  hind  ones  move  up  and  down.  4:28 
P.M.:  Panting;  mouth  open;  stretching  precedes  the  convulsive 
attacks,  which  are  becoming  more  marked.  4:30  p.m.  :  Violent 
convulsion;  death.  Postmortem  examination  eight  hours  after 
death:  55  cubic  centimetres  of  amber  fluid  of  specific  gravity 
of  1022  found  ia  abdominal  cavity;  abdominal  vessels  injected; 
organs  normal  in  appearance;  postmortem  discoloration  of  ab- 
dominal wall  on  left  side." 

Other  experiments  might  be  quoted,  but  the  foregoing  are 
sufficient  to  demonstrate  the  presence  of  an  active  poison.  A 
hint  as  to  the  real  nature  of  this  poison  was  given  me  one  day 
while  watching  an  experiment  made  upon  a  guinea-pig  by  my 
friend  Dr.  B.  K.  Rachford.  Dr.  Rachford  had  isolated  a  sub- 
stance which  responded  to  all  the  tests  for  paraxanthin  and 
had  injected  some  minims  of  it  into  the  abdomen  of  the  animal. 
The  subsequent  behavior  of  the  animal  in  stupor,  convulsions, 
and  death  corresponded  so  closel}^  with  that  shown  in  rabbits 
under  experiment  with  simple  concentrated  urine  of  jjregnant 
women  in  my  own  laboratory  that  the  conclusion  that  we 
were  working  with  the  same  poison  seemed  unavoidable. 

However  enticing  such  a  view  may  be,  it  can  scarcely  be 
formulated  into  established  fact,  and  consequently,  for  the 
present  at  least,  we  must  acknowledge  that  we  do  not  know 
what  the  real  nature  of  the  poison  is.  But  while  this  is  true, 
it  is  not  too  much  to  say  that  the  poison  is  not  of  the  nature 
of  a  fibrin  ferment,  a  thrombus-producing  substance,  as  Vol- 
hard '"  seems  to  think  possible.  The  prolonged  boiling,  as 
used  in  my  experiments,  would  probably  destroy  any  such 
ferment. 

Before  leaving  the  subject  of  this  research  work  it  will  not 
be  out  of  place  to  call  attention  to  two  facts.  In  Experiment  1 
a  rabbit  of  4^  pounds  weight  was  killed  by  tVie  injection  of  110 
cubic  centimetres  in  two  and  three-quarter  hours.  If,  there- 
fore, the  woman  from  whom  this  urine  was  taken  passed 
1,500   cubic   centimetres  of   it  in    twenty-four   hours,  enough 
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poison  would  have  been  eliminated  in  that  time  to  kill  about 
59  pounds  of  animal,  or  enough  in  two  days  to  kill  118  pounds 
of  animal.  Hence  if  human  tissue  be  as  susceptible  to  the 
poison  as  is  rabbit's  tissue,  a  woman  of  average  weight  would 
be  killed  by  the  poisons  generated  in  her  own  system  in  forty- 
eight  hours.  It  may  be  remarked  here  in  passing  that  rabbits 
are  peculiarly  subject  to  the  effects  of  poisonous  materials; 
that  they  do  not  belong  to  the  same  class  of  animals  as  human 
beings.  One  element  of  uncertainty  here  enters  into  all  experi- 
ments heretofore  made.  The  writer  made  a  few  experiments 
on  rats  and  mice  and  found  that  similar  effects  were  produced 
in  them,  but  he  does  not  care  to  go  on  record  as  claiming  much 
for  these  experiments,  as  they  were  too  few  in  number. 

If  now  the  human  urine  contains  a  poison  or  poisons  which 
are  sufficient  to  produce  convulsions  and  death  in  rabbits  when 
injected  in  sufficient  quantities,  there  should  be  some  evidence 
to  show  that  this  poison  was  present  in  the  system.  Such 
evidence  is  found  in  the  following  experiments.  Tarnier 
and  Chambrelent'*  made  experiments  with  blood  serum  taken 
from  pregnant  women  in  whom  eclampsia  had  occurred.  The 
method  of  procedure  was  to  bleed  the  patient,  collect  the  serum, 
and  inject  it  under  aseptic  precautions  into  the  auricular  vein 
of  the  rabbit.  Urine  from  the  same  patients  was  likewise 
used.  These  experiments  showed  that  while  normal  serum  of 
the  non- pregnant  is  toxic  in  quantities  of  10  cubic  centimetres 
to  kilogramme  of  animal  (Rummo  '^),  the  serum  of  eclamptics  is 
toxic  in  quantities  of  from  3  to  4  cubic  centimetres  per  kilo- 
gramme. At  the  same  time  the  urine  showed  a  diminution  in 
toxicity  as  compared  with  Bouchard's  experiments  The  inves- 
tigators felt  justified  in  drawing  the  following  conclusions: 

1.  Toxicity  of  urine  in  eclamptics  is  in  inverse  proportion  to 
that  of  serum. 

2.  This  toxicity  was  not  due  to  any  medication  which  had 
been  used. 

3.  Toxicity  of  serum  seems  to  be  in  direct  ratio  to  the  grav- 
ity of  illness.     Prognosis  depends  upon  it. 

4.  Toxicity  of  serum  renders  diagnosis  of  eclampsia  exact. 
Ludwig  and   Savor''   found  that  "the  pregnant  organism 

is  saturated  with  poisonous  final  products  resulting  from  tissue 
metamorphosis,  or  is  at  least  predisposed  to  an  overloading 
with  such  products,  because  its  blood  serum  is  more  poisonous 
than  that  of  the  non-pregnant,  while  the  urine  is  decidedly  less 
poisonous.     The  blood  serum  of  eclamptics  is  still  more  poison- 
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ous  than  that  of  normal  pregnancy;  the  urine,  on  the  other 
hand,  at  the  time  of  increased  toxicity  of  the  serum,  is  much 
less  poisonous  than  the  normal." 

They  demonstrated  that  in  the  period  immediately  following 
an  eclamptic  attack  the  urine  became  much  more  poisonous 
than  it  had  been  before  the  attack.  The  toxic  coefficient  of 
serum  in  normal  pregnancy  is  9  cubic  centimetres  per  kilo, 
while  that  of  serum  from  eclamptics  averaged  a  little  less  than 
6  cubic  centimetres  per  kilo.  Confirmation  of  these  figures 
would  warrant  the  following  conclusions:  Toxicity  of  normal 
serum  from  the  non-pregnant  (Rummo),  10  cubic  centimetres; 
that  of  normal  pregnancy  (Ludwig  and  Savor),  9  cubic  centi- 
metres; that  of  eclamptics,  less  than  6  cubic  centimetres  per 
kilo.  It  is  only  fair  to  state  that  Volhard's "  experiments 
seem  to  show  that  Ludwig  and  Savor's  figures  are  not  correct; 
that  even  by  their  own  showing  the  toxicity  of  serum  from 
normal  pregnancy  was  10.65  cubic  centimetres  per  kilo,  and 
that  even  this  was  slowly  poisonous;  while  Rummo's  coefficient 
was  based  not  only  upon  the  toxicity  itself,  but  also  upon  the 
rapidity  of  action  of  the  poison.  Volhard's  experiments  fur- 
ther show  greater  variation  in  the  quantity  of  serum  necessary 
to  produce  poisoning  and  death,  in  one  case  12.8  cubic  centi- 
metres per  kilo,  and  then  only  after  twenty -four  hours.  His 
conclusion  is  that  the  serum  of  eclamptics  is  not  more  poisonous 
than  that  of  normal  pregnancy.  A  possible  explanation  of 
this  difference  may  be  found  in  the  fact  that  Ludwig  and 
Savor  demonstrated  that  the  urine  of  eclamptics  showed  a 
greater  toxicity  after  an  attack.  If  this  be  true,  then  the  serum 
must  at  that  time  be  deprived  of  much  of  its  toxic  character 
and  would  consequently  show  a  diminished  toxicity.  This 
seems  to  the  writer  a  matter  of  great  importance  and  one 
which  should  be  taken  into  consideration  in  all  experiments 
with  serum.  That  there  should  be  great  variations  in  toxicity 
of  both  urine  and  serum  would  seem  to  be  a  necessary  condi- 
tion, especially  if  the  poison  be  due  to  imperfect  oxidation  of 
tissue  or  waste  material  Thorough  evacuation  of  the  bowels, 
free  emission  of  urine,  profuse  sweating,  limited  ingestion  of 
indigestible  food  and  of  meats,  and  the  contraries  of  these, 
would  of  necessity  control  the  quantity  of  poisonous  material 
thrown  out  or  retained.  A  careful  examination  of  Ludwig 
and  Savor's  work  will  show  that  in  many  instances  their  con- 
clusions are  correct,  in  spite  of  Volhard's  criticisms. 

Volhard's  real  result  consists  in  the  demonstration  of  a  con- 
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dition  of  thrombosis  in  the  blood  vessels  after  the  injection  of 
urine  and  serum  into  the  blood  stream.  To  this  thrombus - 
producing  element  he  attributes  the  convulsions  and  death. 
It  is  safe  to  say  that  work  done  up  to  the  present  warrants  the 
conclusion  that  the  serum  of  eclamptics  is  more  poisonous  than 
that  of  normal  pregnancy,  and  the  retention  theory  holds.  It 
was  to  avoid  just  such  possibilities  that  my  investigations  were 
instituted,  for  thrombi  could  hardly  occur  in  the  intra-abdomi- 
nal method,  and  a  fibrin  ferment  could  scarcely  survive  the 
prolonged  boiling. 

While  one  is  not  justified  in  formulating  any  theory  from  so 
few  experiments  as  I  made,  and  especially  since  no  work  was 
done  with  eclamptic  urine  or  serum  of  any  kind,  still  a  few 
facts  stand  out  so  clearly  that  they  may  at  least  be  urged  as  a 
possible  basis  for  a  theory.  In  my  experiments  the  urine  of 
women  in  the  last  months  of  pregnancy  showed  a  decided 
toxicity  for  rabbits;  the  poison  was  very  soluble  and  evidently 
was  not  affected  by  extreme  heat;  it  was  rapidly  absorbed 
through  the  peritoneum  without  producing  marked  lesions  in 
that  peritoneum  or  the  organs  which  it  covered — without,  in- 
deed, producing  appreciable  lesions  anywhere.  It  is  not  a 
poison  which  might  be  produced  by  change  in  the  urinary  con- 
stituents because  of  boiling  (potassium),  as  Davis  '°  suggests 
in  reviewing  my  work,  for  the  reason  that  in  my  first  experi- 
ment the  urine  was  practically  unchanged,  as  it  was  not  even 
boiled,  and  yet  it  killed  in  a  comparatively  short  time  and  in 
comparatively  small  doses. 

The  fact,  therefore,  that  there  is  such  a  poison  in  the  urine 
of  all  persons — that  every  one  is  trying  to  poison  himself,  as 
Bouchard  says — gives  warrant  for  the  belief  that  if  enough 
of  it  were  retained  in  the  system  death  would  always  result. 
What,  then,  is  the  condition  of  the  pregnant  woman  which 
might  favor  such  retention  ?  The  following  statements  are  of 
interest  in  this  regard:  Saf t  "  demonstrated  that  of  187  primi- 
parse,  60,  or  32.08  per  cent,  and  of  119  multiparse,  27,  or  22.6 
per  cent,  had  albumin  in  the  urine;  while  Fischer ''showed  that 
during  the  second  half  of  pregnancy  (in  45  primiparse  and  25 
multipar8e)there  were  found  in  the  urine:  1.  Constant  elements: 
leucocytes,  partly  single,  partly  cylindrical,  or  in  last  two 
months  of  pregnancy  as  covering  (Beleg)  to  hyaline  and  granu- 
lar cylinders.  2.  Abnormal  elements:  tolerably  frequent  oc- 
currence of  red  blood  corpuscles,  hyaline,  granular,  and  epi- 
thelial cylinders  (cylindroidal);   primiparse,  20  times  red  cor- 


STEWART:   PUERPERAL  ECLAMPSIA.  39 

piiscles,  9  times  granular  corpuscles;  multiparse,  11  times  red 
corpuscles,  14  times  granular  corpuscles.  3.  In  proportion  to 
other  urinary  sediments  there  is  a  remarkably  frequent  occur- 
rence of  bladder  and  kidney-pelvis  epithelium,  uric  acid  crys- 
tals, pure  uric  acid,  indigo  crystals,  coffin-shaped  crystals,  and 
fat  drops.  4.  In  one  sediment  there  were  numerous  leucin  and 
tj^rosin  crystals. 

It  is  further  to  be  noted:  (a)  The  constant  elements  increase 
remarkably  in  last  four  or  five  weeks  of  pregnancy,  the  abnor- 
mal chiefly  in  last  eight  days.  (6)  These  elements  disappeared 
gradually  after  birth;  the  urine  became  normal  in  from  two  to 
ten  days,  except  when  chronic  nephritis  was  present,  (c)  Dur- 
ing first  half  of  pregnancy  these  cases  (fourth  lunar  month) 
showed,  after  repeated  examination,  no  elements,  (d)  Albu- 
min was  positive  in  one-half  the  cases. 

The  constant  passage  of  poisonous  material  through  the  kid- 
neys would  either  cause  the  foregoing  disturbances  or  natu- 
rally increase  them,  and  as  a  consequence  more  work  would 
be  thrown  on  the  other  organs  of  elimination;  the  liver,  that 
great  toxin  destroyer,  would  have  more  work  to  do,  irritation 
and  inflammation  would  be  apt  to  result  therein,  and  the  work 
of  elimination  be  still  more  impeded. 

That  this  is  the  way  in  which  eclampsia  is  brought  about  is 
clearly  indicated  by  the  changes  which  are  found  in  the  liver 
of  eclamptics.  In  15  cases  of  eclampsia,  Schmorl "  found  con- 
stantly, besides  the  well-known  kidney  lesions,  numerous  ne- 
crotic masses  in  the  liver,  which  he  divided  into  hemorrhagic 
and  anemic.  In  the  majority  of  the  cases  there  were  hemor- 
rhages into  the  brain,  and  in  5  cases  necrosis  in  pancreas  and 
heart  muscle.  Further,  in  all  cases  were  found  parenchyma- 
tous emboli,  which  originated  partly  from  the  liver,  partly 
from  the  kidneys,  and  partly  from  the  placenta.  Finally,  in 
four  children  born  of  eclamptic  mothers  were  found  decided 
parenchymatous  changes  in  the  kidneys.  All  of  these  changes 
Schmorl  attributes  to  an  unknown  poison  circulating  in  the  ma- 
ternal organism. 

Massin  "°  states  that  he  found  in  women  who  died  during 
eclampsia  decided  parenchymatous  changes  in  liver,  kidneys, 
and  other  organs,  all  showing  a  severe  general  poisoning  and 
consequent  lessening  of  function.  Thus  the  whole  case  may 
be  summed  up  as  follows: 

1.  Poison  constantly  circulating  in  blood  and  being  thrown 
out  by  kidneys. 


40  STEWART:   PUERPERAL  ECLAMPSIA. 

2.  Disposition  on  part  of  kidneys  to  albuminuria  and  neph- 
ritis when  pregnancy  exists. 

3.  When  poison  is  in  excess  there  is  a  disposition  to  disease 
of  liver  and  other  organs. 

4.  Hence  diminished  elimination  and  consequent  disposition 
to  retention  of  poisonous  materials  in  the  blood. 

5.  Consequent  tendency  toward  eclampsia. 

Treatment. — If  the  premises  already  stated  be  correct,  the 
treatment  must  have  for  its  main  object  free  elimination,  with 
the  hope  of  thus  freeing  the  system  of  the  poisonous  substances. 
Naturally,  therefore,  the  treatment  is  divided  into  prophj'lactic 
and  that  of  the  emergency  or  attack.  In  the  pregnant  woman 
the  prophylactic  treatment  is  of  particular  importance,  because 
experience  teaches  that  in  all  cases  except  those  in  which 
chronic  nephritis  exists  free  elimination  prevents  the  eclamptic 
attacks.  Although  it  has  not  been  demonstrated,  there  is 
strong  presumptive  evidence  that  the  poison  is  essentially  a 
prod  act  of  imperfect  digestion.  For  this  reason  it  is  of  im- 
portance to  keep  the  emunctories  in  order,  but  it  is  of  especial 
importance  to  regulate  the  amount  of  meats  because  of  the 
presence  therein  of  the  xanthin  bodies,  which  are  especially 
toxic  in  character.  Aside  from  the  statement  of  this  fact,  it 
hardly  seems  necessary  to  dwell  upon  the  methods  of  assisting 
elimination.  One  is  warranted  in  again  calling  attention  to 
the  value  of  estimating  the  quantity  of  urea  antepartum  (Da- 
vis^'), and  of  taking  active  measures  to  increase  elimination 
when  the  percentage  falls  below  normal — say,  twelve  grains 
to  the  ounce. 

The  treatment  of  the  attack  has  been  limited  to  the  thera- 
peutic and  the  surgical,  the  former  including  morphine,  chloral 
hA^drate,  veratrum  viride,  chloroform  inhalations,  etc.,  etc.,  and 
the  latter  including  forcible  dilatation  of  the  cervix,  version, 
lateral  incisions  of  cervix,  and  forceps.  Both  sides  have  strong 
and  earnest  advocates,  and  the  fight  has  been  a  bitter  one, 
especially  between  the  two  leaders,  Diihrssen  and  Charpentier. 
A  careful  review  of  the  controversy  shows  that  the  real  ques- 
tion at  issue  is  whether  the  patient  shall  be  delivered  at  once 
upon  the  occurrence  of  eclampsia,  no  matter  what  the  stage  of 
pregnancy  may  be,  or  shall  we  try  the  therapeutic  method  first 
and  resort  to  the  surgical  only  when  the  first-mentioned  has 
failed. 

Perhaps  Veit's  words  are  the  correct  ones,  "there  is  no  abso- 
lute rule,"  but  at  the  same  time  if  the  theory  of  faulty  elimina- 
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tion  be  the  true  one,  the  conclusion  is  inevitable  that  failure  to 
control  the  attacks  by  therapeutic  measures  necessitates  the 
induction  of  surgical  procedures.  The  one  who  interferes  the 
most  and  the  soonest,  Lohlein,"  has  reduced  the  mortality 
among  eclamptics  to  19.38  per  cent  (325  cases),  while  Green, ^' 
whose  efforts  are  largely  therapeutic,  has  a  mortality  of  25  per 
cent.  One  remark  which  Green  makes  is  of  importance: 
"They  were  all  bad  cases,  cases  which  had  been  neglected 
before  being  sent  to  the  hospital."  If  neglect  made  bad  cases, 
the  deduction  is  fair  that  prophylaxis  makes  good  ones,  and 
the  conclusion  is  not  strained  that  active  interference,  if  not 
too  long  delayed,  would  also  make  good  ones.  Proof  of  this 
last  statement  is  to  be  found  in  Kronig's"  results.  Kronig 
treated  18  cases  with  accouchement  force  and  had  only  one 
death,  or  5.5  per  cent. 
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A  CASE  OF  MIXED  PUERPERAL  AND  TYPHOID  INFECTION  IN 

WHICH  THE  STREPTOCOCCUS  AND  THE  TYPHOID  BACILLUS 

WERE    ISOLATED    BOTH    FROM    THK    BLOOD    AND    THE 

UTERINE   CAVITY". 


GEORGE  BLUMER,  M.D., 
Director  of  the  Bender  Hygienic  Laboratory,  Albany,  N.  Y. 


In  a  recent  article  on  a  case  of  puerperal  infection  in  which 
the  bacillus  typhosus  was  found  in  the  uterus,  Dobbin  claims 
that  he  has  been  unable  to  find  a  reported  case  in  which  the 
typhoid  bacillus  was  isolated  from  this  position.  It  therefore 
seems  worth  while  to  put  on  record  a  case  of  a  character  similar 
to  his,  in  which  death  was  followed  by  an  autopsy  which 
demonstrated  both  the  lesions  of  typhoid  fever  and  those  of 
puerperal  sepsis. 

Dobbin's  case  was  that  of  a  woman,  age  24,  admitted  to  the 
Johns  Hopkins  Hospital  complaining  of  fever  following  con- 
finement. She  had  been  delivered  by  a  midwife,  and  was 
found  on  the  second  day  of  the  puerperium  with  a  temperature 
of  103°  F.  accompanied  by  bronchitis.  The  fever  and  general 
symptoms  did  not  improve,  on  removal  of  some  retained  pla- 
centa, and  she  entered  the  hospital  on  the  fourth  day  of  the 
puerperium.  On  her  entrance  to  the  hospital  her  temperature 
was  103.1°  F.,  and  the  physical  examination  showed  a  papular 
eruption  over  the  lower  thorax  and  abdomen,  which  in  places 
simulated  rose  spots.  No  enlargement  of  the  spleen  was  noted. 
The  uterus  was  enlarged  and  movable.  There  was  iliac  gur- 
gling and  slight  tympanites.  There  was  an  irregular  fever^ 
running  as  high  as  107°  F.,  for  eight  days  after  admission,  but 
this  gradually  declined  from  the  fifth  day.  A  well-marked 
Widal  reaction  was  present  during  the  later  stages  of  the  dis- 
ease. Cultures  from  the  uterus  showed  the  streptococcus  pyo- 
genes, the  staphylococcus  pyogenes  aureus, the  bacillus  typhosus, 
and  an  unidentified  anaerobic  bacillus.  The  case  of  Klihnau, 
mentioned  by  Dobbin,  resembled  our  case  somewhat  in  that  it 
was  a  case  of  typhoid  septicemia  occurring  during  the  puer- 
peral period.  In  this  case,  however,  no  intestinal  lesions  were 
present,  and   the  bacillus  typhosus  in   pure  culture  was  the 
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causal  agent.     The  following  is  an  account  of  the  case  which 
we  wish  to  report. 

We  are  indebted  for  the  history  of  the  case  to  Dr.  W.  H. 
Happel,  of  Albany,  IST.  Y.,  in  whose  practice  it  occurred.  The 
history  is  necessarily  somewhat  incomplete,  as  the  doctor  was 
not  called  in  until  the  woman  was  in  a  practically  moribund 
condition. 

J.  Y.,  married,  age  34.  The  family  history  was  not  obtain- 
able. The  past  history  is  one  of  perfect  health.  The  patient 
had  been  confined  three  times  previously  by  Dr.  Happel  and 
had  always  had  normal  labors  without  puerperal  accidents  of 
any  kind.  During  the  present  confinement,  which  was  more 
protracted  than  was  usual  in  her  case,  she  was  attended  by  a 
midwife.  For  the  first  six  days  after  delivery  the  patient 
seemed  in  perfect  health,  and  at  noon  on  the  sixth  day  ate  a 
hearty  dinner,  after  which  she  expressed  a  desire  to  get  up,  but 
was  dissuaded  from  doing  so  by  her  husband  and  mother.  At 
3  p.m.  the  same  day  the  family  noticed  that  she  was  breathing 
rapidly  and  that  her  speech  was  somewhat  incoherent.  She 
was  first  seen  by  Dr.  Happel  at  7  p.m.  on  the  same  day  (Sep- 
tember 34).  At  that  time  she  was  delirious  and  semi-comatose. 
The  doctor  was  able  to  arouse  her  sufficiently  to  answer  one  or 
two  questions  in  monosyllables  and  to  recognize  him.  She 
rapidly  sank  into  her  previous  condition  on  being  left  alone, 
and  constantly  picked  at  the  bedclothes.  The  face  at  this  time 
was  Hippocratic.  and  later  became  somewhat  cyanotic.  The 
pulse  was  120;  the  tongue  almost  black  and  swollen  to  two  or 
three  times  its  normal  size.  The  temperature,  taken  by  the 
mouth,  registered  100.8°  F.,  though  it  was  extremely  difficult 
to  get  a  satisfactory  temperature  on  account  of  the  restlessness 
of  the  patient.  The  heart  and  lungs  seemed  normal.  The 
abdomen  was  greatl}^  enlarged,  but  nowhere  tender.  The  liver 
dulness  reached  one-third  of  the  way  from  the  costal  margin  to 
the  umbilicus.  The  spleen  dulness  was  much  increased.  The 
uterus  was  as  much  contracted  as  would  normally  be  the  case 
thus  soon  after  labor.  The  urine  was  constantly  passed  in- 
voluntarily. Bowels  constipated.  Scattered  thickly  over  the 
chest  and  abdomen  was  a  fine,  papular  rash,  which  for  the  most 
part  resembled  an  ordinary  heat  rash;  in  places,  however, 
the  papules  were  very  suggestive  of  rose  spots.  From  the  time 
of  the  first  visit  the  patient  gradually  sank,  becoming  more 
comatose,  and  on  the  evening  of  the  following  day  was  so  evi- 
dently moribund  that  a  proposed  curetting  for  the  purpose  of 
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clearing  out  the  uterus  was  abandoned.  She  died  at  9  p.m.  on 
September  20,  a  little  ov^er  forty-eight  hours  from  the  beginning 
of  the  illness.  The  child  is  alive  and  well,  and  has  showed  no 
signs  of  any  illness  resembling  tj'phoid  fever. 

The  autopsy  was  made  on  September  27,  fourteen  hours  after 
death.  The  weather  had  been  extremelj'  warm  and  oppressive 
for  some  days  and  no  special  attempt  had  been  made  to  pre- 
serve the  body.  The  following  notes  are  abstracted  from  the 
autops}'  protocol : 

Body  of  a  strongh'-built,  well-nourished  woman,  170  centi- 
metres in  length.  Rigor  mortis  well  marked.  Marked  lividity 
of  the  face,  chest,  and  dependent  parts.  Skin  over  the  upper 
portion  of  the  chest  has  a  greenish  hue,  and  above  the  clavicles 
marked  crepitation  can  be  felt  in  the  subcutaneous  tissue;  this 
can  also  be  observed  in  the  subcutaneous  tissue  over  the  back. 
The  abdomen  is  immensely  distended.  Quantities  of  bloody 
froth  exude  from  the  nose.  The  subcutaneous  fat  is  large  in 
amount.  Muscles  normal  in  appearance.  On  cutting  into  the 
subcutaneous  tissue  of  the  neck  a  large  vein  is  punctured,  from 
which  gas  escapes  with  a  rushing  sound  and  numbers  of  bub- 
bles are  formed.  On  opening  the  abdominal  cavitj^  the  escape 
of  gas  is  so  forcible  that  an  alcohol  lamp,  held  over  the  punc- 
ture for  the  purpose  of  testing  the  explosibilitj'-  of  the  gas,  is 
extinguished.  The  peritoneal  cavit}'  contains  a  small  amount 
of  blood-stained  fluid,  most  abundant  in  the  pelvis.  Both 
layers  of  the  peritoneum  are  smooth.  The  pericardium  is 
normal. 

The  heart  shows  no  changes,  either  in  the  endocardium  or 
valves,  beyond  marked  blood-staining.  The  cavities  of  the 
heart  contain  a  very  small  quantity  of  froth}-  blood.  The  heart 
muscle  is  extremely  flabby  and  shows  marked  evidence  of  post- 
mortem change;  coronaries  patent,  intima  blood-stained. 

Both  lungs  show  a  few  subpleural  hemorrhages;  they  are 
somewhat  congested,  but  otherwise  normal.  The  mucosa  of 
the  bronchi  is  congested  and  they  contain  froth}^  mucus.  Pul- 
monary vessels  are  free  from  clot. 

Spleen  is  adherent  to  the  abdominal  wall  by  moderately  firm 
adhesions.  It  measures  1-4x10x0  centimetres.  Capsule  is 
smooth;  consistence  flabby.  Crepitation  can  be  felt  through- 
out the  organ.  On  section  it  is  of  a  deep  chocolate-brown 
color,  diffluent,  and  gas  escapes  from  the  cut  surface.  Ncne  of 
the  finer  details  of  structure  can  be  made  out. 

Liver  is  free  from  adhesions;  measures  35x26x15  centime- 
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tres.  The  surface  is  smooth  and  thickly  dotted  with  yellowish 
areas,  in  the  centre  of  which  may  be  seen  gas  bubbles.  The 
organ  crepitates  over  its  superior  two-thirds.  On  section  the 
cut  surface  of  the  superior  two-thirds  of  the  organ  is  reddish- 
brown  in  color  and  has  a  honeycombed  appearance,  being 
riddled  with  small  holes  from  two  to  four  millimetres  in  diam- 
eter. The  inferior  third  of  the  organ  has  a  cloudy  appearance 
and  does  not  show  the  finer  anatomical  details.  It  rapidly 
becomes  covered  with  foam  after  section. 

Gall  bladder  contains  a  small  amount  of  bile.  The  walls  are 
normal. 

Kidneys:  Both  kidneys  present  the  same  appearance.  Cap- 
sule strips  off  easily.  The  organ  is  soft  and  on  section  shows 
evidence  of  postmortem  change.  The  finer  details  are  blurred 
and  there  are  present  in  the  cortex  numerous  pinhead,  yel- 
lowish areas  which  seem  to  be  made  up  of  collections  of  gas 
bubbles. 

The  stomach,  esophagus,  adrenals,  pancreas,  bladder,  and 
vagina  show  no  marked  changes. 

The  uterus  measures  externally  17x13x6  centimetres.  It  is 
extremely  flabby  to  the  feel.  The  peritoneal  surface  is  smooth, 
glossy,  and  free  from  adhesions.  The  cervix  is  ringed  around 
with  a  series  of  small  cysts  with  reddish,  clear  contents.  The 
distinction  between  the  cervical  and  corporeal  portions  is  ob- 
literated as  far  as  the  cavity  of  the  organ  is*  concerned.  The 
much  enlarged  cavity  is  lined  with  a  smooth,  deeply  congested 
membrane,  to  which  are  adherent  here  and  there  pieces  of 
brownish  pseudo- membrane,  which  are  apparently  partly  de- 
colorized clots.  In  the  fundus  on  the  right  side  is  a  mass  of 
adherent  material  over  an  area  7x5  centimetres  in  extent.  It 
is  of  a  red-brown  color,  the  external  portion  being  apparently 
made  up  of  clotted  blood,  and  the  portion  next  the  uterus  of 
grayish-white  material,  either  decolorized  clot  or  placenta. 

Intestines:  The  small  intestine  is  considerably  distended 
with  gas.  The  duodenum  is  markedly  bile-stained.  In  one  or 
two  places  its  mucous  membrane  is  lifted  up  by  gas  over  areas 
of  about  two  centimetres  in  diameter,  with  the  resulting  forma- 
tion of  small  gas  cysts.  Throughout  the  jejunum  and  the 
ileum  similar  cysts,  fifteen  or  twenty  in  number,  are  to  be  seen. 
The  Peyer's  patches  and  solitary  follicles  show  absolutely  no 
abnormality  until  a  point  twenty  centimetres  above  the  valve 
is  reached.  At  this  point  is  a  markedly  swollen  Peyer's  patch 
containing  one  or  two   small  areas  of    ulceration  capped  hy 
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yellowish,  necrotic  material.  Immediately  above  the  valve  the 
intestinal  mucosa  shows  great  thickening  from  a  difiiuse  swell- 
ing of  the  lymphatic  apparatus,  and  here  also  are  a  number  of 
similar  ulcerated  areas  capped  by  necrosis.  The  large  intes- 
tiae  shows  no  changes  beyond  pallor  of  the  mucosa.  The 
mesenteric  glands,  especially  those  near  the  head  of  the  cecum, 
are  greatly  swollen  and  softened;  on  section  they  are  of  a  pur- 
plish color  and  contain  many  small,  circular  gas  cavities.  The 
veins  composing  the  venous  plexuses  leading  from  the  uterus 
are  all  immensely  dilated  with  gas  and  contain  practically  no 
blood.  These  dilated  veins  form  large  masses,  the  single  veins 
averaging  in  diameter  the  size  of  an  ordinary  lead  pencil. 

Anatomical  Diagnosis. — Typhoid  fever  (end  of  the  first 
week);  swelling  and  necrosis  of  Peyer's  patches  in  the  lower 
end  of  the  ileum;  acute  spleen  tumor;  subinvolution  of  the 
uterus  with  partial  retention  of  the  placenta;  puerperal  septi- 
cemia (streptococcus);  postmortem  changes  in  the  heart  mus- 
cle, spleen,  liver  {Scliaumleher),  and  kidney;  multiple  gas 
cysts  in  the  small  intestine;  emphysema  of  the  subcutaneous 
tissues  of  the  neck  and  back;  general  infection  with  the  bacil- 
lus aerogenes  capsulatus  (?). 

Microscopic. — The  sections  from  the  heart  show  postmortem 
change,  the  nuclei  staining  poorly  and  the  muscle  cells  being 
blurred  and  often  fragmented.  The  lungs  show  scattered 
patches  of  emphysema,  and  in  places  a  small  amount  of  gran- 
ular exudate  and  a  few  red  blood  cells  or  desquamated  epithe- 
lial cells  in  the  alveoli.  The  sections  from  the  spleen  show 
marked  postmortem  change,  the  nuclei  staining  poorly  or  not 
at  all  in  many  places.  Large,  regular  holes  with  sharp  edges 
are  to  be  seen  in  the  organ  here  and  there,  doubtless  caused  bj^ 
the  gas,  which  could  be  made  out  in  the  fresh  specimen.  In 
areas  where  the  tissue  still  stains  fairly  well  two  classes  of 
lesions  can  be  made  out,  a  great  increase  in  the  number  of 
red  corpuscles  in  the  pulp,  and  definite  areas  of  necrosis. 
The  red  corpuscles  usually  lie  in  the  blood  spaces  of  the 
pulp,  but  at  times  are  enclosed  in  large  cells.  The  necrotic 
areas  are  sharply  defined  and  usually  roughly  circular  or 
oval;  they  contain  a  few  polymorphonuclear  leucocytes  and. 
an  occasional  small  round  cell.  The  sections  of  liver  also 
show  in  places  marked  postmortem  changes,  as  indicated  by 
lack  of  staining  or  poor  staining  of  the  nuclei  and  partial  or 
complete  disintegration  of  the  protoplasm.  The  honeycombed 
portion  of  the  organ  described  under  the  gross  changes  is  made 
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up  of  a  series  of  fairly  regular  cavities,  between  which  lies 
moderately   well-preserved   but   often  compressed   liver  sub- 
stance.     The  openings  are  of  var3dng  size,  the  largest  occu- 
pying five  or  six  fields  of  the  low  power  of  the  microscope, 
the  smallest  being  not  much  larger  than  a  liver  cell;  they  are 
usually  empty  or  contain  a  little  gi-anular  pink-staining  mate- 
rial.    Their  edges  are  clear  cut,  and  as  a  rule  the  liver  cells 
lying  immediately  about  them  show  no  change;  in  places  the 
row  of  liver  cells  immediately  surrounding  the  opening  is  ne- 
crotic, but  this  is  the  exception.     Where  the  liver  substance 
between  the  openings  is  fairly  well  preserved  it  shows  definite 
changes  in  the  form  of  focal  necroses.     These  are  similar  to 
those  described  in  the    spleen,  sharp-cut,  almost  circular   or 
oval  in  shape,  and  containing  an  occasional  polymorphonuclear 
or  small  round  cell.     The  necrotic  material  stains  sharply  with 
the  eosin,  and  the  areas  are  exactly  similar  to  those  usually 
met  with  in  t3^phoid  fever.     The  postmortem  changes  in  the 
kidneys  are  so  extensive  that  the  structure  of  the  organs  can 
be  but  dimly  seen;  many  gas  holes  are  present  in  these  organs 
also.     The  lesions  in  the  single  swollen  Pej^er's  patch  consist 
of  great  swelling  and  extensive  necrosis;  practically  no  normal 
lymphoid  structure  can  be  made  out,  the  swollen  tissue  con- 
sisting of   pink-staining  necrotic   material  containing  a  few 
lymphoid   cells,  some   cells  of  an  eiDithelioid  type,  and  many 
nuclear  fragments.     The  walls  of  many  of  the  vessels  in  this 
area  show  hyaline  change,  and  some  vessels  contain  hyaline 
thrombi.     The  intestinal  wall  in  the  diffusely  thickened  area 
just  above  the  valve  shows  similar  changes,  as  do  the  mesen- 
teric  glands,  which   show   besides  many  gas  holes.     Sections 
through  the  uterus  and  adherent  material  at  the  fundus  show 
marked  postmortem  change.     The  adherent  material  is  mostly 
blood  clot.     In  one  or  two  places  small  islands   of   placental 
tissue  can  be  made  out  in  it.     Many  large  gas  holes  are  present 
in  the  uterine  musculature  and  in  the  deeper  parts  of  the  clot. 
Sections  of  the  different  tissues  stained  by  the  Weigert  method 
show  two  kinds  of  organisms — large,  thick  bacilli  with  rounded 
ends,  and  small  cocci  occurring  in  pairs  or  short  chains.     The 
bacilli  are  found  all  through  the  tissues,  most  abundantly  in 
connection  with  the  gas  holes  described  in  the  various  tissues. 
The  cocci   are  few  in  number;  they  seem  generally  to  be  in 
the  blood  vessels  and  could  be  made  out  in  the  uterus,  liver, 
spleen,  lung,  and  kidnej^.     In   sections  stained   by   Flexner's 
gentian  violet  method  a  small  number  of  rather  short,  thick 
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bacilli  can  be  made  out  in  the  liver,  spleen,  mesenteric  glands, 
and  swollen  Peyer^s  patch,  and  also  in  the  clot  in  the  uterine 
cavity. 

Bacteriologic. — The  cover  slips  from  the  blood  show  many 
long,  thick  bacilli,  occurring  singly  or  in  pairs,  or  more  rarely 
in  chains  in  which  the  individual  bacilli  can  generally  be  made 
out.  With  ordinary  staining  no  capsule  can  be  made  out; 
definite  spores  are  present  in  a  few  places.  Besides  these  large 
bacilli  there  are  present  short,  moderately  thick  bacilli  and 
cocci  in  long  chains.  In  the  cover  slips  from  the  uterine 
cavity  similar  organisms  were  present,  but  here  some  of  the 
large  bacilli  seemed  to  be  distinctly  encapsulated. 

Cultures  were  made  at  the  autopsy  from  the  blood,  lung, 
hver,  spleen,  kidney,  mesenteric  gland,  and  uterine  cavity. 
Anaerobic  cultures  were  made  from  the  blood  and  the  uterine 
cavity.  The  cultures  from  the  blood,  liver,  and  spleen  showed 
each  of  them  two  similar  organisms:  (1)  a  moderately  short;, 
moderately  thick  bacillus,  which  sometimes  stained  rather  un- 
evenly with  the  ordinary  dyes,  and  which  decolorized  with 
Gram;  (2)  a  medium-sized  coccus,  occurring  in  pa,irs  or  chains, 
and  not  decolorized  by  Gram.  The  bacillus  grew  well  on 
most  media,  both  in  the  thermostat  and  at  room  temperature, 
more  slowly  under  the  latter  conditions.  It  produced  a  dif- 
fuse, semi-translucent,  slightly  elevated,  gray  growth  on  agar. 
Gelatin  was  not  liquefied,  the  growth  along  the  stab  being 
delicate.  Bouillon  was  evenly  clouded,  and  examination 
showed  the  organism  to  be  actively  motile.  Litmus  milk  was 
at  first  slightlj^  acidified;  when  kept  in  the  thermostat  for 
three  weeks,  however,  the  milk  became  slightly  alkaline  again, 
but  was  never  clotted.  On  potato  an  almost  invisible,  slightly 
3-ellowish  growth  was  produced;  the  potato  looked  as  if  it 
had  been  varnished.  No  indol  formation  could  be  made  out. 
There  was  no  gas  formation  on  sugar  media.  Staining  for 
flagella  by  Pittfield's  method  showed  from  nine  to  twelve  fla- 
gella  to  each  organism  with  the  peri-trichal  arrangement. 
Clumping  and  loss  of  motion  were  observed  by  the  use  of  the 
Widal  test  in  dilutions  of  1:  30  to  1:  50. 

The  coccus  grew  on  all  the  usual  media.  On  agar  it  pro- 
duced discrete,  pin-point-sized,  gray,  almost  invisible  colonies. 
It  did  not  liquefy  gelatin.  In  bouillon  a  slight  precipitate  was 
formed  which  contained  the  organism  in  chains.  Litmus  milk 
was  acidified  and  coagulated.  No  growth  was  apparent  on 
potato,  but  cover  slips  showed  that  the  organism  had  increased 
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on  the  medium.  The  two  organisms  were  identified  as  the 
bacillus  typhosus  and  the  streptococcus  pyogenes. 

From  the  culture  from  the  lung  the  streptococcus  alone  was 
isolated;  from  the  culture  from  the  mesenteric  gland  the 
bacillus  typhosus  alone.  The  culture  from  the  kidney  showed 
the  streptococcus  and  a  short,  fat  bacillus  which  gave  colon 
reactions.  The  culture  from  the  uterine  cavity  showed  the 
bacillus  typhosus,  the  streptococcus  pyogenes,  and  two  other 
bacilli,  one  similar  to  that  isolated  from  the  kidney  and  a 
longer,  slimmer  bacillus.  The  short,  thick  bacillus,  isolated 
also  from  the  kidney,  decolorized  by  Gram.  It  grew  on  all 
culture  media.  On  agar  it  produced  a  profuse,  even,  gray 
layer.  Gelatin  was  not  liquefied.  Bouillon  was  evenly  clouded, 
the  organism  being  slightly  motile  in  fresh  cultures.  There 
was  a  profuse,  yellowish-brown  growth  on  potato.  Indol  was 
present  in  three-day-old  Dunham  cultures.  There  was  abun- 
dant gas  formation  on  glucose,  lactose,  and  saccharose  media. 
Litmus  milk  was  acidified  and  coagulated.  The  organism  was 
identified  as  the  bacillus  coli  communis.  The  slim  bacillus 
from  the  uterine  cavity  behaved  almost  like  the  organism  just 
described;  on  potato,  however,  it  gave  off  a  strong  odor  of 
trimethylamine,  and  it  liquefied  gelatin.  It  was  identified  as 
the  proteus  vulgaris.  The  anaerobic  cultures  from  the  blood 
and  the  uterine  cavity  both  showed  a  good  growth,  but  no  gas 
formation.  Cover  slips  made  from  these  tubes  showed  strep- 
tococci and  many  short  bacilli,  but  hardly  any  of  the  large, 
thick  bacilli  which  were  so  prominent  in  the  cover  slips  from 
these  two  localities  could  be  made  out.  Several  attempts  were 
made  to  isolate  this  large  bacillus  from  the  cultures,  but  all 
were  unsuccessful.  It  was  apparently  completely  overgrown 
by  the  streptococcus  and  the  bacilli.  Judging  from  the  appear- 
ances of  the  body  at  the  postmortem  (gas  in  the  vessels, 
Schaumleber,  etc.),  the  appearance  of  the  sections,  and  the 
morphological  appearances,  this  organism  was  probably  the 
bacillus  aerogenes  capsulatus. 

In  connection  with  the  clinical  aspects  of  the  case,  the  sud- 
den appearance  of  the  symptoms  was  peculiar,  when,  judging 
from  the  pathological  appearances,  the  typhoid  fever  had  lasted 
at  least  a  week,  and  the  uterine  condition  probably  since  the 
birth  of  the  child.  The  extremely  rapid  course  of  the  illness 
was  to  be  expected  as  a  result  of  such  a  marked  septic  condi- 
tion; cases  of  pure  typhoid  septicemia  often  have  a  rapidly 
fatal  issue,  with  a  preponderance  of  nervous  symptoms,  such 
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as  occurred  in  this  case;  and,  as  Vincent  and  otiiers  have 
shown,  where  a  streptococcus  infection  compHcates  typhoid 
fever  the  course  of  the  disease  is  exceptionally  rapid  and  fatal. 
Within  the  past  two  years  we  have  autopsied  two  cases  of 
typhoid  fever  in  which  death  occurred  after  only  a  few  days' 
illness  with  intense  nervous  symptoms;  one  of  these  was  a 
case  of  pure  typhoid  septicemia,  the  other  a  case  of  streptococ- 
cus septicemia  complicating  typhoid.  The  intestinal  implica- 
tion in  this  case  was  so  slight  that  one  would  think  of  the  pos- 
sibility of  the  infective  agent  having  been  introduced  through 
some  other  than  the  usual  channel,  perhaps  through  the  uterine 
cavity  at  the  time  of  the  birth  of  the  child.  Careful  inquiry 
revealed  the  fact  that  no  case  of  typhoid  fever  had  occurred  in 
the  house  during  the  occupancy  of  the  patient's  family,  and, 
further,  that  the  midwife  had  had  nothing  to  do  with  any  typhoid 
cases.  The  opportunity  for  observation  of  the  patient  was 
so  scant  that  no  very  clear  conception  of  the  clinical  course 
could  be  made;  nevertheless  the  condition  was  so  suggestive  of 
typhoid  that  a  tentative  diagnosis  of  that  disease  was  made. 
It  seems  almost  certain  that  besides  the  general  infection  with 
the  streptococcus  and  the  typhoid  bacillus,  a  general  infection 
with  the  bacillus  aerogenes  capsulatus  was  also  present;  the 
subcutaneous  emphysema  and  the  intestinal  gas  cysts,  the  gas 
in  the  serous  cavities,  the  Schaumorgane,  and  the  morphol- 
ogy of  the  large  bacilli  found  in  the  cover  slips  and  the  sec- 
tions— all  speak  for  this.  As  already  mentioned,  the  organism 
either  died  out  or  was  overgrown  in  the  anaerobic  cultures 
and  we  were  not  able  to  isolate  it.  Considering  the  conditions 
under  which  the  body  was  kept  before  the  autopsy,  it  seems 
probable  that  the  organism  was  merely  a  postmortem  invader 
and  had  nothing  to  do  with  the  fatal  issue  of  the  case;  the 
probability  of  its  presence  is  merely  mentioned  in  view  of  the 
relatively  large  number  of  observations  which  have  been  made 
in  recent  years  in  which  its  occurrence  has  been  noted  in  puer- 
peral conditions. 
Bender  Hygienic  Laboratory. 


DAVIS:   SACRO-ILIAC   DISEASE   IN   PARTURIENT   WOMEN.      51 


TWO  CASES  OF  SACRO-ILIAC  DISEASE  IN  PARTURIENT 

WOMEN.' 


BY 

EDWARD  P.  DAVIS,  M.D., 
Philadelphia. 


The  following  cases  of  sacro-iliac  disease  in  parturient 
women  illustrate  two  phases  of  the  pathology  of  this  affection 
and  draw  attention  to  the  treatment  of  this  condition. 

Mrs.  S.  B.,  age  25,  a  Russian,  came  into  her  j&rst  labor  on 
September  8,  1898.  She  was  under  the  care  of  a  physician, 
who  diagnosticated  a  vertex  presentation.  As  the  progress  of 
labor  was  unsatisfactory  a  consultant  was  summoned,  and, 
after  the  patient  had  been  in  labor  forty-eight  hours,  efforts 
were  made  to  deliver  her  with  forceps.  Strong  traction  was 
employed,  with  lateral  movements  of  the  forceps  also.  The 
fetal  head,  however,  would  not  descend,  and,  failing  to  deliver 
the  patient,  a  message  was  sent  to  the  Jefferson  Maternity 
requesting  her  admission.  She  was  brought  in  by  ambulance 
as  soon  as  possible. 

On  admission  she  was  examined,  in  my  absence,  by  Dr. 
Strieker  Coles,  Demonstrator  of  Obstetrics  in  the  Jefferson 
Medical  College.  The  fetus  was  dead,  the  cervix  greatly 
swollen,  the  patient's  pulse  and  temperature  considerably 
elevated,  and  shock  was  present.  Dr.  Coles  performed  crani- 
otomy, extracting  a  child  weighing  ten  pounds.  On  measur- 
ing the  patient's  pelvis  the  following  was  obtained:  anterior 
superior  spines,  24  centimetres;  crests,  27  centimetres;  tro- 
chanters, 28j  centimetres;  left  diagonal,  21  centimetres;  right 
diagonal,  22  centimetres;  external  conjugate,  19  centimetres. 
The  placenta  was  manually  removed  and  the  uterus  thoroughly 
douched  and  packed  with  antiseptic  gauze.  As  the  pelvic  floor 
was  extensively  lacerated,  as  many  stitches  as  the  patient's 
condition  justified  were  taken  and  she  was  freely  stimulated. 
She  was  very  ill  for  a  number  of  days,  being  septic,  but 
recovered. 
When  she  had  gained  control  of  the  functions  of  the  bladder 

'  Rgad  before  the   Section    on    Gynecology,  College  of  Physicians  of 
Philadelphia,  November  17,  1898. 
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and  rectum,  an  examination  of  the  pelvic  organs  was  made. 
It  was  found  that  the  cervix  was  largely  closed  by  the  contrac- 
tion of  cicatricial  tissue.  The  womb  was  movable,  its  motion 
somewhat  limited  by  adhesions,  while  its  involution  was  not 
complete.  A  considerable  part  of  the  vagina  and  surrounding 
tissue  had  sloughed  away,  leaving  an  extensive  contracting 
surface.  So  soon  as  the  patient  tried  to  leave  her  bed  or  tried 
to  sit  up  she  complained  of  obstinate  pain  in  the  left  hip,  radiat- 
ing down  the  thigh  and  particularly  referred  to  the  left  sacro- 
iliac joint.  She  made  strenuous  efforts  to  get  about,  as  she 
earnestly  desired  to  go  home.  She  succeeded  on  several  occa- 
sions in  walking,  but  each  effort  was  followed  by  increased 
pain,  and  she  was  finally  obliged  to  desist. 

On  examination  increased  mobility  in  the  pelvis  could  not 
be  detected.  The  location  of  the  pain,  however,  was  positive,^ 
and  pressure  on  the  surrounding  tissues,  which  brought  a  strain 
upon  this  joint,  was  invariably  followed  by  greater  pain. 
After  observing  the  patient  carefully  for  ten  days,  it  was  evi- 
dent that  the  pain  was  steadily  increasing  and  that  she  could 
not  even  sit  up  with  comfort. 

Dr.  H.  Augustus  Wilson,  Clinical  Professor  of  Orthopedics 
in  the  Jefferson  Medical  College,  was  asked  to  see  the  case  in 
consultation.  He  confirmed  the  diagnosis,  and,  as  the  patient's 
pulse  and  temperature  were  normal  and  no  evidence  of  abscess 
existed,  he  advised  treatment  by  immobilization.  He  accord- 
ingly put  the  patient  at  complete  rest  in  an  iron  frame,  sup- 
porting the  entire  body,  and  she  is  at  present  in  the  Maternity 
under  his  treatment. 

From  the  time  this  patient  was  put  in  the  apparatus  her 
pain  ceased,  thus  demonstrating  the  fact  that  a  definite  cause- 
existed  for  her  suffering. 

Mrs.  F.  L. ,  age  24,  a  Cuban,  was  seen  by  me  at  her  residence 
in  1896.  She  was  in  bed,  seven  and  a  half  months  in  her  fourth 
pregnancy,  and  was  under  treatment  by  a  physician  for  rheu- 
matism and  sciatica. 

Her  family  history  was  negative.  She  had  been  fairly  well, 
had  borne  three  children  in  easy  labor,  and  during  a  large  part 
of  her  life  had  lived  in  Cuba.  Her  illness  had  come  on  gradu- 
ally and  had  been  characterized  with  intense  pain  over  the 
sacro-iliac  joint  and  down  the  thigh,  attended  with  consider- 
able swelling  of  the  entire  left  lower  extremity.  When  I  saw 
her  she  had  been  given  narcotics  freely  and  was  in  a  condition 
of  partial  delirium  from  pain  and  opium. 
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It  was  impossible  to  thoroughly  examine  or  treat  her  in  her 
liome,  and  at  her  request  she  was  transferred  by  ambulance  to 
the  Jefferson  Maternity.  On  examination  a  large  bedsore  was 
found  over  the  sacrum.  Over  the  left  posterior  surface  of  the 
pelvis  the  tissue  was  swollen  and  painful  on  pressure.  Move- 
ment of  the  lower  left  extremity  in  such  a  way  as  to  bring 
tension  upon  the  pelvis  was  accompanied  with  intense  pain. 
The  fetus  was  living,  in  the  first  position,  vertex  presentation. 
On  vaginal  examination,  at  the  region  of  the  utero-sacral  liga- 
ment of  the  left  side  there  was  a  mass  of  thickened  tissue  in 
which  no  fluctuation  could  be  found.  The  cervix  was  thick 
and  resisting. 

The  left  lower  extremity  was  three-quarters  of  an  inch 
shorter  than  the  right.  The  pelvic  measurements  were  as 
follows:  Anterior  superior  spines,  24^  centimetres;  crests,  27 
centimetres;  trochanters,  32  centimetres;  diagonals,  each  22 
centimetres;  external  conjugate,  19^  centimetres.  The  lower 
bowel  was  full  of  hardened  and  impacted  feces.  The  patient 
stated  that  her  bowels  did  not  move  for  four  or  five  days,  and 
the  bowel  had  evidently  not  been  unloaded  for  much  longer. 
The  urine  was  albuminous  and  contained  granular  casts. 
The  patient  was  toxemic  and  in  a  highly  nervous  condition. 
After  the  intestines  had  been  emptied  labor  was  induced  and 
a  living  child  delivered  with  forceps.  Under  an  anesthetic  the 
patient  was  examined  thoroughly  at  the  time  of  labor,  and  the 
thickened  tissues  about  the  sacro-iliac  joint  of  the  left  side  were 
clearly  determined.  She  recovered  well  from  labor,  but  could 
not  nurse  her  child,  which  was  accordingly  weaned. 

Dr.  Wilson  was  asked  to  see  the  case  in  consultation  and 
confirmed  the  diagnosis  of  sacro-iliac  disease  and  was  inclined 
to  think  it  tubercular.  The  patient  was  transferred  to  his 
wards  in  the  Jefferson  Hospital,  and  was  put  at  rest  in  the 
apparatus  to  which  reference  has  already  been  made. 

She  apparently  recovered,  and  was  seen  at  her  home  about 
eight  months  ago  in  good  health.  On  yesterday,  however,  she 
was  again  seen  and  stated  that  she  was  five  months  pregnant. 
The  same  swelling  in  the  left  lower  extremity  and  similar  pain 
at  the  left  sacro-iliac  region  are  again  developing.  She  will 
enter  the  Maternity  for  confinement. 

It  is  evident  from  the  structure  of  the  pelvis  that  in  severe 
labor  the  sacro-iliac  joints  must  be  subjected  to  considerable 
strain.  That  limited  motion  is  present  in  these  joints  dur- 
ing difficult  labor  has  been  ascertained  in  cases  delivered  by 
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symphyseotomy.  But  twice  in  my  experience  of  eight  sym- 
physeotomies, at  the  time  of  delivery  after  the  symphysis  had 
been  opened,  the  left  sacro-iliac  joint  distinctly  yielded  duriiig- 
the  passage  of  the  head.  In  neither  of  these  cases,  however,  did 
the  slightest  inconvenience  follow,  and  the  patients  recovered 
perfectly. 

If,  however,  these  joints  are  sometimes  injured  under  careful 
delivery  after  the  symphysis  has  been  opened,  it  is  not  strange 
to  find  that  under  violent  efforts  at  extraction  these  joints  may 
be  subjected  to  severe  strain.  That  the  left  should  be  the  one 
usually  injured  is  natural  when  we  consider  the  fact  that  in 
most  cases  of  labor  the  left  half  of  the  pelvis  bears  the  brunt 
of  impact  during  the  descent  of  the  fetus.  The  first  case  re^ 
ported  is  readily  understood  by  reference  to  the  efforts  made  at 
delivery  and  the  septic  infection  which  accompanied  the  labor. 

In  Case  2  the  etiology  is  obscure.  This  patient  had  never 
had  a  difiScult  labor,  hence  mechanical  strain  is  not  present 
as  a  factor.  A  reasonable  explanation  of  this  case  seem& 
to  be  that  obstinate  constipation  and  resulting  congestion  and 
inflammation  of  the  tissues  about  the  impacted  descending 
bowel  caused  the  thickening  and  finally  the  joint  implication 
so  clearly  evident.  The  condition  of  pregnancy,  by  causing 
congestion  and  thus  furthering  the  development  of  bacteria,  i& 
evidently  responsible  for  her  present  pain. 

That  the  contents  of  the  intestine  may  produce  pelvic  inflam- 
mation is  not  an  uncommon  observation.  The  bacillus  coli 
communis  and  allied  germs  have  been  proved  to  be  the  causes 
of  peritonitis.  Cases  of  obstinate  pain  in  pregnant  and  non- 
pregnant patients  have  been  not  infrequently^  relieved  hy 
thorough  emptying  of  the  bowel. 

250  South  Twenty-first  street. 


THE  FREQUENCY  OF  PELVIC   DISORDERS   IN  INSANE  WOMEN. 


W.  p.  MANTON,  M.D., 
Gynecologist  to  the  Eastern  and  Northern  Michigan  Asylums  for  the  Insane;  Consult- 
ing Gynecologist  to  St.  Joseph's  Retreat;  Gynecologist  to  Harper  Hospital; 
Professor  of  Clinical  Gynecology  and  Adjunct-Professor  of 
Obstetrics,  Detroit  College  of  Medicine,  etc., 
Detroit,  Mich. 


At  the  Eastern  Michigan  Asylum  it  is  routine  practice  to- 
subject  every  newly-admitted  patient  to  a  thorough  physical 
examination  and  carry  out  many  of  the  measurements  and 
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details  of  the  Bertillon  system.  The  first  of  these  examina- 
tions is  undertaken  for  a  twofold  purpose:  for  determining  the 
presence  of  physical  defects,  injuries,  and  ailments,  in  order 
that  the  institution  may  be  protected  against  unjust  criticism 
and  accusation  in  the  event  of  immediate  or  future  accident  in 
the  individual  case;  and  to  obtain  all  possible  information 
regarding  the  patient's  somatic  condition,  with  reference  to  the 
most  suitable  treatment  to  be  inaugurated  for  the  restoration 
of  mental  health  and  physical  improvement. 

For  more  than  a  decade  past  the  investigation  of  the  pelvic 
organs  in  women  has  been  under  my  own  immediate  super- 
vision, and  in  a  fluctuating  population  of  more  than  five  hun- 
dred resident  female  inmates  in  this  institution  alone  the 
experience  acquired  in  this  line  of  gynecological  practice  has 
been  no  inconsiderable  one. 

The  statement  is  often  made  by  those  having  this  unfortu- 
nate class  of  sufferers  under  their  care  that  local  disorders 
among  their  female  patients  are  rarely  if  ever  met  with,  and 
alienists  have  generally  sought  to  ignore  or  deny  the  influence 
of  pelvic  disease  upon  the  higher  nervous  centres.  Advancing 
knowledge  and  increased  experience  have  demonstrated,  how- 
ever, that  the  insane  are  as  liable  to  these  forms  of  morbid  de- 
velopment as  the  sane,  and  absence  of  information  as  to  the 
presence  of  disease  is  but  the  admission  of  failure  to  look  for  it 
and  a  confession  of  neglect,  while  the  results  of  treatment  of 
insane  patients  thus  afflicted  have  proved  beyond  a  peradven- 
ture  the  intimate  relation  existing  between  the  female  organs 
of  generation  and  the  seat  of  the  mind.  The  mental  unreliabil- 
ity of  the  insane  mT,y  b3  pirtially  responsible  for  the  attitude 
assumed  toward  this  question  by  many  alienists  and  have  led 
to  the  general  denial  of  the  importance  of  the  subject,  for  it  is 
certain  that  delusions  referable  to  the  sexual  organs  are  of 
very  frequent  occurrence  where  no  disease  of  these  parts  ex- 
ists. But  while  in  the  majority  of  these  patients  there  are  want- 
ing the  manifestations  which  usually  accompany  pelvic  disease, 
a  very  considerable  number  are  left  who  are  keenly  aware  of 
the  source  of  their  discomfort,  and  who,  if  their  statements  will 
but  be  accepted,  are  quite  capable  of  giving  a  fairly  coherent 
history  of  their  condition  and  sufi'erings.  In  the  instance  of 
those  who  are  unable  to  do  this  the  observing  faculties  of  the 
trained  attendant  are  called  into  action,  and  the  latter  can  soon 
be  in  possession  of  sufficient  data  to  warrant  her  in  directing 
the  attention  of  the  physician  to  the  needs  of  the  patient. 

As  most  of  the  cases  with  which  I  have  to  deal  surgically 
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are  those  in  whom  some  lesion  of  the  local  organs  is  known  to 
exist  before  admission  to  the  asylum,  has  been  discovered  at 
the  initial  examination,  or  is  brought  to  my  attention  later  on, 
in  order  to  determine  the  relative  frequency  of  abnormal  pelvic 
conditions  in  the  insane  I  have  taken  the  last  one  hundred 
consecutive  cases  from  my  notebooks  and  classified  the  disor- 
ders found  according  to  the  parts  affected. 

These  statistics,  it  is  believed,  give  an  accurate  presentation 
of  the  frequency  of  local  disorders  in  insane  women,  and  serve 
to  positively  refute  the  assertion  that  the  mentally  alienated 
do  not  suffer  from  such  conditions. 

Total  number  of  cases  examined  ' 100 

Number  of  cases  in  which  pathological  conditions  existed  (81  per  cent.)  81 

Age  of  youngest  patient 16 

"    "oldest            "       69 

Married 67 

Single 33 

Parous  (cases  noted)  45 

Menstruation  (95  cases  noted): 

Regular 43 

Irregular  17 

Amenorrhea 3 

Dysmenorrhea 1 

Menorrhagia 4 

Metrorrhagia 3 

Post-climacteric     .  ,    24 

Total 95 

Pudenda: 

Varix  of  labium  majus 1 

Fibroma  molluscum  of  labium  majus 1 

Perineum,  lacerations,  varying  degree 46 

Vagina,  relaxations,  including  mild  grades  of  recto-cystocele 19 

Uterus: 

Hyperplasia  5 

Retroversion 20 

Retroflexion 6 

Anteflexion 4 

Lateroflexion 2 

Senile  atro^ihy  2 I5 

Cervical  lacerations,  varying  degree 53 

Cervical  cystic  degeneration  5 

Erosion  of  os 2 

Endocervicitis,  endometritis 4 

Uterine  prolapse,  partial 1 

Fibroids 1 

'  I  am  indebted  to  Dr.  Jason  Morse,  Assistant  Superintendent  E.  M  A., 
for  careful  notes  of  these  cases  taken  at  the  time  of  examination. 
'  Not  included  in  total  of  disorders. 
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'Ovaries  and  tubes: 

Ovarian  enlargement 4 

' '        prolapse  ....   1 

Tubo-ovarian  tumors 4 

Hemorrhoids,  external 8 

Total  number  of  pathological  conditions 198 

32  Adams  avenue.  West. 
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J.   L.  WIGGINS,  M.D., 
East  St.  Louis,  111. 


In  treating  this  subject  and  relating  my  experiences  I  will  not 
Ijurden  you  with  a  technical  description  of  a  condition  which, 
by  reason  of  restricted  opportunities  for  original  research, 
must  be  entirely  borrowed.  I  am  cognizant  of  the  difficulties 
which  confront  the  busy  general  practitioner  in  his  efforts  to 
cover  the  entire  medical  field  and  keep  in  touch  with  the  rapid 
developments  of  our  present  pathology,  diagnosis,  and  treat- 
ment of  diseases  and  conditions  formerly  obscure  or  at  best  but 
half-understood. 

Our  present  subject  is  no  exception  to  the  rule  existing  in 
all  of  Nature's  seeming  abnormalities;  it  is  but  cause  and 
effect,  and  becomes,  under  existing  conditions,  the  natural 
sequence  of  a  mechanical  obstruction,  the  result  of  congenital  or 
acquired  defects  in  the  Fallopian  tubes,  occasioned  either  by 
deposits,  adhesions,  or  paresis  of  the  cilia,  favoring  the  arrest 
of  the  impregnated  ovum  at  a  point  other  than  its  natural  site 
of  selection — the  uterus. 

The  subject  is  of  extreme  interest  outside  of  its  clinical 
aspect.  The  erroneous  views  of  the  early  writers  as  to  the 
point  of  fertilization  of  the  ovum  were  dissipated  by  the  inves- 
tigations of  Hofmeier,  who  demonstrated  that  the  movement 
of  cilia  from  fimbria  to  cervix  was  downward,  and  that  did 
not  the  spermatozoa  possess  in  themselves  independent  move- 
ment, conception  would  not  occur.  The  fact  that  spermatozoa 
have  been  found  in  the  tubes  by  Diihrssen  during  his  celi- 
otomies, though  they  were  motionless  and  degenerate,  added 
to  the   testimony    of  numerous   investigators  who  have  dis- 

'  Read  before  the  Academy  of  Medical  and  Surgical  Sciences,  St.  Louis, 
Mo.,  November  15,  1898. 


58  WIGGINS:   EXTRAUTERINE   GESTATION. 

covered  active  spermatozoa  not  only  in  the  tubes  of  animals^ 
but  also  in  the  peritoneal  fluid,  as  if  "lying  in  wait  for  the- 
ovum,"  has  given  plausibility  to  the  theory  that  all  gestations 
are  probably  extrauterine  in  their  inception,  and  that  the  period 
of  tubal  life  is  simply  preparatory  and  possibly  a  necessity  for 
a  continuation  of  its  preservation  in  the  uterine  cavity.  If  this 
theory  is  correct  we  can  understand  the  higher  responsibilities 
of  the  tube  as  a  duct,  not  alone  for  the  ovum,  but  also  for  the 
oosperm,  and  that  any  abnormal  condition  existing  in  or  about 
the  tubes  may  be  fatal  to  its  safe  transit. 

With  these  facts  in  mind  we  may  well  give  some  thought  to- 
those  conditions  which  logically  might  impair  the  physiological 
function  of  this  most  important  organ,  and  inquire,  as  civiliza- 
tion crystallizes,  whether  ectopic  gestation  is  increasing  in  fre- 
quency to  the  degree  which  reported  cases  would  lead  us  to 
believe,  or  whether  our  diagnostic  ability  has  taken  a  more 
advanced  position. 

We  can  easily  accept  both  propositions.  The  medical  pro- 
fession, on  account  of  more  intimate  association,  extended 
opportunities  in  higher  medical  literature  and  post-graduate 
schools,  stimulates  the  older  men.  High  preliminary  require- 
ments, longer  course  of  study,  improved  methods  of  teaching, 
joined  with  better  facilities  for  clinical  study  with  our  young 
men,  have  better  fitted  all  to  form  a  reasonably  correct  conclu- 
sion of  conditions  which  formerly  required  for  their  solution 
the  services  of  an  expert. 

On  the  other  hand,  is  it  not  a  fact  that  the  more  densely 
populated  centres  are  more  and  more  exposed  to  conditions 
which  invite  impairment  of  the  female  generative  organs  by 
reason  of  abortions,  gonorrhea,  and  their  sequelse,  as  well  as 
fashion's  unreasoning  mandates,  which  far  outstrip  the  prog- 
ress, rapid  though  it  be,  in  better  knowledge,  improved 
technique,  with  bold  and  well-directed  efforts  in  meeting  and 
controlling,  not  only  the  diseases,  but  their  results  ?  If  it  be 
admitted  that  our  premises  are  right,  what  must  be  our  con- 
clusions ?  Necessarily  that  in  the  future  ectopic  gestation 
will  assume  a  position  of  equal  importance  with  that  of  appen- 
dicitis— probably,  in  time,  more  so,  for  with  the  widespread  and 
continued  attacks  upon  the  appendix  the  race  may  eventually 
be  denied  this  useless  organ;  but  we  cannot  conceive  of  a 
continuation  of  our  race  without  the  Fallopian  tubes,  and  if 
sterility  continues  to  be  courted  as  assiduously  in  the  future, 
growing  in  popularity  with  our  women  as  it  has  grown  during: 
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the  past  few  years,  we  may  not  have  to  wait  its  full  develop- 
ment in  the  future:  we  will  find  it  waiting  at  our  door. 

It  may  be  that  I  am  unduly  influenced  in  my  opinions  by 
reason  of  my  experiences  during  the  past  year;  and  as  to 
whether  the  cases  which  I  herewith  report  were  a  coincident 
or  whether  they  were  the  result  of  a  better  knowledge  and 
careful  investigation  of  all  cases  which  formerly  might  have 
been  classified  as  very  mysterious  (intestinal  colic,  heart  fail- 
ure, ovarian  neuralgia,  etc.),  all  expressing  the  degree  of 
inconvenience  or  severity  of  the  condition  or  the  length  of  time 
elapsing  after  rupture  at  which  patient  was  seen — I  know  not, 
but  I  do  know  that  my  experience  has  taught  me  that  con- 
tinued illness  may  result,  or  even  death  ensue,  without  the 
attending  physician  even  suspecting  the  cause.  This  occurred 
in  three  out  of  four  of  the  cases  which  I  saw,  and  that  is  not  an 
exception  to  the  rule.  We  may  note  a  like  error  on  the  part 
of  some  noted  French  physicians,  who,  in  the  case  of  a  re- 
nowned English  actress,  discovered  a  ruptured  extrauterine 
pregnancy  only  after  a  postmortem  in  search  of  poison. 

In  Case  A  of  my  series  of  cases  this  was  inexcusable,  as  I 
had  made  a  diagnosis  and  had  fully  explained  to  my  patient 
its  nature  and  effect,  but,  on  account  of  the  fact  that  it  was  to 
her  and  her  friends  an  unknown  condition,  I  was  dubbed  an 
alarmist,  and  another  doctor  was  called  who  would  give  a 
more — to  her  mind — logical  explanation  of  her  trouble.  Some 
two  months  elapsed  before  her  condition  was  understood  by 
the  attending  physician. 

Case  B. — Diagnosis  made  and  preparations  for  operation  at 
time  of  rupture;  on  account  of  history,  which  we  will  touch  on 
later,  was  postponed.  In  this  one  case  condition  was  not  veri- 
fied under  the  knife. 

Case  C,  of  like  nature  to  B,  had  passed  under  five  different 
physicians,  covering  a  period  of  some  three  mouths.  In  this 
case  the  patient  was  prepared  for  the  table  under  a  mistaken 
theory  of  causation;  operation  was  advised,  however,  on  account 
of  constitutional  infection,  result  of  suppuration  in  hematoma. 

Case  D  had  passed  under  observation  of  two  physicians, 
one  a  leading  practitioner  of  St.  Louis,  who  had  diagnosed 
intestinal  indigestion,  emphatically  dissenting  from  diagnosis 
of  extrauterine  pregnancy.  The  correctness  of  my  conclusion 
was  verified  two  days  later  when  collapse  ensued  and  we 
were  compelled  to  change  places  with  conditions — instead  of 
our  choosing  the  conditions,  the  conditions  chose  us. 
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Let  us  take  up  these  cases  as  they  occur  in  my  memoranda, 
each  presenting  different  phases  of  possible  results  in  ectopic 
gestation,  but  each  following  laws  as  unchangeable  as  the 
laws  of  gravitation,  depending  alone  upon  the  point  of  arrest 
and  attachment  of  the  oosperm. 

Case  A. — Multipara,  set.  27;  American;  previous  health 
good;  married  nine  years;  one  child  8  years  old.  Consulted 
meat  office  June  23,  1897,  with  following  history:  Menstrua- 
tion delayed  some  two  weeks;  morning  sickness  and  slight 
griping  pain  in  left  hypogastric  region:  while  pursuing  usual 
household  duties,  was  attacked  with  severe  colic  in  lower 
abdomen;  this  condition  existed  with  more  or  less  severity 
up  to  the  time  of  my  examination.  The  patient  was  not 
confined  to  bed  or  house.  Rupture  had  ensued,  but  was  not 
attended  with  that  degree  of  shock  which  usually  accom- 
panies it.  She  was  impressed  in  an  indefinite  way  that  she 
was  pregnant  and  that  something  was  wrong.  Even  when 
pains  were  slight  the  dread  of  impending  danger  was  ever 
with  her.  Examination  elicited  tenderness  on  left  side,  and 
by  deep  pressure,  bimanual,  I  discovered  a  tumefaction  of 
doughy  consistence,  seemingly  not  larger  than  a  small  orange. 
On  account  of  the  supersensitiveness  of  this  patient  I  was  not 
permitted  a  full  investigation.  However,  with  the  information 
then  at  hand  I  gave  opinion  of  cause  and  probable  results,  re- 
serving a  more  detailed  explanation  until  patient  was  more 
composed.  This  ended  my  connection  with  case.  The  patient 
ran  the  gauntlet  of  successive  ruptures  with  accompanying  local 
peritonitis,  until  four  and  a  half  months  later  the  conditions 
demanded  immediate  interference.  The  mother  survived;  the 
child  was  alive,  but  died  shortly  afterward.  From  my  exam- 
ination and  the  description  of  conditions  at  time  of  operation,  I 
judge  this  to  be  a  case  of  ventral  or  tubo-abdominal  pregnancy. 

Case  B. — Multipara;  Scotch;  housewife;  set.  38;  one  child 
set.  14.  Gave  history  of  two  abortions  in  1885  and  1886,  the 
last  being  followed  by  some  inflammatory  conditions  in  left 
hypogastrium. 

Patient,  intelligent  and  a  close  observer,  gave  following  his- 
tory: In  1887,  while  living  in  Chicago,  was  seized  with  excru- 
ciating pains  in  lower  abdomen.  Previous  menstruation  nor- 
mal, except  as  to  quantity.  No  suspicion  of  pregnancy;  health 
excellent.  Marked  shock  accompanied  pains;  slow  reaction; 
uneasiness  in  lower  abdomen  continued;  no  sharp  pains,  but 
griping  and  fulness,  with  noticeable  "lump,'^  which  seemed 
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to  press  downward  and  to  left  on  pelvic  viscera;  defecation 
and  micturition  painful.  Condition  diagnosed  as  uterine  colic. 
"  Lump^^  gradually  disappeared,  and  after  three  months'  con- 
finement to  bed  she  was  permitted  to  engage  in  light  household 
duties.  After  a  period  of  eight  years  there  was  a  recurrence  of 
this  condition  with  similar  symptoms.  This  time  a  suspicion 
of  its  cause  was  entertained  and  patient  removed  to  hospital 
for  operation.  Aspiration  disclosed  hematocele  in  broad  liga- 
ment. Case  was  kept  under  observation  without  further  sur- 
gical interference.  Convalescence  this  time  limited  to  two  and 
one-half  months.  On  January  22,  1898,  I  was  called  to  see  this 
woman,  with  symptoms  as  before  described,  except  that  the 
previous  menstruation  had  been  missed  then  two  weeks.  The 
pain  in  this  case  was  excruciating  and  the  shock  most  marked. 
There  had  been  no  premonitory  signs,  the  error  of  menstrua- 
tion being  accounted  for  from  effects  of  fright  occasioned  by 
midnight  fire .  The  gravity  of  case  was  explained  and  prepa- 
rations made  for  operation.  Reaction  came  on  promptly,  and^ 
in  view  of  her  former  experience,  the  patient  refused  operation 
until  she  herself  deemed  it  a  necessity.  Not  wishing  to  shoul- 
der the  responsibility  of  delay  alone,  I  called  to  my  assistance 
Dr.  W.  B.  Dorsett.  Diagnosis  concurred  in;  advised  imme- 
diate operation.  Patient  begged  for  time.  Further  counsel 
secured;  concurrence  of  diagnosis,  but,  as  three  weeks  had 
elapsed  with  no  further  rupture,  it  was  rightly  judged  that  the 
rupture  had  been  tubo-ligamentary  with  destruction  of  the 
pregnancy  and  arrest  of  hemorrhage.  Absorption  of  hemat- 
oma was  rapid  and  uneventful,  and  patient  was  discharged 
two  and  one-half  months  after  attack.  In  this  connection  I 
would  state  I  have  a  letter  from  this  patient,  dated  October 
5,  1898,  in  which  she  states:  "  I  have  missed  my  last  menstrual 
period  and  am  threatened  with  like  condition  for  which  you 
attended  me."  I  am  not  able  to  state  whether  her  fears  have 
proved  true  or  not;  if  so,  it  forms  one  of  the  most  interesting 
and  rare  cases  on  record. 

Taylor,  Olshausen,  Herman,  Coe,  and  Schauta  each  record 
two  cases  in  the  same  patient,  but  the  possibility  of  a  patient 
surviving  three  or  possibly  four  gestations  of  an  extrauterine 
nature,  without  operative  interference  in  any,  is  almost  beyond 
belief. 

Case  C. — American,  age  34;  one  child,  age  13.  One  abor- 
tion four  years  previous.  Had  passed  her  normal  period  one 
week.     On   November  21,    1897,    was  attacked  with  pain  in 
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lower  left  hypogastric,  of  such  severity,  as  she  expressed  it,  "I 
thought  I  must  die."  Shock  was  most  pronounced;  reaction 
was  slow;  pain  was  controlled  by  hypodermatics;  the  usual 
inconvenience  from  pressure  on  bowels  and  bladder  followed; 
later  some  shred  and  bloody  discharge  from  uterus  was  noticed; 
diagnosis  of  ordinary  abortion  made,  and  later  curetted.  In 
this  case  there  were  some  seven  separate  curettements. 

There  was  never  a  complete  absence  of  pain,  and  after  first 
curettement  no  subsidence  of  the  fever.  I  was  asked  to  see 
the  case  February  15,  1898.  Patient  was  already  prepared  for 
operation.  Found  hematoma,  and  from  history  and  present 
condition  made  diagnosis  of  extrauterine  pregnancy,  with  sup- 
puration in  hematoma,  probably  the  result  of  infection  from  first 
intrauterine  instrumentation.  Small  pus  cavities  and  decid- 
ual membrane  were  found  in  the  interior  of  this  well-organ- 
ized, cement-like  hematoma.  Interior  scraped  and  drainage 
provided.  Improvement  immediate  and  recovery  unevent- 
ful. 

Case  D. — American,  age  34;  one  child,  4  years  old.  Pre- 
sented following  history:  While  out  walking  was  taken  with 
sudden  violent  pain  in  hypogastrium.  She  was  unable  for 
sometime  to  proceed,  but  after  a  short  rest  was  assisted  to 
neighboring  house,  where  she  remained  for  some  hours,  greatly 
prostrated.  She  was  then  taken  home,  and  after  a  few  days^ 
rest  was  able  to  be  up.  Her  attending  physician  gave  opinion 
of  her  disease  as  being  colic.  It  was  noticed,  however,  that 
the  degree  of  weakness  was  out  of  proportion  to  the  disease  for 
which  she  was  treated,  and  one  week  later  her  family  physi- 
cian was  called,  another  attack  of  like  nature  having  in  the 
meantime  developed.  He  was  not  impressed  with  the  serious- 
ness of  her  condition,  giving  opinion  of  its  nature  being  due  to 
intestinal  indigestion,  and  suggesting  dieting  and  exercise. 
She  was  instructed  to  call  at  office,  for  further  advice,  one  or 
two  times  a  week.  It  was  after  one  of  these  visits,  the  fourth 
attack  covering  a  period  of  five  weeks,  that  I  saw  her.  She 
was  suffering  from  effects  of  profound  anemia;  pulse  weak, 
muscles  soft  and  flabby,  but  no  shock.  On  examination  I  could 
discover  no  well-defined  hematoma.  Pain  marked  in  ovarian 
region  on  pressure,  and  a  boggy  mass,  breaking  up  under 
finger,  was  detected  by  rectal  examination.  I  gave  opinion  of 
extrauterine  gestation  with  intraperitoneal  rupture,  and  strongly 
.advised  immediate  operation  as  the  only  possible  hope.     I  did 
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not  believe  that  this  woman  would  survive  another  shock,  the 
result  of  further  hemorrhage,  without  operation,  and  I  felt  that 
to  operate  in  the  face  of  shock,  in  her  present  condition  of 
lowered  vitality,  was  nearly  hopeless.  Twenty-four  hours 
were  lost  in  arranging  consultation  with  her  attending  physi- 
cian, and  twenty-four  hours  more  were  wasted  on  account  of 
his  emphatic  dissension  from  my  diagnosis.  I  could  not  con- 
scientiously remain  in  case  and  share  its  responsibilities  on  a 
faulty  diagnosis.  We  each  of  us  stated  our  case  to  family 
with  the  utmost  candor.  I  was  requested  to  remain  in  charge, 
with  privilege  to  secure  such  counsel  as  I  might  select.  I  re- 
quested Dr.  Dorsett  to  see  case  with  me.  During  the  required 
careful  examination  hemorrhage  again  began;  pain  followed 
by  syncope.  The  patient  became  pulseless.  The  diagnosis 
was  made  plain  and  emphasized.  She  was  immediately  re- 
moved to  hospital.  On  opening  abdomen  a  ragged  rent  was 
seen  in  left  ovary,  from  which  there  was  free  hemorrhage. 
The  abdomen  was  filled  with  fresh  and  old  blood  clots.  There 
was  no  evidence  of  past  or  present  peritonitis.  The  patient 
never  reacted,  dying  the  following  day. 

Diagnosis. — If  we  take  the  abdominal  lines  suggested  by 
Anderson  and  weed  out  the  possibilities  until  we  reach  the 
probabilities,  we  will  find  that  in  these  cases  our  main  difficulty 
is  to  differentiate  between  uterine  gestation  with  threatened 
abortion  and  extrauterine  pregnancy.  With  those  lines,  we  find 
that  that  space  known  as  the  hypogastrium  contains  normally, 
first,  uterus  and  appendages;  second,  bladder;  third,  small 
intestine  and  portion  of  rectum.  Except  the  uterus  and  appen- 
dages, none  are  liable  to  involvement  which  would  elicit  sug- 
gestive symptoms  such  as  have  been  described. 

Pelvic  cellulitis  might  occasion  some  doubt,  but  would  be 
eliminated  by  its  history.  In  all  diseases  typical  or  so  called 
"school  cases"  are  rare,  and  yet  all  diseases  have  certain 
symptoms  which  unmistakably  point  the  way.  If  the  oosperm 
was  always  arrested  at  a  given  point  and  the  rupture  took  place 
in  a  certain  direction  at  a  regular  time,  we  would  have  in  these 
cases  less  latitude  for  doubt;  if  in  these  cases  there  was  no 
decided  sympathetic  uterine  involvement,  there  would  be  still 
less  doubt  and  fewer  unnecessary  curettements.  With  the 
symptomatology  of  these  conditions  placed  side  by  side,  we 
find  many  points  in  common,  but  a  marked  difference  in 
degrees. 
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Extrauterine. 

Pain. — Sudden  and  excruciating, 
or  griping,  colicky;  usually  located 
to  side  of  uterus. 

External  Hemorrhage. — Usually 
slight,  frequently  simulating  arrest- 
ed menstruation;  discharge  dark, 
frequently  of  tarry  consistence. 

Frequent  vesical  and  rectal 
symptoms. 

Shock  and  attack  of  syncope  with 
marked  anemia,  in  many  cases  in 
excess  of  any  visible  cause. 

Patient  "  feels  different." 
Invasion. — Usually    sudden    and 
unexpected,  without  a  perceptible 
cause  or  suggestion  of  condition. 


Intrauterine. 

Pain. — Less  severe,  never  excru- 
ciating, more  centrally  located. 

External  Hemorrhage. — More  pro- 
fuse; less  interrupted. 


Seldom  vesical  or  rectal  symp- 
toms. 

No  shock  except  in  rare  cases. 
When  present,  due  to  excessive  vis- 
ible hemorrhage.  Anemia,  when 
prolonged,  assumes  a  septic  nature. 

Invasion. — Usually  due  to  some 
well-defined  cause,  and  results  ex- 
pected. 


Naturally  these  symptoms  merge  each  into  the  other  in  cer- 
tain cases.  It  is  a  good  rule,  when  doubt  exists,  to  delay  a  full 
investigation  until  patient  can  be  examined  under  anesthetic,, 
with  full  preparation  for  celiotomy  if  found  necessary.  A 
case  in  point  occurred  in  my  practice  only  last  month,  which, 
from  the  symptoms  and  history,  even  to  a  well-defined  lump  in 
left  iliac  region,  presented  every  evidence  of  its  extrauterine 
nature.  So  convinced  was  I  of  its  nature  that  I  delegated  to  a 
colleague  the  uterine  investigation,  so  as  to  avoid  contamina- 
tion pending  inquiry.  The  case  cleared  up  on  curettement  and 
the  lump  disappeared  as  if  by  magic. 

Treatment. — ISTo  dependence  can  be  placed  upon  any  mode 
of  treatment  except  a  complete  removal  of  the  cause  of  offence. 
Even  in  the  broad-ligament  rupture,  where  there  is  arrest  of 
hemorrhage  and  probable  destruction  of  pregnancy,  the  dan- 
gers of  the  operation  are  slight  in  comparison  with  the  incon- 
venience and  dangers  of  conservatism. 

According  to  Schauta,  68.8  per  cent  of  all  cases  die  which 
are  not  interfered  with;  those  in  the  early  period  causing  death 
from  hemorrhage,  and  those  of  later  period  from  septic  peri- 
tonitis or  rupture  of  sac  in  bowels.  The  possible  fate  of  the 
child,  according  to  Worth,  should  not  receive  consideration, 
except  after  the  seventh  month  when  viable. 

In  the  majorit}'  of  cases  I  question  whether  the  danger  in- 
curred by^  the  mother  during  every  moment  of  gestation,  with 
the  small  chance  of  preserving  the  child's  life  under  the  most 
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favorable  conditions,  is  sufficient  excuse  for  delay.  It  may  then 
be  stated,  as  a  rule,  that  the  proper  time  to  operate  is  the  ear- 
liest practicable  moment  after  a  diagnosis  is  made. 

The  question  as  to  whether  it  is  advisable  to  operate  during 
shock  may  be  answered  in  the  affirmative.  The  operation  is 
for  the  purpose  of  controlling  cause  of  shock — hemorrhage. 
Naturally,  the  sooner  the  cause  is  removed  the  greater  the 
chances  of  recovery. 

The  choice  of  routes,  vaginal  or  abdominal,  for  reaching  the 
offending  structure,  must  be  governed  by  the  particular  case. 

Kelly  lays  down  the  rule,  in  substance,  that,  except  where 
hematoma  sac  is  well  organized  and  condition  passive,  the 
vaginal  operation  is  permissible;  even  in  these  cases  he  advises 
full  preliminary  preparations  for  celiotomy,  should  hemor- 
rhage be  active  and  uncontrolled  by  packing.  The  abdominal 
operation  is  in  the  great  majority  of  cases  the  only  practical 
and  safe  procedure,  and  its  technique  differs  in  no  material 
respect  from  similar  operations  on  the  uterine  adnexa,  being 
simple  or  complicated  according  to  the  age  of  gestation  or 
nature  and  extent  of  adhesions. 
Hi  N.  Main  street. 

SERUM  TREATMENT  OF  STREPTOCOCCIC  INFECTION. 

A  REPORT  OF  FIVE  CASES.' 


E.  W.  SAUNDERS,  M.D., 

Professor  of  Pediatrics  and  Clinical  Midwifery,  Missouri  Medical  College, 

St.  Lonis. 


(With  eight  charts.) 


On  account  of  the  great  frequency  and  virulence  of  strepto- 
coccic infection,  an  active  curative  and  immunizing  serum  for 
this  disease  is  very  desirable.  Especially  important  does  such 
a  serum  become  when  we  consider  that  we  have  as  yet  no  drug 
by  which  this  infection  can  be  favorably  influenced,  and  most 
frequently  the  micro-organisms  have  penetrated  too  deeply 
into  the  tissues  to  be  reached  by  antiseptics  before  treatment  is 
instituted.  Experiments  on  rabbits  show  that  its  potency  is 
indefinite,  either  because  the  susceptibility  of  this  animal  varies 
or  because  the  virulence  of  the  bacteria  used  differs  markedly. 

'  Read  before  the  St.  Louis  Obstetrical  and  Gynecological  Society,  Sej)- 
tember  15, 
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The  exact  properties  of  this  serum  are  only  partially  deter- 
mined.    It  has  no  antitoxic  potency,  and  its  favorable  effects 
have  been  ascribed  to  certain  antibodies  or  alexins— that  is, 
certain  definite  germicidal  compounds.    But  Bordet  has  clearly 
shown  that  this  serum  has  no  more  bactericidal  properties  than 
normal  serum,  and  that  streptococci  lose  none  of  their  virulence 
when  cultivated  in  this  antidotal  serum.     He  maintains  that 
its  principal  value  lies  in  its  power  to  stimulate  phagocytosis. 
Italian  bacteriologists,  however,  hold  that  besides  its  stimula- 
tion of  phagocytes  it  also  renders  the  jDlasma  capable  of  para- 
lyzing more  or  less  the  micrococci.     As  the  medicinal  serum 
per  se  does  not  affect  these  microbes,  we  must  conclude  that  its 
whole  action  is  a  stimulation  of  the  leucocytes.     Yan  de  Veld 
has  proved  that  alexins  are  secreted  by  the  white  blood  corpus- 
cles, and  this  bactericidal  substance  must  be  formed  in  increased 
quantities  under  the  stimulation  of  the  serum.     Therefore,  as 
we  know,  the  antistreptococcic  serum  stimulates  the  leucocytes, 
and  as  a  result  we  have  more  active  phagocytosis  and  increased 
alexin  formation.     We  have  no  definite  knowledge  of  any  other 
action.     The  specificity  of  this  power  is  still  undecided.     "We 
know  that  leucocytes  become  more  potent  toward  streptococci, 
but  whether  other  bacteria  may  also  be  influenced  by  this  stim- 
ulation is  an  undecided  question.     Clinical  evidence  seems  to  be 
against  the  assumption  that  antistreptococcic  serum  acts  favor- 
ably in  other  infections.     For  the  present  reliance  can  safely 
be  placed  only  on  its  specific  activity  against  the  streptococcus. 
This  specific  action  manifests  itself  against  the  streptococcus 
pyogenes  (Rossbach)  and  the  streptococcus  erysipelatis  (Fehl- 
eisen),  the  identity  of  which  is  firmly  established.     Bullach, 
moreover,  has  demonstrated  that  an  animal  immunized  to  the 
streptococcus  erysipelatis  is  also  immune  to  the  pus-producing 
streptococcus.     From  biological  investigation  the  conclusion  is 
justifiable  that  this  serum  would  be  valuable  in  all  the  clinical 
forms  of  septicemia  produced  by  the  streptococcus. 

A  few  clinicians  have  reported  cases  in  which  an  injection 
of  the  serum  has  aggravated  the  symptoms,  and  even  death 
has  been  directlj^  attributed  to  it;  but  in  these  cases  the  possi- 
bility of  a  decomposed  serum  seems  not  to  have  been  carefully 
excluded.  It  has  been  pointed  out  that  a  very  large  dose  of 
the  serum  may  destroy  at  once  too  many  bacteria,  and  the 
effect  of  an  enormous  number  of  dead  streptococci  in  the  blood 
might  be  more  serious  than  living  germs;  yet  it  is  to  be  remem- 
bered that,  as  far  as  we  know,  this  serum  does  not  directly 


OF   STREPTOCOCCIC   INFECTION.  67 

destroy  the  germs,  and  we  cannot  entertain  this  possible  dan- 
ger. However,  since  a  stimulation  of  the  leucocytes  is  the 
action  of  a  good  antistreptococcic  serum,  it  is  possible  that  an 
excessive  dose  might  overstimulate  and  eventually  paralyze 
the  activity  of  the  white  blood  cells.  It  is  hardlj'  possible  that 
any  reasonable  dose,  say  from  10  to  30  cubic  centimetres,  has 
this  dangerous  overaction. 

The  editor  of  the  "American  Year  Book  of  Medicine  and 
Surgery^'  for  1898  sums  up  all  the  work  of  the  two  preceding 
years  in  the  field  of  orrhotherapy  applied  to  puerperal  septice- 
mia with  the  discouraging  remark  that  the  use  of  antistrepto- 
coccic serum  is  a  procedure  of  doubtful  value.  It  is  true  that 
with  an  imperfect  serum,  even  in  selected  cases,  the  results 
may  be  doubtful;  nevertheless  it  is  to  be  hoped  that  with  sera 
of  high  potencies  clinical  results  will  become  more  uniform. 

The  study  of  statistics  certainly  does  not  lead  one  to  expect 
brilliant  results;  but  the  poor  results  in  the  past  may  be  accounted 
for  in  a  great  measure,  first,  by  the  use  of  a  worthless  or  infe- 
rior serum;  second,  by  the  existence  of  mixed  infections;  and 
third,  by  delay  in  inaugurating  the  treatment.  A  great  major- 
ity of  cases  reported  were  those  in  which  all  other  measures 
had  proved  useless,  and  in  which  the  disease  had  existed  for 
many  days  and  a  variety  of  secondarj^  affections  had  occurred; 
as  a  natural  consequence  grave  disorganization  of  the  blood 
and  tissue  cells  had  taken  place.  Then,  again,  too  little  care 
has  been  bestowed  in  the  test  cases  in  regard  to  a  bacteriologi- 
cal diagnosis,  and  fevers  due  to  the  staphylococcus,  bacillus  coll 
communis,  etc.,  have  been  treated  as  a  streptomycosis.  It  is 
necessary  in  all  cases  to  establish  the  identity  of  the  micro-or- 
ganism present,  and  if  a  good  serum  has  little  effect  it  may  be 
safely  assumed  that  other  bacteria  besides  the  streptococcus  are 
present.  The  literature  already  contains  a  sufficient  number 
of  cases  to  inspire  us  with  great  expectations  in  regard  to  the 
value  of  a  good  serum. 

The  good  effect  may  be  noted  in  less  than  twelve  hours. 
The  temperature  drops  from  104°  to  100°,  the  great  mental  de- 
pression disappears,  the  appetite  returns,  the  mouth  becomes- 
moistened  with  an  increased  flow  of  saliva,  the  secretion  of 
urine  is  increased,  and  suppuration  is  checked.  So  decided  are 
these  results  in  some  cases  that  it  is  impossible  to  escape  the 
conviction  that  the  serum  has  a  marked  beneficial  effect.  Hirst 
tries  to  find  a  great  many  difficulties  attending  its  use,  which 
make  the  treatment  of  doubtful  value;  but  all  these  may  be 
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overcome  by  making  a  microscopic  examination  of  the  lochia 
at  once  and  using  the  serum  promptly  if  the  streptococci  are 
present  in  large  numbers.  It  is  possible,  as  Borland  suggests, 
that  the  administration  of  nuclein  in  addition  to  the  serum, 
by  the  production  of  hyperleucocytosis,  may  hasten  a  cure. 
Hirst  reports  such  an  instance  where  the  patient  improved  at 
once  after  the  injection  of  nuclein.     Pilocarpine  might  be  used 
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Chart  I.— Case  I.    10  -  cubic  centimetres  of  serum  injected. 

for  a  similar  purpose.  Let  me  urge  that  it  is  absolutely  neces- 
sary to  have  a  fresh  serum  not  over  two  or  three  weeks  old,  as 
these  sera  rapidly  deteriorate. 

Case  I. — Mrs.  S.,  primipara,  was  delivered  by  midwife.  In 
the  same  house  the  father  of  the  patient  had  erysipelas.  On 
the  third  day  patient  had  chill  followed  by  fever.  Dr.  Bri- 
bach  was  summoned  and  instituted  the  usual  local  and  general 
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measures.  I  saw  her  on  the  fourth  day.  Her  condition  then 
was  very  grave.  Temperature  was  high,  pulse  rapid,  and 
there  was  great  depression.  The  blood  was  examined  by  Dr. 
C.  Fisch  and  a  hyperleucocytosis  was  found.  The  lochia 
showed  a  pure  culture  of  streptococcus  pyogenes,  which  used 
on  guinea-pigs  promptly  killed  them. 
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Chart  II.— Case  II. 

The  serum  treatment  was  then  resorted  to.  The  patient  re- 
covered rapidly.  The  effect  is  best  shown  by  temperature  and 
pulse  curves  (Chart  I.). 

Case  II. — Primipara  in  the  fifth  month  of  pregnancy  was 
attacked  by  influenza  with  considerable  fever,  and  aborted. 
Fetus  was  born  before  Dr.  McLean  arrived,  and  finger  was  not 
introduced    into    the   vagina.     Temperature    reached   104.4°. 
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Lochia  taken  from  cervical  canal  showed  streptococci  inlarge 
numbers.  Three  injections  of  serum  were  given  within  three 
days.  The  fever  fell  and  for  the  next  six  days  showed  the 
characteristic  typhoid  curve.  On  the  sixth  day  after  the  drop 
an  abundant  roseola  was  discovered.  The  streptococci  had 
disappeared  from  the  lochia.     Intrauterine  douches  were[used» 
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Chart  Ill.-Case  III. 

The  case  ran  the  usual  course  of  typhoid  fever  until  far  into 
convalescence,  when  a  hydrothorax  developed.  Aspiration 
was  done  by  Dr.  Tupper.  The  fluid  was  examined  and  found 
to  be  sterile.     Recovery.     (Chart  II.) 

Case  III. — Patient  was  infected  nearly  three  weeks  after 
labor  by  a  nurse  who  had  dressed  a  chronic  suppurating  wound 
before  giving  the  douche.     Temperature  rose  to  105. 2°  and  pulse 
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to  160.     I  saw  the  case  in  consultation  with  Dr.   Moore  and 
advised  the  injection  of  antistreptococcic  serum  (Fisch). 

J^Tumerous  streptococci  were  found  in  the  lochia.  They  were 
tested  on  guinea-pigs  and  found  virulent.  A  marked  leucocy- 
tosis  was  present.  On  the  twent3^-first  daj^  after  confinement, 
when  the  patient  seemed  moribund,   serum  was  resorted  to. 
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Chart  IV.-Case  III. 

Two  injections  were  given  daily  (Chart  IV.).  The  temperature 
rapidly  fell  and  patient's  condition  improved  surprisingly  for 
four  days  and  the  streptococci  disappeared  from  the  lochia. 
But  fever  rose  again,  and,  in  spite  of  double  daily  injections  of 
serum,  remained  high  until  the  forty- second  day  after  confine- 
ment (Chart  v.).  Extensive  exudation  in  the  pelvis  developed 
and  slowly  disappeared  during  this  period.    No  abscess  was 


72 


SAUNDERS:  SERUM  TREATMENT 


made  out.  On  the  forty-second  day  temperature  was  abso- 
lutely normal  and  patient  apparently  fully  convalescent.  On 
the  forty-ninth  day  symptoms  of  acute  obstruction  arose;  high 
temperature  and  death  within  forty-eight  hours.  (Chart  VI.) 
The  autopsy,  made  by  Dr.  Lyon,  showed  an  old,  extensive 
pelvic  peritonitis;    a  small  collection   of  pus  in  Douglas'  cul- 


CirART  v.— Case  III. 
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Chart  Vl.-Case  III. 


de-sac,  with  a  recent  peritonitis  aflfecting  chiefly  the  coils  of  the 
ileum;  internal  strangulation  existed.  Cultures  from  this 
abscess  showed  the  staphylococcus  pyogenes  albus.  but  no  other 
micro-organism. 

Case  IV. — Patient  had  a  chill  on  the  third  day  after  con- 
finement, with  a  temperature  on  the  fifth  day  of  105.2''.  Dr. 
Wolfort  curetted  and  douched;    the  temperature  fell  to  102°. 
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Lochia  showed  a  pure  culture  of  virulent  streptococci.  Blood 
showed  a  profuse  leucocytosis.  Double  daily  injections  of  ten 
cubic  centimetres  of  antistreptococcic  serum  (Fisch)  were  given. 
Convalescence  was  completely  established  on  the  eleventh  day 
.(Chart  VIL). 

Case  V.— H.  K,,    boy,    age   9  years,    accidentally  cut    his 
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Chart  VIL— Case  IV. 

hand  with  a  pocket-knife.  Two  days  later  the  boy  picked  the 
wound  with  a  needle  and  removed  the  crust  that  had  formed. 
On  the  following  day  the  hand  became  swollen  and  very  ten- 
der, and  he  first  came  under  my  observation. 

Found  a  small  incised  wound  one  centimetre  in  length  on 
fold  between  thumb  and  index  finger.  The  floor  of  this  wound 
was  covered  with  pus.     On  the  thumb  also  a  small  cut  was  to 
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be  seen.  The  hand  was  decidedly  swollen  and  tender.  The 
wound  was  cleansed  thoroughly  and  some  aristol  dusted  into  it, 
then  bandaged. 

Patient  was  seen  next  day.  The  local  symptoms  had  become 
aggravated.  Lymphatics  along  the  palmar  surface  of  forearm 
were  red  and  tender.  Some  fever  had  also  developed.  The 
original  wound  showed  some  improvement,  but  was  curetted 
and  a  corrosive  sublimate  poultice  (1  :  1000)  was  constantly 
kept  to  hand  and  forearm.  On  the  fourth  day  the  constitutional 
symptoms  were  very  marked.  Temperature  105°,  pulse  140; 
anorexia,  dry  mouth,  and  great  depression.  The  local  symp- 
toms were  very  much  aggravated.  Almost  whole  arm  swollen, 
but  particularly  about  the  elbow;  the  integument  was  red, 
swollen,  and  slightly  edematous.     No  incisions  were  made. 
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Chart  VIII.— Case  V. 

Four  injections  of  five  cubic  centimetres  each  were  given  on 
as  many  days,  and  temperature  fell  to  9'J.  G°.  Inflammation  had 
subsided  except  at  the  shoulder.  For  two  days  no  injection 
was  given,  and  temperature  again  rose  to  more  than  104°, 
pulse  130.  An  injection  of  ten  cubic  centimetres  was  then  re- 
sorted to,  and  temperature  rapidly  fell  to  normal  and  remained 
there.  The  corrosive  sublimate  poultices  had  been  continued 
throughout  the  course  of  the  disease  (Chart  VIII.). 

The  following  facts  in  connection  with  this  case  deserve  spe- 
cial mention:  The  temperature  fell  very  rapidly  after  the  injec- 
tions commenced;  the  local  symptoms  improved  rapidly  and 
suppuration  was  entirely  prevented;  the  duration  of  the  dis- 
ease was  very  short;  the  convalescence  was  very  rapid;  the 
distal   parts  of  the    inflammation  healed  first;   the  last  local 
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inflammation  to  disappear  was  that  in  the  axillary  lymphatic 
nodes. 

A  study  of  these  cases  shows  a  definite  effect  of  the  anti- 
streptococcic serum  in  every  case.  In  cases  number  1,  4,  and 
5,  typical  and  uncomplicated  streptococcic  infection,  the  cure 
was  rapid  and,  compared  with  the  usual  results  in  such  cases, 
certainly  remarkable.  Case  2  had  a  large  number  of  compli- 
cations, but  nevertheless  the  streptococcic  invasion  was  utterly 
stamped  out,  as  shown  both  by  temperature  and  by  lochial  ex- 
amination. In  Case  3  the  streptococcic  infection  was  eradi- 
cated probably  after  the  sixth  injection,  but  the  staphylococcus 
finally  caused  the  death  of  the  patient. 

I  have  used  the  serum  in  one  case  of  septic  infection  begin- 
ning on  the  thirteenth  day  of  scarlet  fever.  The  temperature 
rose  abruptly  to  106°,  having  become  normal  and  convalescence 
satisfactory.  Aphasia  supervened  at  the  same  time  and  per- 
sisted until  death.  Retraction  of  the  head  was  very  marked 
twenty-four  hours  previous  to  death.  The  diagnosis  was  not 
established  with  any  certainty,  but  was  probably  abscess  of 
the  brain.  The  serum  was  given  in  large  doses,  in  the  vain 
hope  that  the  provisional  diagnosis  might  be  incorrect. 
1635  S.  Grand  street. 
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MODIFIED  UTERINE  SOUND. 


To  THE  Editor  of  Thk  I\merican  Journal  of  Obstetrics,  etc. 


Dear  Sir. — I  am  sending  you  down  a  sound  I  have  had  in 
use,  both  in  hospital  and  private  practice,  for  several  years.  I 
would  like  to  have  it  brought  before  the  attention  of  the  pro- 
fession, and  if  you  will  insert  in  your  Journal  this  letter,  to- 
gether with  a  drawing  of  the  instrument,  I  shall  feel  obliged. 

For  [many  years  teachers  taught  that  the  sound  was  an 
instrument  to  be  avoided;  that  its  use  was  liable  to  be  followed 
by  all  sorts  of  dangerous  results.  There  can  be  no  doubt  that 
this  is  nonsense  and  that  a  clean  sound  passing  into  a  clean 
uterus  by  gentle  fingers  can  do  no  harm.  I  use  the  sound  con- 
stantly and  without  meeting  with  any  of  the  disturbances 
ascribed  to  its  use  by  many  authors. 
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I  never  use  it  in  a  case  in  which  the  uterus  is  bound  down  by 
adhesions  or  in  which  I  am  satisfied  that  pus  tubes  are  present. 
The  chief  danger  in  its  use  appears  to  me  to  be  in  the  dis- 
turbance of  the  adhesions  of  the  fimbriated  ends  of  the  tubes 
when  they  contain  pus.  This  disturbance  may  also  occur  as 
a  consequence  of  digital  examination  when  no  sound  is  used. 

For  the  purpose  of  diagnosis  the  sound  has,  to  my  mind, 
always  had  one  drawback,  namel}^  its  liability  to  slip  out  from 
the  uterus  during  an  examination,  unless  held  by  an  assistant. 
I  am  afraid  to  allow  an  assistant  to  hold  a  sound,  for  fear 
that  it  may  be  pushed  through  the  uterine  fundus.  To  do 
away  with  this  third  hand  the  handle  has  been  made  flat 
and  wide,  in  order  that  it  may  be  grasped  between  the  third 


Ross'  uterine  sound. 

and  little  fingers  and  the  ball  of  the  thumb  while  the  index 
and  second  fingers  are  introduced  into  the  vagina.  With  the 
left  hand  over  the  pubes  and  the  right  hand  occupied  as  above 
stated,  pelvic  tumors  can  be  very  exactly  outlined  and  their 
attachments  can  be  very  accurately  made  out.  The  uterus  is 
kept  straight  with  the  sound,  one  finger  in  the  vagina  pushes 
up  on  the  cervix  to  elevate  the  whole  uterus  within  easy 
reach  of  the  external  hand,  and  the  index  finger  can  then  be 
used  to  greater  advantage. 

Many  of  my  medical  friends  here  who  have  used  this  partic- 
ular sound  for  purposes  of  diagnosis  consider  that  it  is  of  use. 

Yours  trulj^, 

James  F.  W.  Ross. 
481  Sherbourxe  street, 
Toronto,  November  30,  1898. 


NORMAL  OR  DECINORMAL? 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  Etc. 


Sir: — In  the  October  number  of  your  Journal  there  is  a 
protest  from  Dr.  Roberts  against  the  employment  of  the  term 
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"decinormal  salt  solution"  as  suggested  by  Dr.  Gaynor  to 
express  in  scientific  terminology  a  solution  of  salt  intended  for 
transfusion  as  a  remedy  for  certain  conditions  to  which  the 
latter  is  theoretically  and  practically  applicable. 

In  my  view,  Dr.  Roberts  is  only  appai^ently  correct  in  his 
statements,  while  Dr.  Gaynor  is  absolutely  so. 

It  would  appear  that  Dr.  Gaynor  can  adopt  the  standard 
chemical  definition  founded  on  a  unit  of  value  accepted  by  all 
chemists  and  pharmaceutists,  while  D  r.  Roberts  arrives  at  his 
definition  from  the  physiological  side,  which  does  not  carry 
with  it  the  fixed  and  definite  idea  of  that  advanced  by  Dr. 
Gaynor . 

According  to  the  United  States  Dispensatory,  ''  Volumetric 
solutions  are  designated  as  normal  when  they  contain  in  one 
litre  the  molecular  weight  of  the  active  reagent  expressed  in 
grammes,  and  reduced  to  the  valencj^  corresponding  to  one 
atom  of  replaceable  hydrogen  or  its  equivalent. " 

Now,  based  upon  this  formula,  a  normal  chloride  of  sodium 
solution  would  represent  58.84  grammes  of  chloride  of  sodium 
to  a  litre  of  water;  consequently  a  decinormal  salt  solution 
would  represent  one-tenth  of  this  amount,  equivalent  to  5.84 
grammes  of  chloride  of  sodium  to  a  litre  of  water,  this  solution 
almost  exactly  corresponding  to  the  normal  proportion  of  salt 
contained  in  the  blood — that  is,  in  round  numbers,  six  parts  to 
one  thousand  parts. 

In  an  emergency  or  for  other  reasons,  a  physician  may  even 
order  from  his  druggist  for  transfusion  a  "  decinormal  salt 
solution'^;  if  ordering  a  "normal  salt  solution,"  it  is  obvious 
he  will  obtain  one  ten  times  the  required  strength. 

It  would  seem  that  a  term  should  be  employed  which  is  uni- 
versally understood,  and  moreover  one  which,  being  hardly 
less  physiological  in  its  meaning,  is  certainly  more  scientific 
and  accurate;  for  even  if  physiologically  considered,  there  is 
some  difference  in  meaning  between  a  "normal  salt  solution  " 
and  a  solution  in  ivater  of  that  amount  of  salt  which  is  nor- 
mally contained  in  the  human  blood.  Therefore,  with  the  ut- 
most propriety,  we  may  continue  to  use  the  term  "  decinormal 
salt  solution."  Henry  K.  Leake,  M.D. 

Dallas,  Texas. 
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TRANSACTIONS  OF  THE   SECTION  ON 

G-YNBOOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  November  17,  1898. 
Edward  P.  Davis,  M.D.,  in  the  Chair. 
Dr.  John  B.  Deaver  read  a  paper  on 

SUTURE   OF   THE  WOUND   AFTER   ABDOMINAL  SECTION.' 

Dr.  George  Erety  Shoemaker, — The  subject  is  one  of  a 
good  deal  of  importance.  I  would  agree  with  the  speaker  in 
man}^  of  his  points,  particularly  in  regard  to  the  desirability  of 
opening  through  muscle  and  not  attempting  to  separate  the 
linea  alba.  Much  can  be  learned  which  is  pertinent  to  this  sub- 
ject by  a  study  of  the  problems  of  radical  cure  of  inguinal  her- 
nia. As  a  result  of  the  evolution  of  these  operations,  it  is  a 
matter  of  general  agreement  that  it  is  necessary  to  prevent  the 
formation  of  a  pit  or  depression  internall}^  at  the  site  of  the 
wound,  also  that  the  method  of  suturing  in  tiers  is  the  best. 
It  seems  to  me  that  the  through-and-through  suture  is  open 
always  to  the  objections  of  producing  this  depression  on  the 
peritoneal  aspect  of  the  wound,  also  of  failing,  except  under 
ideal  conditions,  to  properly  approximate  corresponding  tissues, 
and  also  of  being  apt  to  produce  a  solid  scar,  which  solidity 
does  away  with  the  slight  protection  of  a  movable  cushion  of 
properitoneal  fat.  For  that  reason,  wherever  there  are  no 
complications,  it  is  my  custom  to  suture  in  layers,  first  the 
peritoneum  with  very  fine  silk,  expecting  the  properitoneal  fat, 
if  well  developed,  to  fall  together,  then  suturing  the  muscles 
with  running  chromicized  catgut.  Of  course  the  longitudinal 
muscle  bundles  would  easily  split  apart  again,  but  it  is  very 
desirable  to  fill  in  completely  the  wound  and  to  prevent  the 
formation  of  a  pit  from  intra-abdominal  pressure.  Lastly,  I 
close  strongly  the  sheath  of  the  rectus  with  chromicized  gut 
and  the  skin  with  subcuticular  silk.  This  method  of  operation 
is  unsuitable  for  drainage  cases  and  for  infected  cases,  where 
there  can  be  no  question  that  the  through-and-through  suture 
is  better.  The  suture  material  is  more  or  less  a  matter  of 
choice  for  the  operator.  Personall}^  I  like  to  feel  that  all  the 
material  will  ultimately  be  removed  from  the  wound.  I  have 
therefore  abandoned  the  use  of  the  buried  silkworm  gut,  not 
because  I  did  not  in  a  long  series  of  cases  get  aseptic  immedi- 
ate results,  but  because,  in  a  year  or  more,  in  perhaps  one  or 
two  per  cent    of    cases  there  would   be  a  stitch  or  two  to  be 

'  See  original  article,  p.  25. 
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removed.  I  think  the  same  is  true  of  silver  wire,  as,  by  closely- 
questioning  the  principal  operators  who  have  used  it  for  any 
length  of  time,  I  have  found  that  in  a  very  small  percentage  of 
cases  a  subsequent  operation  is  necessary  to  remove  one  or  two 
or  more  stitches  a  year  or  two  later.  Personally  I  prefer  to 
use  a  chromicized  suture,  which  will  carry  on  the  approxima- 
tion during  three  or  four  weeks  and  will  then  disappear.  We 
know  that  after  the  first  three  or  four  weeks  no  suture  material 
can  aid  in  the  strength  of  a  wound,  because  if  there  is  any 
permanent  tension  on  the  suture  the  tissues  cut  until  that  ten- 
sion is  relieved.  The  hernias  that  I  have  personally  been 
■called  upon  to  close  have  been  invariably  in  cases  where  the 
through-and-through  method  of  suture  had  been  used  by  vari- 
ous good  operators.  One  reason,  but  not  the  only  reason,  for 
this  is  that  surgeons  in  this  part  of  the  country  have  used  that 
method  very  much  more  frequently  than  the  other. 

Dr.  John  C.  Da  Costa. — I  can  heartily  indorse  Dr.  Dea- 
ver's  idea  of  entering  the  abdomen  through  the  muscle  and 
not  through  the  linea  alba.  Up  to  fifteen  years  ago  very  ex- 
plicit directions  used  to  be  given  for  making  the  incision  in 
linea  alba,  and  you  were  told  if  you  got  into  the  muscle  3'ou 
were  to  take  a  grooved  director  and  hunt  for  the  furrow  and 
cut  through  it.  Our  results  then  were  not  as  good  as  they  are 
to-day.  It  is  my  practice  to  make  the  incision  near  the  central 
line  without  regard  to  the  linea  alba,  preferring  to  go  through 
muscle.  In  that  way  you  have  a  cleaner  cut,  and  therefore 
may  hope  for  good  union. 

In  regard  to  closing  the  wound,  I  have  tried,  as  most  of  us 
have,  various  sutures,  and  have  settled  down  to  the  tier 
suture.  The  character  of  the  suture  we  use  makes  very  little 
difference.  The  union  and  non-union  is  largely  a  matter  of 
who  does  the  suturing.  A  man  as  experienced  as  Dr.  Deaver 
will  have  success  with  almost  any  suture.  He  has  learned  to 
suture  in  such  a  way  that  muscle  comes  to  muscle,  fascia  to 
fascia,  and  skin  to  skin;  but  the  ordinary  beginner  who  uses 
the  through-and-through  suture  will  have  peritoneum  against 
muscle,  and  muscle  against  fascia,  and  his  wound  will  be  up 
one  side  and  down  on  the  other,  and,  as  a  natural  result,  he 
will  not  have  good  union.  In  making  tier  sutures  I  cannot 
agree  with  Dr.  Shoemaker  about  the  preperitoneal  fat,  because 
in  a  great  many  cases  we  operate  on  we  do  not  find  pro- 
peritoneal  fat.  We  find  the  peritoneum  in  close  apposition  to 
the  fascia,  and  we  will  find  it  often  adherent  to  the  abdominal 
wall,  so  it  is  with  difficult}^  we  can  separate  the  two.  I  like  a 
tier  suture.  I  run  up  the  peritoneum  with  a  running  suture, 
then  take  the  fascia  and  the  muscle  in  the  next  row,  and  it  is  a 
very  important  point  to  get  the  two  sides  of  the  fascia  so  that 
they  are  even  together  or  overlap.  If  you  get  them  together 
you  will  have  a  tight  abdomen;  if  you  do  not  get  them  to- 
gether you  will  have  hernia.  The  next  row  I  take  through  the 
skin,  cellular  tissue,  and  down  through  the  fascia,  reinforcing 
the  row  of  sutures  already  in  the  fascia.  As  to  the  material,  I 
do  not  like  to  leave  anything  under  the  skin  that  will  remain 
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there.  I  use  for  the  peritoneum  a  fine  gut,  for  the  fascia  a 
heavier  one,  and  for  tlie  third  row  silkworm  gut  or  silver  wire. 
I  used  to  use  Chinese  silk,  but  at  present  use  silver  wire,  hav- 
ing gone  back  to  my  custom  of  fifteen  j'ears  ago,  I  cover  the 
whole  surface,  after  the  wound  is  perfectly  dry,  with  silver  foil. 
The  absence  of  hernia  depends  upon  who  does  the  work.  The 
expert  man  can  make  union  with  almost  any  suture.  In  re- 
gard to  umbilical  hernia,  I  have  seen  and  operated  on  some 
ver}^  bad  hernias,  and  I  think  the  reason  that  hernias  return 
after  operation  is  that  often  the  operator  does  not  go  far 
enough.  He  will  make  his  cut,  and  he  will  find  the  muscle 
covered  with  a  dense  fascia,  and  will  sometimes  snip  a  little 
bit  off,  sometimes  not,  and  attempt  to  unite  the  two  sides.  In 
these  operations  for  umbilical  hernia  you  must  go  far  enough 
up  and  far  enough  down,  making  a  fresh  cut  through  the  ab- 
domen in  two  places  (above  and  below),  and  then  split  thor- 
oughly the  fascia  covering  the  muscle.  You  will  find  then 
that  the  muscle  will  be  free  and  that  you  can  close  it  with  two 
rows  of  catgut  suture.  I  do  not  use  silver  wire  here.  You 
should  sew  together  the  lower  layers  on  each  side,  then  th& 
upper  layers  on  each  side,  uniting  the  fascia  at  the  same  time 
that  you  unite  the  upper  part  of  the  muscles,  then  close  with  a 
suture  that  will  go  through  skin  and  fascia.  I  think  our  ab- 
sence of  hernias  in  late  days  in  general  abdominal  operations  is 
rather  due  to  the  expertness  of  the  men  who  are  doing  it  than 
to  any  particular  form  of  suture. 

Dr.  H.  D.  Beyea. — In  reference  to  silver  wire  as  a  suture 
for  the  fascia  of  the  rectus  muscle  in  closing  the  abdominal 
wound,  I  have  employed  this  method  in  about  80  cases  during 
the  last  year  and  a  half,  and,  with  Dr.  Deaver,  I  have  never 
seen  it  cause  trouble  worth  speaking  of.  Among  these  cases 
there  was  one  patient  who  complained  of  pain  over  the  site  of 
insertion  of  one  wire  suture  for  a  few  days  after  she  returned 
home.  Another  patient  had  a  small  amount  of  suppuration  in 
the  wound,  and  after  several  weeks  a  wire  suture  was  dis- 
charged. The  only  other  instance  where  I  have  known  of  this 
method  causing  symptoms  was  in  a  case  operated  upon  by  Prof. 
Penrose.  It  was  the  first  time  he  had  used  silver  wire  in  the 
fascia,  and  he  did  not  turn  down  the  ends  of  the  twisted  wire. 
The  patient  being  a  thin  woman,  and  there  was  thus  little  su- 
perficial fascia  to  bury  the  ends  of  the  wire,  these  ends  after  a 
few  weeks  almost  protruded  through  the  skin.  She  came  back 
to  the  hospital  and  I  removed  the  sutures. 

Two  methods  of  closing  the  abdominal  wound  are  employed 
at  the  Universit}^  Hospital.  Where  the  wound  is  small,  as  in 
the  operation  for  ventrosuspension  of  the  uterus,  the  peritoneum 
is  closed  with  fine  silk,  the  fascia  of  the  rectus  muscle  with  in- 
terrupted silver- wire  sutures,  and  the  skin  is  closed  with  a  fine 
silk  intracutaneous  suture.  In  introducing  the  silver  wire  we 
take  pains  to  catch  a  considerable  amount  of  the  fascia  and 
secure  accurate  apposition,  and  also  we  are  very  careful  to  turn 
down  the  twisted  ends  of  the  wire.     For  a  time  we  used  catgut 
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to  bring  the  superficial  fascia  together,  but  found  that  it  now 
and  then  caused  necrosis  of  tissue  and  some  suppuration  fol- 
lowed. In  other  cases,  where  the  wound  is  large  (after  hys- 
terectomy for  a  large  fibroid  tumor),', the  mass  silkworm-gut 
sutures  are  employed,  the  fascia  being  closed  with  silver  wire  as 
mentioned.  I  have  seen  during  the  last  five  years,  after  all  the 
cases  operated  upon  b}^  Prof.  Penrose  and  myself,  only  two  or 
three  hernias. 

Dr.  R.  C.  Norris. — I  have  not  had  the  pleasure  of  hearing 
Dr.  Deaver's  paper,  but  I  would  like  to  bear  testimony  to  a 
method  I  have  been  employing  for  nearly  three  years,  that  has 
been  so  satisfactory  that  I  have  never  felt  like  making  a  change. 
In  my  experience,  when  drainage  is  not  used,  I  have  found 
wholly  efficient  through-and-through  sutures  of  silkworm  gut 
and  a  running  chromicized  catgut  suture  to  close  the  fascia. 
I  have  followed  my  cases  very  closely,  to  ascertain  what  pro- 
portion of  them  developed  hernias.  As  we  all  know,  our  hernia 
cases  frequently  go  to  other  surgeons;  but  1  think  I  have  had 
the  good  fortune  to  follow  my  cases  very  closely,  and  I  can  say 
that  I  have  not  seen  a  hernia  follow  this  method  of  closing  the 
wound.  The  essential  principle  of  the  prevention  of  hernia 
hangs  upon  accurate  apposition  of  the  fascia,  and  that  can  be 
brought  about  by  a  continuous  catgut  suture.  The  strain  on 
the  wound  is  borne  by  the  through-and-through  sutures,  which 
emerge  and  enter  close  to  the  margin  of  the  peritoneum .  We 
have  the  additional  advantage  of  uniting  the  tissues  plane  to 
plane.  There  is  also  not  the  same  danger  of  a  hematoma, 
which  we  know  sometimes  follows  when  we  use  a  continuous 
catgut  suture  in  tiers.  The  advantage  claimed  for  stitching 
together  separately  the  cut  edges  of  the  peritoneum  I  could 
never  quite  appreciate.  I  have  never  seen  a  hernia  that  was 
not  covered  with  peritoneum.  The  only  theoretical  advantage 
of  a  continuous  suture  of  the  peritoneum  is  that  it  may  prevent 
adhesions  to  the  peritoneal  surface.  Accurate  apposition  of 
the  fascia  of  the  rectus  muscle,  through-and-through  stitches 
not  tied  too  tightly,  in  order  not  to  bind  the  wound  or  strangu- 
late it,  are  the  features  of  the  method  I  have  used  very  many 
times  and  alwaj^s  with  satisfaction. 

I  formerly  used  the  tier  suture,  but  an  occasional  hematoma 
and  breaking  down  of  the  wound  convinced  me  that  I,  at  least, 
could  not  use  that  method  as  satisfactorily  as  I  could  the  inter- 
rupted sutures  with  fine  chromicized  catgut  to  approximate 
accurately  the  cut  sheath  of  the  rectus  muscle.  When  the  fat 
in  the  abdominal  wall  is  abundant,  a  subcuticular  suture,  placed 
before  tying  the  silkworm-gut  sutures,  will  prevent  the  ever- 
sion  of  the  skin  margins  of  the  wound  that  otherwise  is  very 
apt  to  occur. 

Dr.  John  B.  Shober. — My  method  has  given  me  great 
satisfaction  and  is  practically  the  method  Dr.  Deaver  advanced 
in  his  paper.  I  heartily  approve  of  through-and-through  su- 
ture in  most  abdominal  wounds.  I  do  not  use  it  in  small 
abdominal  wounds,  as  after  hysterorrhaphy,  because  it  seems 
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scarcely  necessary  to  support  these  wounds;  the  tier  suture  is 
suflScient.  I  use  fine  silk  for  approximating  peritoneum  for  the 
reason  Dr.  ISTorris  has  spoken  of — namely,  that  it  may  tend  to 
lessen  the  tendency  to  adhesion — and  I  follow  it  up  by  suturing 
the  fascia  with  strong  catgut  and  then  apply  the  intercuticular 
stitch.  In  larger  wounds  I  invariablj'  make  a  practice  of  sup- 
porting the  line  of  union  by  a  number  of  through-and-through 
silkworm-gut  sutures  about  one-half  to  one-quarter  of  an  inch 
apart.  For  the  fascia  I  use  interrupted  silver-wire  sutures  or 
carefully  prepared  catgut,  being  very  careful  to  dispose  of  the 
ends  of  the  wire  so  that  they  will  not  irritate  the  superficial 
fascia.  Throughout  the  wound  should  be  kept  dry  by  gentle 
mopping.  If  there  is  much  superficial  fascia  it  is  closed  by 
a  tier  of  buried  catgut,  then  the  intracuticular  stitch,  after 
which  the  through-and-through  silkworm  gut  is  tied.  The 
important  thing,  as  we  all  know,  is  to  keep  each  layer  approxi- 
mated to  corresponding  layer,  and  it  is  very  important  to  keep 
the  wound  absolutely  drj^  during  the  procedure. 

I  do  not  think  it  makes  any  difference  whether  the  incision 
is  made  through  muscle  or  linea  alba.  In  going  through  the 
linea,.  the  edges  of  the  sheaths  of  the  recti  muscles  are  always 
split  at  any  rate,  thus  exposing  the  fibres  and  bringing  muscle 
to  muscle  when  the  wound  is  closed. 

Dr.  Johx  C.  Da  Costa. — In  regard  to  keeping  wound  dry, 
I  have  had  very  good  success  in  a  method  I  have  adopted  for 
three  or  four  years  past.  As  each  layer  is  closed  I  sponge  the 
■whole  raw  surface  off  with  alcohol.  I  am  not  at  all  afraid  to 
use  alcohol  upon  the  peritoneum,  and  in  using  it  in  this  way 
you  will  have  a  clean  wound,  a  dry  wound,  and  an  aseptic 
wound.  People  are  afraid  to  use  alcohol,  fearing  it  is  too  great 
an  irritant  to  the  peritoneum.  One  of  the  good  ways  of  stop- 
ping hemorrhage  deep  down  in  the  pelvis  when  you  have  ooz- 
ing, when  you  find  your  packing  does  not  control  it  and  j^ou 
cannot  put  in  a  suture,  is  to  take  a  sponge,  dip  it  in  alcohol, 
squeeze  it  out,  and  put  it  in  the  pelvis.  That  will  keep  the 
wound  clean  and  will  keep  it  dry  and  keep  it  aseptic. 

Dr.  Edward  P,  Davis. — I  have  recently  had  occasion  to 
suture  several  extensive  abdominal  incisions.  Some  of  these 
occurred  after  Cesarean  operation,  when  necessarily  the  inci- 
sion was  a  large  one.  In  closing  these  wounds  I  have  not 
endeavored  to  bring  edges  of  peritoneum  together  at  all,  but 
have  purposely  avoided  doing  so.  I  have  first  introduced  silk- 
worm-gut stitches  through  and  through.  After  they  have 
been  placed,  the  edges  of  the  peritoneum  have  been  drawn  up 
through  the  entire  length  of  the  wound  and  stitched  b}'"  chro- 
micized  catgut  of  medium  size.  The  result  of  this  has  been  to 
bring  the  surface  of  peritoneum  just  below  the  cut  edge  to  the 
corresponding  smooth  surface  of  the  opposite  side,  and  the  re- 
sult in  my  experience  is  a  very  firm  peritoneal  union.  I  prefer 
this  method  of  bringing  the  peritoneal  edges  together. 

If  aseptic  stitches  be  properly  placed  in  an  aseptic  wound 
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there  is  no  occasion  to  interfere  with  this  wound  for  from  ten 
days  to  two  weeks.  The  wound  should  be  as  thoroughly  im- 
mobilized as  possible.  For  this  purpose  I  prefer  to  dress  the 
abdominal  wound  with  the  usual  cotton  gauze,  and  then  to 
■completely  cover  this  with  strips  of  adhesive  i^laster  passing 
from  side  to  side  and  overlapping  the  edges.  The  greatest 
pressure  should  be  made  over  the  solar  plexus,  and  I  find  that 
shock  can  be  greatly  lessened,  after  operation,  by  this  pressure. 
A  many-tailed  bandage  may  be  used  outside  if  desired.  With 
this  method  I  often  leave  wounds  uutouched  for  two  weeks 
after  operation,  to  find  perfect  union  at  the  first  dressing. 

Dr.  John  B.  Deaver. — One  point  Dr.  Beyea  referred  to 
seems  to  call  for  reply — as  to  silver-wire  sutures.  After  the 
wire  is  cut  it  is  very  important  to  bury  the  point,  otherwise  we 
must  liave  trouble.  The  other  question,  as  to  division  of  the 
nerve  supplying  the  belly  wall;  this  is  responsible  for  the 
traumatic  neuritis  which  causes  a  great  deal  of  the  pain  many 
of  these  patients  suffer,  and  which  we  are  sometimes  inclined 
to  attribute  to  some  defect  in  repair  of  the  wound.  We  know 
these  nerves  are  so  situated  that  a  vertical  wound  of  any  length 
must  necessarily  entail  division  of  one  or  more  of  the  nerves. 

Dr.  E,  p.  Davis  reported 

TWO  CASES  OF  SACRO-ILIAC  DISEASE  IN  PARTURIENT  WOMEN. ^ 

Dr.  H.  Augustus  Wilson  presented  a  model  of  the  appa- 
ratus employed  in  the  treatment  of  Dr.  Davis'  cases.     He  said: 

It  is  the  old-fashioned  cuirass  modified  to  permit  of  absolute 
immobilization.  This  consists  in  part  of  a  hinged  trap  for  the 
use  of  a  bed-pan,  in  such  a  way  that  the  patient  can  be  kept  for 
upward  of  a  year,  if  necessary,  without  being  disturbed.  When 
it  is  necessary  to  sponge  the  back  the  patient  and  apparatus 
can  be  enveloped  in  a  sheet  held  firmly,  the  patient  turned  face 
down  on  the  bed,  the  apparatus  removed,  and  such  sponging 
of  the  back  as  is  required  performed. 

Cases  having  severe  pain  during  pregnancy,  caused  by  sacro- 
iliac disease,  whUe  uncommon,  are,  I  believe,  more  common 
than  ordinarily  recorded.  When  the  pain  is  of  great  severity 
it  is  far  more  apt  to  be  ascribed  to  sciatica  or  other  more  or  less 
remote  symptoms  of  disease  of  the  sacro-iliac  synchondrosis 
rather  than  to  the  real  cause,  and  the  actual  pathological  con- 
dition is  overlooked. 

The  existence  of  typical  sacro-iliac  disease — i.e.,  tubercular 
oteitis  of  this  synchondrosis — in  these  cases  may  be  doubted, 
inasmuch  as  some  analogous  cases  occurring  during  pregnancy 
sometimes  proceed  toward  complete  recovery,  which  is  not  the 
usual  course  when  a  joint  is  involved  in  a  tubercular  process. 
It  seems  to  me  to  be  clear  that  the  cases  reported  by  Dr.  Davis 
were  either  of  the  character  of  severe  sprains,  or  were  typical 
tubercular  disease  with  early  recognition  and  arrest  of  the 
pathological  process  before  suppuration  occurred. 

*  See  original  article,  p.  51. 
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All  the  symptoms  are  in  perfect  accord  with  cases  which, 
not  being  arrested  in  the  early  stages,  progressed  and  subse- 
quently developed  abscesses,  and  therefore  there  can  be,  I 
think,  no  doubt  as  to  their  real  pathological  condition.  The 
rapid  arrest  of  pain  and  the  speedy  recovery  of  these  cases  may 
be  accounted  for,  first,  by  the  early,  correct  diagnosis  and  mi- 
mediate  recourse  to  rational  treatment  applicable  to  tubercular 
bone  disease  elsew^here. 

Brvanti  is  the  only  available  text  book  that  refers  to  partu- 
rition as  a  cause,  and  says:  "  Disease  of  the  sacro-iliac  jomt  is 
occasionally  the  result  of  injury,  more  frequently  followmg 
parturition,  and  at  times  is  the  secondary  effect  of  disease  of 
the  bones  which  form  the  joint.'"' 

Erichsen'  says:  "The  sacro-iliac  disease  is  essentially  a 
very  chronic  aff^ection,  lasting  for  months  or  years."  And  fur- 
ther: "The  prognosis  of  this  disease  is  always  most  unfavor- 
able. I  am  not  prepared  to  say  that  it  is  of  necessity  fatal,  but 
I  have  never  seen  a  patient  recover  after  the  full  development 
of  the  disease  and  after  suppuration  had  set  in." 

Weller  Van  Hook  '  reports  thirty- eight  cases  with  abscess, 
with  only  three  recoveries. 

Heath '  reports  three  cases,  all  terminating  in  abscess  forma- 
tion. All  were  operated  upon,  with  two  recoveries  and  one 
reported  still  under  observation. 

The  diagnosis  is  often  difficult  for  the  reason  that  in  the  m- 
cipiency,  when  recognition  is  of  the  greatest  value,  the  symp- 
toms are  usually  not  well  marked  and  may  readily  be  confused 
with  neuralgia  of  the  hip,  sciatica,  caries  of  the  spine  or  hip. 
In  none  of  these  affections  will  lateral  pressure  upon  the 
pelvis  elicit  pain,  as  occurs  in  sacro- iliac  disease;  and  while 
this  alone  cannot  be  relied  upon,  its  value  in  conjunction  with 
the  other  symptoms  and  evidence  that  the  hip  and  spine  are 
not  involved  will  clear  up  the  diagnosis. 

In  eliciting  the  existence  of  pain  by  lateral  pressure  upon  the 
wings  of  the  pelvis,  it  must  always  be  remembered  that  this 
procedure  produces  traumatism,  which  is  a  potent  factor  in  the 
progress  of  the  disease.  The  necessity  of  obtaining  a  definite 
diagnosis  warrants  the  resort  to  this  procedure  in  concluding 
an  examination,  but  its  repetition  should  be  avoided  as  produc- 
tive of  harm. 

Complete  immobilization  of  the  parts,  with  entire  freedom 
from  tension  or  compression,  is  now  well  recognized  as  the 
means  which  best  favors  the  arrest  and  recovery  from  tuber- 
cular invasion.  In  no  way  can  this  be  accomplished  so  suc- 
cessfully as  by  recourse  to  a  form  of  bed  that  will  tend  to  avoid 
all  movement  of  the  legs  and  pelvis,  and  at  the  same  time 
be  so  arranged  as  to  facilitate  the  use  of  the  bed-pan  without 
moving  the  patient.     The  appliance  that  I  have  modified  to 

'  "  Practice  of  Surgery,'"  1875.  p.  764. 

"  "  Science  and  Art  of  Surgery,"  1878,  vol.  xi.,  p.  300. 

*  Journal  of  the  American  Medical  Association. 

"  Clinical  Lecture,  British  Medical  Journal,  December  10,  1876. 
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meet  the  exigencies  of  these  cases  was  made  for  me  by  A. 
Gustaf  Gefvert  &  Sons,  from  whom  further  information  may- 
be obtained. 

The  application  of  constricting  bands  embracing  the  pelvis 
appears  to  me  to  be  irrational  and  opposed  to  the  principles 
applied  to  all  other  joints  where  relaxation,  or  rather  avoidance 
of  direct  pressure,  should  be  sought.  The  tightly-compressing 
pelvic  bands  so  frequently  recommended  in  text  books  can 
onl}^  immobilize  the  joint  by  actively  compressing  the  already 
diseased  part  and  thereby  committing  a  surgical  sin  of  the 
greatest  magnitude.  It  is  not  impossible  to  suppose  that  the 
use  of  this  method  accounts  for  the  exceedingly  unfavorable 
results  usually  recorded,  and  there  appears  to  be  no  rational 
indication  for  its  employment. 

The  same  remarks  apply  equally  well  to  the  use  of  counter- 
irritation  by  blisters  and  actual  cautery,  which  is  likewise 
strongly  advocated  by  text  books. 

The  use  of  extension  and  counter-extension,  while  easily 
applied,  does  not  appear  to  offer  any  advantage  over  rest  by 
recumbency  without  extension.  Experience  has  shown  that 
enforced  recumbent  position  usually  quickly  affords  entire 
relief  from  pain,  and  thereby  assists  in  inducing  the  patient  to 
remain  tranquil,  without  movement,  for  many  months.  Ex- 
tension is  applicable  to  other  joints  for  the  purpose  of  over- 
coming the  muscular  rigidity  by  means  of  which  patients 
endeavor  to  prevent  motion,  and  does  not  necessarily  produce 
a  separation  of  joint  surfaces,  but  often  assists  in  securing  the 
relaxation  of  the  parts  which  is  essential  for  repair.  The 
same  complete  relaxation  is  obtained  by  enforced  recumbency 
in  a  suitable  appliance,  as  evidenced  by  the  entire  absence  of 
rigid  muscles  and  pain  usually  after  the  first  four  or  five  days. 

The  use  of  crutches  is  deprecated  for  the  reason  that  the  in- 
termittent relief  and  pressure  occasioned  by  their  use  in  walk- 
ing is  seriously  injurious.  Even  though  a  high-heeled  shoe  is 
worn  upon  the  sound  side,  direct  pressure  upon  the  affected 
joint  must  occur  with  every  movement  of  either  leg. 

During  the  necessarily  long  confinement  attention  to  the 
hygiene  and  general  constitution  is  required  to  prevent  pressure 
sores  and  maintain  the  best  possible  condition  of  the  body.  I 
have  found  that  the  use  of  guaiacol  in  five-drop  doses  three 
times  daily  was  well  borne  and  acted  favorably.  General  tonics, 
and  massage  passively  applied,  with  frequent  bathing  with 
alcohol,  greatly  increased  the  comfort  of  the  patient. 

Dr.  R.  C.  Norris. — It  has  never  been  my  fortune  to  see  a 
case  of  true  sacro-iliac  disease  follow  labor.  I  have  seen  cases 
of  intense  pain  and  disability  referred  to  the  sacro-iliac  joint, 
but  I  have  never  been  able  to  convince  myself  that  there  was 
actual  structural  change  in  the  joint.  I  believed  these  cases 
of  severe  pain  located  in  this  region  to  be  the  result  of  pressure 
upon  the  nerve  trunk  or  nerve  plexus.  I  have  seen  a  few 
women  who  for  six  or  eight  weeks  after  labor  could  not  walk 
on  account  of  pain,  and  have  administered  medicines  with  the 
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idea  that  they  were  suffering  from  neuritis.  One  patient  I 
have  in  mind  particularly  who  had  an  easy  induced  labor, 
accompanied  by  no  traumatism,  and  who  had  intense  and  ago- 
nizing pains  in  this  region  of  her  body.  After  rest  in  bed  for 
three  weeks  failed,  she  was  relieved  by  the  free  use  of  the  sali- 
cylates. The  cases  Dr.  Davis  has  reported  are  exceedingly 
interesting,  and  as  he  read  the  notes  of  them  the  only  question 
in  my  mind  was  as  to  the  diagnosis,  but  I  should  not  question 
that,  since  both  he  and  Dr.  Wilson  studied  the  cases  critically. 
In  my  experience  I  have  looked  upon  analogous  cases  as  due  to 
neuritis. 

Dk.  Wilson. — I  believe  that  the  majority  of  writers,  Bryant^ 
Bradford,  Lovatt,  state  that  there  is  no  disease  simulating 
sacro-iliac  disease  which  gives  the  evidence  of  pain  upon  lat- 
eral pressure,  such  as  always  occurs  in  sacro-iliac  disease.  In 
both  of  these  cases  to  which  Dr.  Davis  has  referred  the  diagno- 
sis was  cleared  up  b}^  this  measure. 

Dr.  John  B.  Deaver. — I  would  not  care  to  take  exception 
to  Dr.  Davis,  but  the  fact  that  so  few  cases  of  sacro-iliac  dis- 
ease recovering  are  on  record  would  make  me  incline  to  believe 
that  the  second  case  he  reports,  where  the  trouble  is  recurring, 
was  probably  not  so  serious;  it  was  entirely  due  to  parturition. 
I  have  yet  to  see  a  case  of  sacro- iliac  disease.  It  occurred 
to  my  mind  that  the  recurrence  of  pains,  in  one  case,  on  sub- 
sequent pregnancy  tended  to  confirm  belief  in  the  trouble  being 
due  to  pressure  on  nerves  incident  to  parturition.  As  to  Dr. 
Wilson's  statement  in  regard  to  actual  cautery  and  blisters, 
there  are  certain  underlying  principles  of  surgery  which 
it  seems  to  me  are  pretty  difficult  to  discard.  In  synovitis  of 
extremities  I  believe  Dr.  Wilson  will  admit  that  he  has  seen 
blisters  do  a  great  deal  of  good  and  he  has  seen  the  actual 
cautery  do  good;  but  I  grant  that  the  present  generation  does 
not  use  them  as  much  as  the  older  generation.  I  would  be 
very  much  inclined,  among  other  agents,  to  resort  to  that 
means.  The  appliance  the  doctor  exhibits  is  very  ingenious 
and  has  served  the  purpose  beautifully  in  these  cases.  "  The 
proof  of  the  pudding  is  in  the  eating  of  it,"  as  the  old  saying 
puts  it.  It  would  occur  to  my  mind  to  envelop  a  case  of 
this  kind  in  plaster-of- Paris.  Of  course  the  apparatus  immo- 
bilizes the  entire  body,  and  the  plaster  would  immobilize  pelvis 
but  could  not  immobihze  the  extremities.  It  is,  I  think,  an 
open  question  as  to  the  second  case  Dr.  Davis  narrates  being- 
one  of  sacro-iliac  disease. 

Dr.  Jelks  (guest). — I  was  very  glad  to  hear  Dr.  Wilson  re- 
fer to  Weller  Van  Hook.  I  have  the  honor  to  have  been  one 
of  his  teachers  years  ago.  He  has  written  more  upon  the  sub- 
ject than  any  writer,  and  is  an  authority,  and  the  best  we  have, 
on  sacro-iliac  disease.  It  has  been  my  fortune  in  Hot  Springs, 
Ark.,  to  see  a  good  many  cases.  I  have  seen  none  connected 
with  labor,  and  hence  I  am  not  prepared  to  discuss  this  paper 
as  to  its  appearance  after  labor.  Personally  I  have  seen  no  re- 
coveries.    They  leave  in  as  bad  shape  as  when  they  come.     I 
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thank  Dr.  Wilson  very  much  for  his  remarks  and  demonstra- 
tion of  this  immobilizing  apparatus. 

Dr.  D.  Longaker. — I  have  never  seen  a  case  of  sacro-iliac 
disease  follow  parturition.  I  have  seen  a  great  number  of 
cases  where  severe  and  rather  prolonged  traction  with  axis- 
traction  forceps  was  made  and  without  injury  to  the  sacro-iliac 
joint  in  any  instance. 

Dr.  Edward  P.  Davis. — When  these  cases  were  first  seen, 
neuritis  of  the  pelvic  nerves  seemed  the  most  probable  diagno- 
sis. Such  cases  are  not  at  all  rare.  In  these  patients,  how- 
ever, the  symptoms  of  neuritis  were  absent,  and,  upon  con- 
sultation with  Dr.  Wilson,  the  effect  of  lateral  pi  assure  and 
the  other  characteristic  symptoms  described  made  the  diagnosis 
no  longer  doubtful.  I  have  seen  after  symphyseotomy  two 
cases  in  which  the  left  sacro-iliac  joint  yielded  during  the  ex- 
traction of  the  child.  Both  of  these  patients,  however,  recov- 
ered without  trouble  and  developed  no  comph cation.  In  regard 
to  Dr.  Deaver's  suggestion  that  in  the  second  case  the  pressure 
of  the  child  causes  the  pain,  we  must  remember  that  the  pain 
and  disability  remained  after  labor  and  when  the  woman  was 
convalescent  from  labor.  In  these  cases,  also,  neuritis  of  the 
pelvic  joint  could  not  be  found.  The  treatment  suggested  by 
Dr.  Wilson  has  been  so  satisfactory  in  the  first  case  that  I  think 
we  may  hope  for  her  complete  recovery.  In  regard  to  the  sec- 
ond patient,  who  is  now  pregnant,  it  seems  possible  that  the 
increased  vascularity  of  the  parts,  which  pregnancy  brings, 
lights  up  a  chronic  inflammation  which  otherwise  would  be 
latent. 

Dr.  Edward  P.  Davis  presented  a  specimen  of 

UNRUPTURED   CYST   OF   THE   BROAD   LIGAMENT. 

This  tumor  was  taken  from  a  woman,  age  29,  who  had  borne 
one  child.  It  completely  filled  the  left  broad  ligament,  had 
pushed  the  uterus  downward  and  backward  and  to  the  right. 
It  was  removed  without  rupture  by  separating  its  adhesions  to 
the  anterior  and  posterior  layers  of  the  broad  ligament,  making 
a  pedicle  of  the  left  tube,  and  removing  a  portion  of  the  tube 
and  ovary,  which  were  firmly  adherent  to  the  tumor.  The 
tumor  seemed  to  involve  a  portion  of  the  ovary.  The  layers  of 
the  broad  ligament  were  then  brought  together  with  fine  silk 
and  the  uterus  replaced.  The  opposite  tube  and  ovary  seemed 
healthy. 

On  examining  the  tumor  a  difference  of  opinion  existed 
regarding  its  nature.  Some  thought  it  a  hydrosalpinx,  while 
others  considered  it  a  cyst  of  the  broad  ligament  in  which  hem- 
orrhage had  taken  place.  The  tumor  contained  a  dark  fluid, 
and  its  wall  resembled  a  membrane  lined  with  epithelium. 
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Meeting  of  Apinl  U,  1898. 
The  President,  E.  S.  McKee,  M.D,,  in  the  Chair. 

Dr.  R.  AV.  Stewart  presented  a  paper  on 

PUERPERAL   ECLAMPSIA." 

Dr.  E.  G.  Zinke. — This  essay  is  an  especial  and  interesting 
effort  to  determine  by  personal  investigation  the  nature  of  the 
causes  that  produce  convulsions  during  pregnane^",  labor,  or 
the  puerperal  state.  I  have  never  experimented  in  that  direc- 
tion myself^  having  preferred  to  confine  my  work  to  the  study 
of  the  labor  of  others  more  favorably  situated  than  I  am,  and 
have  followed  their  results  as  closely  as  one  can  who  is  other- 
wise busily  occupied.  The  conclusion  at  which  I  have  long 
since  arrived  tallies  with  the  opinion  entertained  by  nearly 
every  man  of  experience,  namely,  that,  noticithstanding  all 
the  careful,  painstaking  experiments  that  have  been  made 
in  the  past  and  present,  ice  are  to-day  not  one  step  furtJier 
in  our  knowledge  of  this  subject  than  tee  icere  ten,  fifteen, 
ay,  even  fifty  years  ago.  All  we  recognize  is  the  plausibility 
that  the  cause  of  puerperal  eclampsia  is  a  toxicity  of  the 
blood,  and  that  an  imperfect  or  insufficient  elimination  of 
the  effete  elements  ujithin  the  circulation  is  probably  to 
hlame  for  the  occurrence  of  an  attack  of  convulsions.  But 
the  manner  in  ivhich,  or  tuhy,  the  emunctories  cease  to  act 
p)roperly  or  entirely,  and  hoiv  the  poison  or  poisons  act 
upon  the  system,  we  do  not  knoiv  to  this  day. 

There  are  a  great  many  inexplicable  manifestations  about 
the  occurrence  of  eclamptic  seizures.  One  physician  may  prac- 
tise obstetrics  for  ten  or  fifteen  or  even  twenty  years  and  not 
see  a  single  fatal  case  of  puerperal  convulsions,  and  congratu- 
late himself  on  his  skilful  and  successful  treatment  of  the 
same;  while  his  less  fortunate  neighbor  is  obliged  to  record  a 
mortality  of  twenty-five  to  fifty  per  cent.  It  is  needless  to 
mention  and  to  dwell  upon  all  the  remedies  that  have  been 
suggested  from  time  to  time  for  the  relief  of  this  obstetrical 
complication.  We  are  all  familiar  with  them;  some  enjoy 
quite  a  reputation,  especially  morphia,  veratrum  viride,  chloral, 
and  chloroform.  When  a  case  recovers,  the  rule  is  that  the 
remed}"  last  applied  is  the  one  that  receives  credit  for  the  favor- 
able result.  In  one  instance  it  may  have  been  chlorofom,  in 
another  chloral,   in    another    morphia,   in  another  veratrum 

'  See  original  article,  p.  S8. 
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viride,  in  another  hot  baths  or  copious  sweating,  in  another 
several  or  all  of  these.  Every  now  and  then,  however,  some 
physicians  are  confronted  with  cases  in  which  all  of  these 
highly  praised  remedies  fail  and  the  patient  dies  in  spite  of  the 
most  approved  treatment — if  not  because  thereof. 

Another  remarkable  observation  is  that,  in  some  instances, 
we  have  all  the  premonitory  symptoms  of  a  possible  super- 
vention of  an  attack  of  convulsions.  The  patient  is  treated 
prophylactically;  her  condition  improves;  the  albumin  in  the 
urine  diminishes  or  disappears  completely;  all  evidences  of 
kidney  lesion  vanish;  but,  notwithstanding,  the  patient  has  an 
attack  shortly  before,  during,  or  after  labor,  and  dies  in  defi- 
ance of  all  the  care  and  remedies  promptly  and  properly 
administered. 

Again,  physicians  see  cases  and  upon  examination  find  that 
the  general  condition  is  quite  serious;  the  blood  is  in  a  bad 
state;  the  urine  shows  evidence  of  extensive  kidney  complica- 
tions; there  is  well-marked  general  anasarca;  she  is  financially 
poor;  her  surroundings  miserable:  treatment  is  refused  from 
ignorance,  or  it  may  not  be  possible  to  carry  it  out.  She  goes 
into  labor,  is  safely  delivered,  but  has  no  convulsions,  or,  if 
she  has,  recovers  promptly  (with  or  without  treatment)  after 
a  varying  number  of  attacks. 

There  is  apother  class — those  in  which  there  is  not  the  slight- 
est indication  of  impaired  health.  Suddenly,  without  warning, 
the  victim  is  thrown  into  spasms.  Sometimes  they  live,  some- 
times they  die.     Do  we  really  know  why?     No! 

And  then  there  are  those  cases  in  which  one  attack  follows 
closely  upon  the  heels  of  the  first;  there  is  a  third,  a  fourth,  a 
tenth,  a  fiftieth  attack,  with  more  to  follow,  and  yet  the  patient 
recovers  and,  what  is  strangest  of  all,  without  treatment,  too. 
I  have  seen  such  a  case  in  one  of  Europe's  best  maternities. 
The  patient  had  more  than  a  hundred  seizures.  Nothing  was 
done  excejDt  to  prevent  her  from  falling  out  of  bed.  She  re- 
covered. Here  is  food  for  thought,  for  reflection.  Who  will, 
who  can  explain? 

More  than  fifty  years  ago  Oliver  Wendell  Holmes  and  Sir 
James  Y.  Simpson  pointed  earnestly  and  persistently  to  the 
kidneys  as  the  probable  cause  of  this  disease.  Experiments 
and  clinical  observations  by  the  ablest  and  best  of  men  in  the 
profession  have  been  many.  They  form  an  unbroken  chain 
from  then  down  to  the  present,  but  the  secret  still  remains 
unsolved  and  the  treatment  is,  to  say  the  least,  of  doubtful 
efficacy.  There  is  no  proof  that  any  one  of  the  most  cherished 
means  and  methods  to  combat  this  malady  is  of  real  value. 

Are  we  not  thus  forced  to  the  conclusion  that  it  does  not 
matter  so  much  in  which  remedy  we  place  our  trust?  Of 
course  we  are  expected  to  do  something.  In  this  country,  and 
among  the  laity  abroad,  it  would  be  considered  most  brutal  to 
leave  a  woman  in  this  condition  without  an  effort  at  relief. 
Therefore  we  try  and  do  the  best  we  can  with  what  we  have  at 
our  disposal,  and  that  meets  with  professional  approval.     But 
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this  is  certain,  that  those  who  have  the  greatest  experience 
with  these  cases  entertain  considerable  doubt  as  to  the  actual 
utility  of  even  the  most  popular  remedj^  employed  for  this 
malady. 

One  can  scarcely  do  justice  to  the  paper  presented  this  eve- 
ning, because  it  contains  so  much.  It  is  only  by  careful  study 
of  it  that  one  can  judge  of  the  real  value  of  the  author's  obser- 
vations, experiments,  and  conclusions. 

Dr.  M.  a.  Tate. — The  paper  of  Dr.  Stewart  is  certainly 
very  interesting,  because  none  of  us  have  tried  to  make  many 
experiments.  Dr.  Zinke  takes  a  despairing  view  in  the  treat- 
ment of  puerperal  convulsions.  I  have  had  five  cases.  The 
first  occurred  with  Dr.  Kemper,  and  he  and  I  delivered  very 
rapidly  and  saved  both  mother  and  child.  The  second  case 
occurred  at  the  hospital,  and  I  again  attempted  to  deliver  after 
having  the  counsel  of  Dr.  Zinke  and  Dr.  Rowe;  that  patient 
and  child  both  died.  The  third  case  was  a  very  interesting 
one.  I  was  engaged  beforehand  and  put  the  patient  on  the 
best  treatment  to  my  knowledge.  She  was  taken  with  convul- 
sions, but  I  decided,  after  due  deliberation,  that  I  would  not 
deliver,  so  I  left  the  patient  alone.  She  was  eight  months 
pregnant,  and  after  having  eight  convulsions  went  on  to  term 
and  gave  birth  to  a  child  without  any  trouble  ;  she  had  no 
convulsions.  In  the  next  case  the  woman  was  in  labor,  and  I 
hastened  the  delivery  and  saved  both  mother  and  child,  al- 
though in  that  case  the  patient  was  so  bad  I  thought  there  was 
no  chance  whatever  of  saving  her.  Dr.  Johnson  asked  me  to 
see  the  last  case.  The  patient  had  been  in  convulsions  for  six 
hours.  We  gave  her  a  hypodermatic  injection  of  morphia  and 
hastened  labor.  I  dilated  the  cervix,  introduced  the  forceps 
and  delivered  hastily,  and  in  about  four  hours  after  she  died, 
going  from  one  convulsion  into  another.  The  child  was  also 
lost.  I  feel,  after  this  limited  experience,  that  every  case  is  a 
case  unto  itself. 

Dr.  C.  L.  Bonifield. — I  believe  that  veratrum  viride  prop- 
erly given  will  control  almost  all  cases  of  eclampsia.  The  dose 
Dr.  Palmer  suggests  is  certainly  a  safe  one.  I  would  recom- 
mend four  times  as  much  hypodermatically  to  begin  with,  and 
the  effect  kept  up  by  its  further  administration  by  the  mouth, 
if  the  patient  can  swallow.  Other  measures  recommended  for 
controlling  the  convulsions  are  not  to  be  neglected.  The  uterus 
is  to  be  emptied  as  rapidly  as  is  consistent  with  safety,  and  the 
bowels  are  to  be  thoroughly  cleaned  out,  but  it  is  seldom 
necessary  to  administer  drugs  other  than  veratrum. 

Dr.  Kemper. — It  seems  to  me  that  there  must  be  a  unani- 
mous disapproval  of  the  "let  alone"  or  "expectant ''treatment 
in  any  and  all  diseases.  The  results  of  such  treatment  it  is 
difficult  to  estimate  in  such  a  discussion  as  this,  since,  if  they 
prove  anything,  they  prove  too  much.  The  administration  of 
opium  in  any  form  in  cases  where  the  kidney  is  diseased  is  a 
matter  fof  solicitude  and  watchfulness.  To  make  it  effective 
in  puerperal  eclampsia  it  must,  like  any  other  remedy  in  any 
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like  case,  be  pushed  to  its  full  effect.  That  is  particularly  dan- 
gerous in  cases  of  irritable  acute  disease  of  the  kidney  or 
chronic  disease  of  the  kidney.  Unexpectedly  sudden  and  irre- 
mediable congestion  of  the  kidneys  with  fatal  suppression  of 
the  urine  often  occurs.  I  have  not  been  able  to  get  satisfactory 
results  from  veratrum  viride  and  therefore  have  discarded  its 
use.  Most  happy  results  in  my  hands  come  from  the  use  of 
chloral  and  chloroform.  My  experience  teaches  that  any  case 
of  the  disease  that  will  yield  to  medication  may  be  controlled 
and  cured  by  these  remedies.  In  all  cases  of  puerperal  eclamp- 
sia that  have  come  under  my  notice  there  has  been  chronic 
disease  of  the  kidneys,  acute  disease  of  the  kidneys,  or  chronic 
alcoholism.  In  all  cases  of  puerperal  eclampsia,  whether  mild 
or  severe,  some  recover  and  some  are  fatal.  Perhaps  the  aver- 
age number  of  recoveries  is  increasing. 

Dr.  a.  W.  Johnstone. — It  is  to  me  the  most  interesting 
subject,  next  to  the  mechanics  of  surgery,  and  has  given  me 
more  thought  than  anything  else,  and  I  cannot  thank  Dr. 
Stewart  enough  for  the  paper  he  has  given  us.  You  remem- 
ber at  one  of  our  meetings  this  same  subject  was  brought  up. 
I  there  gave  Dr.  Rachford's  ideas  about  the  xanthin  bodies  and 
his  belief  that  xanthin  was  at  the  bottom  of  these  troubles.  The 
convulsions  Dr.  Stewart  has  described  as  gotten  from  the  toxic 
urine  were  identical  with  those  produced  in  the  rabbits  I  saw 
experimented  on.  The  subject  is  too  large  to  discuss  fully,  but 
we  are  at  last,  I  am  happy  to  say,  coming  into,  the  dawn  as  to 
what  these  things  are.  You  all  know  the  xanthin  compounds 
are  the  albuminous  substances  in  different  degrees  of  oxidation. 
At  one  end  of  the  line  is  urea,  at  the  other  end  of  the  line  is  the 
paraxanthin.  The  xanthin  bodies  themselves  are  all  poisonous, 
but  the  paraxanthin  is  the  most  noxious  of  them  all.  If  this  is 
the  case,  puerperal  eclampsia  is  perfectly  plain.  Women  have 
been  known  to  die  without  the  slightest  sign  of  any  kidney  trou- 
ble whatever,  as  in  this  last  case.  It  is  in  the  tissue  metamorpho- 
sis. The  albuminoids  are  not  properly  burnt.  The  pregnant 
woman  is  eating  for  two,  burning  for  two,  eliminating  for  two. 
The  one  set  of  kidneys  have  more  work  than  at  any  other  time. 
If  the  kidneys  do  not  work  as  they  should,  by  and  by  they  give 
way,  but  they  may  stand  tirm  and  do  their  duty.  That  would 
explain  all  of  these  cases.  There  was  the  great  conundrum — 
why  did  some  of  these  cases  have  Bright's  disease  and  some 
not?  We  are  now  getting  on  the  trail.  Another  thing:  the 
cases  of  hystero- epilepsy  I  have  seen  are  exactly  like  puerperal 
convulsions  in  every  way,  and  it  has  been  proved  that  some  of 
these  cases  are  due  to  paraxanthin  poisons.  All  these  things 
are  the  same.  Now,  in  this  uric  acid  diathesis  these  xanthin 
bodies  are  found,  and,  while  all  of  us  cannot  spend  the  time 
and  few  of  us  have  the  training  and  much  fewer  have  the 
ability  to  go  into  the  laboratory  and  do  this  work,  there  is  one 
thing  we  can  all  do,  and  that  is  run  down  the  family  history  of 
these  puerperal  eclamptics.  In  these  cases  of  hystero  epilepsy 
I  have  always  found  gout  or  rheumatic  history.     In  America 
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the  form  is  sick-headache.  After  about  the  third  or  fourth 
generation  of  bone  or  joint  troubles  we  have  the  nervous  dis- 
turbances of  gout,  and  most  of  these  sick-headaciies  are  forms 
of  American  gout.  I  wish  the  members  of  this  Society  would 
hereafter,  as  they  come  in  contact  with  puerperal  eclampsia, 
find  out  if  there  is  sick-headache,  gout,  or  rheumatism  in  the 
family.  I  believe,  with  the  material  you  can  all  accumulate, 
we  could  get  something  worth  something  here.  You  can  trace 
them  back  to  the  third,  fourth,  and  fifth  generation.  That  is 
the  only  thing  I  wanted  to  speak  of. 

Dr.  Reamy. — Do  you  regard  the  uric  acid  diathesis,  so 
marked  in  these  cases,  as  incident  to  the  last  condition  prior  to 
the  convulsions?  Do  you  regard  it  as  primary  or  secondarj',  or 
an  incidental  association? 

Dr.  Johnstone. — In  those  cases  of  hystero-epilepsy  which  I 
have  analj'zed  I  have  found  that  the  uric  acid  diathesis  is  de- 
cidedly incident,  going  back  to  the  third  and  fourth  generation. 

Dr.  Reamy. — Is  the  uric  acid  diathesis  present,  as  a  rule,  in 
the  women  who  have  these  convulsions? 

Dr.  Johnstone. — I  do  not  know.  I  want  to  find  out  if  it  is. 
That  is  my  experience;  I  believe  it  is.  Now  the  thing  is,  let 
us  find  out  if  we  can.  I  sincerely  hope  Dr.  Stewart  will  be 
able  to  prosecute  these  experiments  further,  and  I  can  only 
close  by  thanking  him. 

Dr.  Johnson. — If  this  toxemia  occurs  in  both  puerperal  con- 
vulsions and  hystero-epilepsy,  why  does  it  not  kill  in  hystero- 
epilepsy? 

Dr.  Johnstone. — It  does  sometimes.    - 

Dr.  Johnson. — Why  should  the  percentage  be  greater  in 
pregnancy? 

Dr.  Johnstone. — The  pregnant  woman  is  at  the  crest  of  the 
Stephenson  wave  all  the  way  through,  and  the  non- pregnant 
woman  gets  there  only  once  in  twenty-eight  days,  and  that  is 
when  she  has  a  convulsion. 

Dr.  Stark. — That  the  cause  of  eclampsia  is  a  toxic  one  no 
one  will  dispute,  but  that  it  is  always  the  result  of  an  absorp- 
tion of  a  ptomaine  or  that  it  is  due  to  retention  of  a  leucomaine 
I  believe  we  are  not  ready  to  accept.  It  has  been  shown  by 
competent  observers  that  there  are  many  different  toxins  play- 
ing a  role  in  the  production  of  eclampsia.  The  creatin  and 
creatinin,  which  are  albuminoid  products,  have  been  found 
in  the  blood;  furthermore,  derivatives  of  glycogen — namely, 
acetone — have  been  found  in  the  blood;  furthermore,  alkaloid 
bodies,  the  result  of  microbic  formation,  have  been  found; 
furthermore,  colonies  of  microbes  existing  as  emboli  in  vessels 
in  the  placenta,  in  the  liver,  in  the  kidneys,  and  even  in  the 
breast  of  the  eclamptic  woman,  have  been  found,  so  that  it  is 
evident  many  different  causes  are  operative  in  the  production 
of  eclampsia.  One  of  the  factors  which  I  believe  is  operative 
in  the  production  of  this  condition  has  not  been  mentioned,  and 
that  is  the  condition  of  the  child.  I  am  firm  in  the  belief  that 
the   child  or  fetus  produces  something   which  passes  to   the 
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mother  and  brings  about  the  eclamptic  seizure.  Only  about 
seven  weeks  ago  I  delivered  a  woman  of  a  child  about  five  weeks 
premature,  this  child  presenting  all  the  evidence  of  infection, 
an  infection  which  must  have  existed  some  time  prior  to  its 
birth.  The  child  was  icteric,  had  a  very  large  liver,  had  an 
elevation  of  temperature,  had  convulsive  seizures,  the  convul- 
sions occurring  at  short  intervals  for  about  thirty-six  hours 
after  its  birth.  I  want  to  say,  incidentally,  that  I  succeeded 
in  controlling  these  convulsions  by  exceedingly  large  doses,  for 
an  infant,  of  chloral  hydrate.  I  believe  that  possibly  the  child 
furnishes  the  poison  to  the  mother  somewhat  in  this  manner. 
We  all  of  us  know  that  in  the  vast  majority  of  cases  of  eclamp- 
sia disease  of  the  placenta  is  present.  It  is  the  common  thing 
to  find  a  trophic  placenta  and  one  which  contains  numerous 
fatty  spots  or  white  infarcts  the  result  of  emboli.  Knowing 
the  great  role  the  placenta  plays  as  a  respiratory  organ,  as  an 
excretorj^  organ,  as  an  organ  that  manufactures  glycogen — 
possibly  that  is  why,  in  a  diseased  state,  acetone  is  found  in  the 
blood  of  the  mother.  The  glycogen  is  imperfect,  and  we  have 
acetone  formed  and  have  that  passed  into  the  circulation  of  the 
mother.  Is  it  not  possible  that  in  the  child  we  have  an  imper- 
fect oxidation  going  on;  that  we  have  paraxanthin  or  other 
xanthin  bodies  passing  on  to  the  placenta  to  be  converted  to 
urea,  but,  the  normal  conditions  of  the  placenta  not  being  pres- 
ent, they  passed  through  the  placenta  into  the  circulation  of 
the  mother,  and,  eventually  irritating  the  kidneys,  produced  a 
diseased  state  of  the  kidneys,  and  their  elimination  is  interfered 
with,  and  possibly  also  that  of  the  liver,  and  these  bodies  are 
retained  in  the  organism  of  the  mother  and  thus  set  up  a  con- 
vulsive seizure?  I  have  intended  to  make  some  investigations 
in  this  direction,  and  when  I  have  completed  them  I  propose  to 
present  them  to  the  Society. 

With  regard  to  prognosis,  I  want  to  dwell  upon  that  for  a 
moment,  and  that  is  with  reference  to  the  recurrence  of 
eclamptic  seizures.  Dr.  E.  W.  Mitchell  is  about  to  deliver  a 
patient  whom  I  delivered  of  a  child  a  few  years  ago,  and  she 
had  an  attack  of  eclampsia.  The  child  was  born  dead.  I  in- 
quired of  Dr.  Mitchell  about  a  week  ago  whether  this  woman 
presented  any  prodromal  symptoms  of  eclampsia.  There  were 
no  promonitory  symptoms.  A  woman  who  lived  here  at  one 
time  had  an  attack  of  eclampsia;  she  has  since  been  delivered 
without  a  recurrence  of  the  attack.  So  that  it  is  not  necessary 
for  us  to  warn  our  patients  against  a  subsequent  pregnancy. 
I  believe  a  good  proportion  of  them  can  go  safely  through  it. 
One  of  the  very  dangerous  symptoms  in  connection  with  the 
prognosis  is  the  prolonged  coma.  In  connection  with  that  I 
want  to  call  attention  to  a  case  that  Dr.  Zinke  saw  in  consulta- 
tion with  me,  in  which  the  coma  with  absence  of  the  corneal 
reflex  lasted  over  three  days,  and  the  urine  was  very  scant  in 
quantity  and  the  albviminuria  extreme,  and  still  the  patient  re- 
covered. With  regard  to  the  treatment,  I  am  satisfied  that  all 
the  remedies  alluded  to  are  efficacious,  although  I  must  say  I 
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have  not  the  greatest  confidence  hi  morphia,  on  account  of  its 
lessening  the  excretory  power  of  the  kidneys.  But  the  induc- 
tion of  premature  labor  is  a  question  that  ought  to  receive 
more  attention  than  it  has  at  the  hands  of  the  previous  speak- 
ers If  an  eclamptic  seizure  is  on,  whether  thei'e  be  albumin 
in  the  urine  or  not,  if  the  period  of  fetal  viability  has  been 
reached  I  believe  we  should  induce  labor  at  once.  I  believe 
that  to  be  a  good  rule,  and  the  manner  of  inducing  premature 
1  ibor  should  be  on  the  line  of  the  Diihrsseu  plan.  In  the  case 
referred  to  I  succeeded  b}"  the  plan  advocated  bj'  Marx,  of 
New  York,  simph"  that  of  manual  dilatation,  and  in  three- 
quarters  of  an  hour  I  had  succeeded  in  completeh*  dilating  the 
cervix  I  attempted  to  perform  version,  but  had  to  content 
mj'self  with  applying  the  forceps,  and  delivered  a  live  child 
and  saved  the  mother.  The  child  is  now  in  good  condition.  I 
believe  we  should  induce  labor  and  deliver.  I  believe  the 
proper  thing  is  to  dilate  the  uterus  and  interfere,  even  if  labor 
has  not  set  in.  Introduce  one  finger  and  hold  it  there,  then 
two,  then  three,  etc.,  and  secure  complete  dilatation;  and  if 
there  are  contraindications  to  podalic  version,  apply  the  forceps. 
If  the  eclamptic  seizure  is  not  on  and  w^e  have  the  premonitory 
symptoms,  then  we  may  adopt  the  prophjiactic  treatment.  But 
if  the  patient  does  not  improve,  as  far  as  the  symptoms  are 
concerned,  then  I  think  we  should  induce  labor  as  soon  as  the 
period  of  viability  is  reached. 


Meeting  of  Maij  12,  1898, 

DISCUSSION   OF   PUERPERAL   ECLAMPSIA  {continued). 

Dr.  C.  D.  Palmer. — Sir  James  Y.  Simpson  and  Carl  Braun 
had  much  to  do  with  the  early  elucidation  of  the  doctrine  of 
the  pathological  etiology  of  Bright's  disease  of  the  kidneys, 
provoked  or  aggravated  by  pregnancy,  as  related  to  puerperal 
eclampsia.  Albuminuria  signified  urea  retention  and  imper- 
fect urinary  elimination.  The  consequence  was  blood  con- 
tamination and  resulting  nervous  phenomena,  if  not  convul- 
sions. So  generally  accepted  was  this  patholog}'  of  the  disease 
that  all  treatment  was  largely  based  upon  its  recognition. 

Robert  Barnes,  some  years  afterward,  had  much  to  say 
about  autogenetic  causes  and  cases  of  puerperal  fever,  and 
within  recent  3^ears  we  have  been  taught  much  about  auto- 
intoxication. To-day  we  realize  the  tendency  to,  and  dangers 
of,  toxemia,  in  cases  especially  of  pregnant  women,  by  way  of 
autointoxication  from  defective  elimination  of  toxins.  Per- 
haps there  is  no  condition  of  the  bod}",  in  health  or  disease, 
which  is  attended  with  such  manifest  tendencies  for  obstruc- 
tions of  normal  elimination  as  that  of  pregnancy.  From  the 
kidneys  in  health  there  is  a  normal  elimination,  in  twenty-four 
hours,  of  from  five  hundred  to  one  thousand  grains  of  urea. 
This  amount  in  pregnancy  is  verj"  frequently  diminished.  An 
equally  defective  elimination  from  the  skin  is  also  experienced 
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at  this  time.  And  the  most  important  source  of  ehmination, 
the  intestinal  canal,  is  almost  invariably  impeded.  Defective 
action  of  the  liver  means  cholemia.  Retarded  liver  and  intes- 
tinal evacuations  mean  defective  sewage  of  the  body.  Im- 
peded pulmonary  action  implies  carbonic-acid  retention.  All 
of  these  functions  impaired  speedily  lead  to  a  general  toxe- 
mia. Every  one  of  these  organs — kidneys,  skin,  intestines, 
liver,  and  lungs — are  always  more  or  less  interfered  with  during 
pregnancy,  either  by  reflex  irritation  or  mechanical  pressure. 

Now,  while  these  functions  (all  normal  eliminators)  are  dis- 
turbed, we  can  easily  understand  how  quickly  one  can  poison 
herself. 

The  needs  of  normal  elimination  in  quantity  and  quality  de- 
pend on  body  conditions,  such  as  its  size,  weight,  and  the  de- 
mands of  certain  organs.  Aside  from  the  enlargement  of  the 
uterus  and  vagina  during  pregnancy,  with  their  increased 
blood  supply,  no  organ  of  her  body  is  so  much  increased 
in  bulk  and  force  as  is  the  heart.  Of  course,  then,  there  is  in- 
creased vascular  tension,  the  needs  of  which  must  be  apparent 
because  of  the  physiological  growth  and  development  of  the 
uterus  with  its  contents,  fetus  and  placenta.  Moreover,  the 
presence  in  utero  of  a  growing  fetus,  with  its  cast-off  effete 
products,  implies  an  increasing  need  of  eliminative  action,  as 
well  as  increasing  the  danger  of  autoinfection.  The  excreting 
matters  of  two  bodies  must  be  cared  for;  retained  in  the  blood, 
they  act  as  poisons  to  the  nerve  centres  of  the  brain  and  spinal 
cord. 

Not  only  is  there  an  augmented  vascular  tension  in  the  body 
of  all  pregnant  women,  but  there  is  also  an  increasing  nervous 
tension.  Pi'egnancy  in  all  women  heightens  the  excitability 
and  irritability  of  the  nervous  system  ;  it  also  adds  to  the  ten- 
dency to  reflex  action.  This  predisposition  must  be  most  mani- 
fest in  nervous  women,  in  primiparge,  and  in  illegitimate  preg- 
nancies. It  is  a  common  observation  that  puerperal  eclampsia 
is  more  oftentimes  noticeable  in  these  classes  of  cases. 

That  the  kidneys  are  not  altogether  at  fault  in  cases  of  puer- 
peral eclampsia  looks  rational  when  you  recognize  the  want  of 
correlation  between  the  presence  and  amount  of  albuminuria 
and  the  number,  frequency,  and  force  of  eclamptic  seizures. 
Much  albuminuria  and  of  considerable  duration  there  is  at 
times,  with  few  or  no  convulsions;  little  albuminuria  there 
has  been  with  many  severe,  even  fatal,  attacks.  Aside  from 
the  constitutional  predisposition  of  pregnant  women  to  attacks 
of  eclampsia,  a  most  plausible  explanation  of  these  uncer- 
tainties resides  in  the  fact  that  there  need  not  be,  and  is  not, 
any  fixed  relation  between  the  quantity  of  albumin  lost  and 
the  urea  retained. 

Again,  a  more  serious  objection  to  the  acceptance  of  the 
Bright's  kidney  lesion  as  the  essential  causative  pathological 
entity  of  this  disease  is  the  occurrence  of 

(a)  Cases  of  puerperal  eclampsia  in  which  on  autopsic  ex- 
amination no  kidney  lesion  can  be  detected. 
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(b)  Cases  of  marked  congestion  of  the  kidneys  or  interstitial 
nephritis  in  pregnant  women,  without  any  eclamptic  attack. 

Look  at  the  liver  in  these  cases.  Have  not  efforts  been 
made  to  concentrate  on  this  much-abused  organ  more  than  its 
due  share  of  blame?  Have  not  postmortems  shown  cases  of 
eclampsia  in  which  the  liver  was  much,  little,  or  not  at  all 
diseased?  The  liver  is  enlarged  some,  it  is  true;  but  it  always 
is  during  pregnane}'.  Plainly  may  we  say  the  kidneys  are 
always,  in  all  cases  of  pregnancy,  at  some  time  disordered  in 
function  or  structurally  diseased  to  some  extent.  But  these 
disorders  of  function  or  changes  in  tissue  are  never  uniform  or 
constant.  So  with  other  organs  as  eliminators  of  the  body. 
The  tendenc}^  to,  and  the  presence  of,  puerperal  eclampsia  are 
resultant  on  more  than  one  or  two  factors.  Probably  the  kid- 
nej  factor  is  the  most  frequent. 

Most  fortunate,  to  my  mind,  is  it  that  the  consensus  of  medi- 
cal opinion  has  taken  the  more  broad  and  comprehensive  view 
of  the  pathology  of  puerperal  eclampsia,  by  concentrating  our 
attention,  not  on  one,  but  on  many  organs  of  the  body,  in  deter- 
mining the  causation  and  judicious  management  of  this  fright- 
ful malady. 

When  the  disease  is  threatened  the  first  duty  is  to  regulate 
the  patient's  diet.  Have  her  depend  largely,  if  not  exclusively, 
on  a  milk  diet.  The  kidney  excretion  is  thereby  made  more 
free,  and  much  less  work  is  imposed  on  these  disabled  organs. 
A  milk  diet  means  a  maximum  of  nutrition,  an  ease  of  digesti- 
bilitj^,  and  a  comfort  to  the  kidney. 

Freer  diuresis  may  be  favored  by  the  liberal  administration 
of  certain  mineral  waters — the  French  vichy.  our  effervescing^ 
Silurian  or  lithia  waters.  The  increasing  demands  for  oxy- 
gen can  be  obtained  by  freer  ventilation,  gentle  outdoor  exer- 
cise, and  by  loose  clothing.  Greater  action  of  the  skin  is 
secured  by  warm  baths  followed  by  vigorous  friction  and  hot 
packs.  Liver  and  intestinal  elimination  may  be  promoted  by 
an  occasional  mercurial  followed  by  a  saline  cathartic.  Undue 
nervous  apprehension  is  to  be  quieted  and  emotional  excite- 
ments allayed . 

When  the  eclamptic  attacks  have  shown  themselves,  besides 
the  utilization  of  the  means  mentioned,  the  best  remedies  are 
morphia  (hypodermatically)  and  veratrum  viride.  I  have 
never  given  as  large  doses  of  morphia  as  were  recommended 
by  Clarke.  A  quarter  of  a  grain,  repeated  at  short  intervals 
if  necessary,  when  the  convulsions  continue,  has  been  found 
satisfactory.  Veratrum  viride,  it  seems  to  me,  is  our  most 
valuable  and  safe  remedy.  It  can  be  given  in  all  cases  in  doses 
of  from  five  to  twenty  drops  of  Norwood's  tincture,  by  the 
mouth  or  hypodermatically,  in  quantities  sufficient  to  reduce 
the  force  and  frequency  of  the  pulse  below  70  per  minute.  A 
large  dose,  inducing  vomiting,  becomes  protected  thereby. 
This  medicine  does  not  counteract  but  rather  helps  the  action 
of  the  morphia. 

It  not  only  reduces  the  force  and  frequency  of  a  full  and 
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bounding  pulse  by  safely  depressing  the  cardiac  action,  but  it 
diminishes  general  vascular  tension,  as  does  blood-letting,  yet 
without  the  loss  of  any  blood.  Besides,  it  relaxes  muscular 
rigidity  and  most  noticeably  diminishes  nervous  tension. 
These  effects  of  the  drug  allay  nervous  excitability,  tend  to 
prevent  the  recurrence  of  the  force  and  the  frequency  of  com- 
ing eclamptic  attacks.  The  liver,  the  kidneys,  and  the  skin 
actions  are  also  favored  in  functional  activity.  Of  course, 
morphia  hypodermatically  allays  the  tendency  to  all  reflexes 
and  quiets  the  nerve  centres. 

I  see  no  reason  why  veratrum  viride  should  not  entirely 
supersede  blood-letting.  It  is  apparent  that  excessive  losses  of 
blood  may  do  harm  and  may  even  cause  convulsions.  Women 
do  have  convulsions  from  sheer  losses  of  blood. 

Chloroform,  too,  is  apt  to  do  harm,  for  its  too  free  or  long 
administration  may  unduly  saturate  the  system  with  the  drug 
— a  positive  danger. 

Some  experiences  I  have  had  with  nitroglycerin  in  the  treat- 
ment of  this  disease  make  me  think  that  it  is  at  times  a  remedy 
of  no  mean  power.  The  indications  for  the  administration  of 
this  potent  drug  are  rapid  and  feeble  cardiac  action,  cold  and 
bloodless  appearances  of  the  surface  of  the  body,  and  scant  and 
insufficient  kidney  secretion.  We  all  recognize  the  rapid  and 
powerful  effect  of  this  medicine  on  the  vascular  apparatus  by  a 
dilatation  of  the  arterioles,  diminishing  arterial  pressure,  re- 
lieving the  heart's  action,  and  overcoming  internal  conges- 
tions. Nitroglycerin  is  our  most  powerful  vaso-dilator,  hence 
useful  when  the  arterial  tension  is  high,  as  in  chronic  Bright's 
disease,  especially  when  the  vessels  are  not  only  contracted, 
but  when  the  heart  is  beginning  to  undergo  fatty  degenera- 
tion. Arterial  tension  arises  from  the  presence  of  some  or- 
ganic substances  in  the  blood.  Physiological  action  of  the 
drug  proves  its  diuretic  action,  and  the  diminution  of  body 
sensibility  and  susceptibility  to  reflex  action. 

As  to  the  propriety  of  inducing  premature  labor  in  these 
cases  and  the  utilization  of  the  accouchement  force,  it  is  pru- 
dent to  say:  Hesitate  not  so  to  do  when  the  means  already 
suggested  have  failed  or  are  failing;  when,  for  reasons  ap- 
parent, it  is  not  best  to  allow  pregnancy  to  continue,  or  time 
to  pass  for  nature  to  complete  delivery.  Without  any 
doubt,  the  mother's  chances  are  better  if  the  underlying 
causative  factor  is  removed,  labor  being  promptly  yet  safely 
terminated.  Undue  haste,  however,  may  not  only  sacrifice 
the  child,  but  also  jeopardize  the  mother.  There  are  no  fixed 
rules  in  all  cases.  The  best  management  consists  in  individu- 
alizing each  case. 

Therefore  we  can  very  safely  and  very  properly  say  that  we 
know  the  real  nature  of  puerperal  eclampsia  and  its  judicious 
management  much  better  than  we  did  twenty  years  since. 
Does  not  the  present  rate  of  the  mortality  of  the  disease  both 
to  mother  and  to  child— a  mortality  less  than  one-third  of 
what  it  was — establish  this  fact  beyond  any  controversy  ? 
7 
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Dr.  Gillespie. — The  view  expressed  as  to  the  paraxanthin 
bodies  being  the  sole  cause  of  convulsions  seems  at  variance 
with  clinical  facts.  It  is  a  well-known  fact  that  convulsions 
which  come  on  before  labor  are  more  dangerous  than  those 
which  appear  during  labor,  and  those  after  labor  are  the 
least  serious.  I  believe  those  cases  which  come  on  before 
labor  are  due  wholly  to  the  poisons  retained  in  the  blood, 
while  those  which  come  on  later  require  the  presence  of  the 
poison  plus  the  nervous  irritation  of  labor.  The  completion  of 
labor  removes  the  irritation,  and  the  more  promptly  this  relief 
is  afforded  the  better  the  woman's  chance  of  recovery. 

Dr.  Robert  W.  Stewart. — The  discussion  has  taken  such 
a  wide  range — indeed,  the  whole  subject  is  such  a  big  one — 
that  it  would  lead  too  far  to  attempt  to  answer  every  one. 

1.  The  gentleman  who  watched  the  case  in  the  wards  of  a 
German  hospital  in  which  nothing  was  done,  the  woman  being 
simply  allowed  to  lie  in  bed  and  have  her  convulsions  ad  lib- 
itum, will  certainly  confess  that  the  whole  world,  including 
even  Germany,  writes  and  talks  differently.  Epilepsy,  chorea, 
or  hysteria  was  the  probable  condition.  From  Diihrssen  to 
Chambrelent  the  advice  is  constantly,  ''Do  something,"  the 
only  difference  being  between  accouchement  force  and  the  use 
of  drugs,  hot  packs,  etc. 

2.  Acetone,  creatinin,  etc.,  have  never  been  demonstrated  as 
the  cause  of  eclampsia;  indeed,  everything  goes  to  show  that 
they  have  nothing  to  do  with  it.  Creatin  is  not  poisonous, 
creatinin  is  a  paralyzer;  but  is  it  not  true  that  the  leucomaines 
of  this  group  are  the  results  of  disease  processes  and  not  of 
normal  ones  ? 

It  has  not  been  demonstrated  that  paraxanthin  is  the  partic- 
ular poison  of  eclampsia,  and  consequently  one  cannot  say  that 
the  subject  is  clear, 

3.  The  relationship  between  Bright's  disease  and  eclampsia 
cannot  be  maintained,  from  the  fact  that  in  many  cases  of  the 
last  named  no  albumin  was  found  in  the  urine.  All  recent  in- 
vestigations tend  to  show  that  the  liver  plays  an  important 
role.  You  are  all  familiar  with  the  experiments  of  the  Russian 
investigators  with  carbamic  acid.  Carbamic  acid,  which  is 
nearly  the  same  as  uric  acid  and  only  one  step  below  urea  in 
the  oxidation  process,  is  not  poisonous  when  fed  to  rabbits  by 
the  stomach ;  but  when  the  blood  is  diverted  from  the  liver  and 
carried  directly  into  the  vena  cava  the  carbamic  acid  is  ex- 
tremely poisonous  to  rabbits.  In  other  words,  the  liver  evi- 
dently renders  the  carbamic  acid  innocuous. 

4.  Arterial  tension  is  probably  increased  under  certain  con- 
ditions in  the  pregnant  woman,  but  that  cannot  be  a  potent 
cause  of  eclampsia,  for  the  reason  that  arterial  tension  could 
only  be  a  cause  of  the  retention  of  some  definite  poison. 

0.  We  do  know  that  elimination  is  the  important  factor  in 
prophylaxis,  and  one  would  not  be  far  from  the  truth  were  one 
to  say  that  accouchement  force  is  the  treatment  for  the  attack. 
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Meeting  of  September  15,  1898. 
The  President,  W.  B.  Dorsett,  M.D.,  in  the  Chair. 

Present  by  invitation  of  Dr.  Saunders:  Drs.  Bribach, 
Moore,  Lyons,  and  Zahorsky. 

Dr.  E.  W.  Saunders  read  a  paper  on 

THE   serum   treatment  OF  STREPTOCOCCIC   INFECTION,  WITH 
REPORT    OF    FIVE    CASES.' 

Dr.  Lyons. — The  case  in  which  Dr.  Saunders  very  kindly 
asked  me  to  perform  a  postmortem  (Case  3)  has  been  ex- 
tremely interesting-  to  me  from  several  points.  The  abdominal 
peritoneum  was  found  to  be  perfectly  healthy;  the  intestines 
and  abdominal  cavity  showed  no  signs  of  exudations;  there 
was  no  matting,  no  adhesions  in  any  way;  it  retained  its  nor- 
mal shining  appearance.  The  intestine  showed  no  changes, 
but,  as  there  had  been  evidence  of  acute  obstruction  in  the 
case,  we  searched  for  this.  We  found  a  fold  of  the  ileum, 
which  hung  down  in  the  pelvic  cavity  ;  there  the  peritoneum 
was  intensely  inflamed,  covered  with  a  fresh  exudate.  There 
was  intense  engorgement;  the  adhesions  were  so  marked  as  to 
cause  complete  occlusion  at  several  places.  At  no  point  was 
there  any  ulceration.  The  uterus  was  in  an  excellent  state  of 
involution;  it  was  firm  in  its  muscular  tone;  it  was  not  exam- 
ined microscopically.  The  left  ovary  was  bound  down  by  an 
old  exudation — dense,  firm,  and  fibrous.  It  was  atrophic  and 
cystic.  The  ovary  on  the  right  side  was  in  a  similar  state, 
firmly  bound  down.  The  tubes  were  normal.  In  enucleating 
the  right  ovary  the  finger  entered  an  abscess  cavity  in  which 
not  more  than  two  or  two  and  a  half  drachms  of  pus  were 
found.  Cultures  were  immediately  made  from  this  pus,  and 
the  subsequent  investigations  showed  that  it  was  a  pure  cul- 
ture of  staphylococcus  pyogenes  albus.  The  other  organs 
macroscopically  showed  no  degenerative  changes. 

Dr.  Glasgow. — Did  I  understand  you  to  say  that  both 
tubes  were  healthy? 

Dr.  Lyons. — Yes,  sir;  they  were  in  a  normal  condition. 

Dr.  Crosson. — Did  you  trace  the  source  of  infection  from 
the  uterus — the  track  of  the  infection? 

Dr.  Lyons. — It  was  impossible  to  do  that  throughout  the 

'  See  original  article,  p.  65. 
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uterine  cavity.  It  contained  no  debris  at  all  and  it  was  not 
boggy.  It  was  firm,  evenly  involuted.  We  could  not  find 
the  source  of  infection. 

Dr.  Bribach. — I  only  want  to  make  a  few  remarks  about 
one  case,  and  in  that  case  I  think  the  antitoxin  did  good.  The 
young  woman  was  a  primipara,  strong  and  healthy,  who  was 
delivered  four  days  before  I  saw  her.  The  lady  who  deliv- 
ered her  was  most  careful  and  she  gave  me  a  very  intel- 
ligent account  of  the  case.  The  patient  was  not  infected  by 
her,  and  yet  it  was  supposed  to  be  a  case  of  erysipelas  infec- 
tion. I  have  seen  two  cases  of  erysipelas  infection  in  puer- 
peral women  before,  and  they  died  within  three  days.  Of 
course  we  cannot  assume  because  one  woman  gets  well  from 
the  use  of  the  streptococcus  antitoxin  injections  that  her  cure 
was  brought  about  by  the  use  of  the  antitoxin.  Still,  when  we 
use  the  antitoxin  and  no  other  treatment  and  she  gets  well,  we 
have  a  right,  when  we  see  the  temperature  falling  and  the  con- 
dition improving,  to  conclude  that  the  remedy  is  having  a 
beneficial  effect,  particularly  when  we  find  the  improvement 
following  each  injection.  I  will  simply  say  that  that  one  case 
makes  me  feel  very  hopeful,  and  I  am  inclined  to  use  the  serum 
again  in  a  similar  case,  especially  as  we  have  nothing  better. 
I  think  we  have  made  wonderful  progress  in  the  treatment 
of  puerperal  fever,  from  the  fact  that  we  now  will  not  have  to 
curette  the  patient  as  often  as  we  formerly  did.  I  am  satisfied 
that  the  indiscriminate  curetting  of  these  cases  does  harm. 
It  is  true  that  it  is  of  advantage  in  some  cases,  but  I  think 
we  have  been  in  the  habit  of  doing  it  too  often.  The  use  of 
the  douche  in  puerperal  fever  is  dangerous.  We  have  learned 
that  puerperal  fever  means  puerperal  infection,  and  that  one 
fact  has  saved  the  lives  of  thousands  of  women.  We  know 
that  the  tremendous  mortality  of  the  lying-in  institutions  has 
been  reduced.  We  know  we  can  prevent  infection;  but  so  far 
as  the  treatment  is  concerned  we  are  practically  no  better  off 
than  years  ago.  I  do  not  think  douching  and  curetting  will 
influence  the  course  of  the  disease,  because  it  is  out  of  our 
reach — it  is  already  in  the  tissues.  If  it  is  a  streptococcus 
infection  and  we  use  the  antitoxin  I  think  we  will  have  a  good 
result.  We  have  nothing  better.  I  think  our  old  treatment  is 
nil.  If  the  patient  had  sufficient  infection  to  overcome  the 
vital  resistance,  she  would  die;  if  not,  she  would  survive. 

Dr.  Moore. — I  should  like,  in  justice  to  myself,  to  make  a 
little  more  clear  the  way  in  which  this  infection  occurred. 
It  was  a  case  of  precipitate  labor;  the  fetus  was  born  while 
the  woman  was  attempting  to  evacuate  the  bowels.  When  I 
reached  her  everything  was  over  and  I  expressed  the  placenta. 
There  was  no  laceration  of  the  perineum.  It  was  not  neces- 
sary to  attempt  any  manipulations;  she  was  not  examined. 
The  subsequent  bacteriological  examination  of  pus  from  the 
abscess  showed  a  pure  staphylococcus  infection.  The  course 
of  the  whole  case  would  seem  to  show  that  there  had  been 
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more  than  a  streptococcus  infection.  It  began  on  the  twelfth 
day.  Her  temperature  rose  to  102°.  She  had  not  been  ex- 
amined up  to  that  time.  The  introitus  vaginae  had  not  been 
entered  at  all.  The  diagnosis  made  was  that  of  staphylococcus 
infection,  and  it  was  treated  accordingly,  with  the  result  that 
the  temperature  came  down  in  about  three  days.  But  after 
she  was  infected  by  this  nurse,  who  gave  a  vaginal  injection 
after  coming  from  an  old  case  of  hip-joint  disease,  the  lochia 
showed  pure  streptococci.  The  question  is,  where  did  the 
staphylococci  come  from?  Did  she  have  that  before?  And 
where  did  the  abscess  come  from  ? 

Dr.  Dorsett  — It  was  a  mixed  infection. 

Dr.  Moore. — That  is  one  possible  explanation — a  mixed  in- 
fection at  the  time  the  streptococcus  infection  was  present. 
But  the  bacteriological  examination  did  not  show  it.  Her 
temperature  became  normal  after  she  had  used  the  serum  for 
four  or  five  days.  It  finally  came  down,  and  until  the  symp- 
toms of  obstruction  set  in  she  seemed  to  be  doing  very  well. 
It  is  a  very  puzzling  case  altogether.  All  these  injections 
were  made  into  the  abdominal  wall.  I  think  that  is  rati:er  a 
bad  plan,  because  it  obscures  the  physical  signs  very  much. 
For  instance,  we  thought  that  we  should  make  out  matting  of 
the  intestines  in  the  abdominal  cavity;  we  thought  there  was  a 
large  fluid  exudate. 

There  is  another  point  that  may  be  of  interest.  The  symp- 
tom of  perforation  of  the  intestine  so  frequently  mentioned, 
that  of  obliteration  of  the  liver  dulness  on  percussion,  was 
markedly  present  in  this  case. 

Dr.  Engelmann. — I  have  had  no  experience  with  the  serum. 
However,  I  am  very  much  interested  in  the  matter.  From 
what  I  can  gather  it  appears  to  me  that  we  will  do  well  to  use 
the  serum  that  is  made  here  and  which  is  constantly  under 
control.  The  reports  have  been  so  varying,  the  results  are  so 
varying,  that  we  should  be  very  careful  as  t  ^  the  serum  which 
we  use.  This  subject  was  under  discussion  only  a  few  weeks 
ago  in  the  Boston  Obstetrical  Society,  and  two  gentlemen  re- 
ported cases  in  which  the  Fisch  seruin  was  used  with  success. 
I  lay  stress  upon  that,  because  you  notice  cases  reported  in  the 
discussion  in  which  the  serum  has  proved  harmless,  in  which 
it  has  proved  advantageous,  and  others  in  which  it  has  proved 
injurious.  We  have  reached  no  conclusion  as  yet.  but  it 
appears  to  me  that  the  European  serum  is  far  more  uncertain 
than  that  which  is  made  here  and  which  is  under  constant 
observation,  and  I  understand  that  in  the  Fisch  laboratory  it 
is  kept  under  constant  observation.  At  least  it  has  been  so 
represented  to  me,  and  patrons  are  at  once  notified  in  case  the 
serum  has  deteriorated. 

I  would  like  to  inquire  if  these  are  all  the  cases  that  Dr. 
Saunders  has  had,  and  whether  he  has  not  had  any  decidedly 
unfavorable  results. 

Dr.  Saunders. — These  are  all  my  cases. 


102  TRANSACTIONS   OF   THE   ST.    LOUIS 

Dr.  Engelmann. — His  results  have  been  onl}^  good,  and 
some  of  them  are  very  striking  cases.  I  think  the  doctor  s 
experience  differs  from  that  of  most  others  who  have  used  it. 

Dr.  Dorsett. — Those  who  have  us^ed  Fisch's  serum  or  any 
serum? 

Dr.  Engelmann. — Well,  the  antistreptococcus  serum. 
Fisch's  serum  is  of  very  recent  date,  comparatively.  I  have 
always  felt  doubtful  about  the  foreign  serum;  it  undergoes  at- 
mospheric changes,  and  is  apt  to  be  lost  sight  of  in  some  store 
until  it  is  old  and  its  value  has  become  impaired;  whereas,  as  I 
have  said,  the  Fisch  material  is  under  observation  and  is  much 
less  liable  to  become  deteriorated. 

Dr.  Frank  Glasgow. — I  heard  indirectly  that  the  use  of 
the  antistreptococcus  serum  had  been  prohibited  in  Germany; 
at  least  my  brother  told  me  he  ran  across  such  a  statement  in 
one  of  the  journals  somewhere.  I  wish  to  make  a  few  re- 
marks in  regard  to  these  cases.  I  have  followed  them  very 
closely,  and  the  obstetrical  cases,  the  postmortem  cases,  do  not 
convince  me  that  the  serum  was  of  any  very  great  value.  In 
the  case  in  which  there  was  a  collection  of  pus,  where  the  tem- 
perature came  down  to  normal,  and  where  there  was  a  sudden 
rise  of  temperature,  I  could  have  predicted,  even  before  the 
doctor  told  of  the  pus  which  had  escaped,  that  that  was  what 
had  happened;  and  here  was  a  pretty  fair  test  of  the  serum.  I 
believe  the  infection  existed  from  the  beginning.  But  these 
cases  prove  nothing  to  me.  The  douche  was  used,  and  there 
was  a  characteristic  dropping  of  temperature  after  the  use  of 
the  douche;  and  where  the  douche  is  used  right  along  the 
result  is  often  quicker  than  it  was  in  this  case.  The  case  of 
cellulitis,  however,  does  prove  something.  That  was  the  only 
case  that  proved  the  serum  has  any  value  at  all,  and  certainly 
there  the  results  were  marvellous.  That  one  case  would  in- 
duce me  to  try  the  serum. 

There  is  one  point  I  would  like  to  mention.  That  is,  when  I 
asked  Dr.  Bribach  if  he  used  the  douche  he  said  no;  there  was 
no  bad  odor  to  the  discharge,  consequently  he  inferred  there 
was  no  necessity  to  use  the  douche.  I  think  the  bacteriological 
examination  in  one  of  those  cases  proves  that  is  a  mistake. 
One  of  those  cases  was  a  virulent  culture,  whilst  there  was  no 
odor.  I  think  it  is  our  duty  to  wash  out  all  the  cases  as  long 
as  there  is  fever. 

Dr.  Lutz. — The  very  case  that  Dr.  Glasgow  thinks  proves 
something  is  the  case  which  I  should  pick  out  to  show  that  it 
proves  nothing.  Now,  as  a  matter  of  fact,  lymphangitis  does 
ordinarily  result  in  suppuration.  There  are  but  few  cases  of 
infection  by  streptococcus  or  staphjiococcus  which  result  in 
suppuration  of  the  glands.  One  of  the  common  and  ordinary 
examples  is  the  so-called  chancroidal  infection,  in  which,  as  a 
rule,  3^ou  have  suppuration  of  the  inguinal  glands;  and  in  that 
respect  I  can  lay  claim  to  perhaps  quite  a  large  experience.  I 
do  the  operation — oh,  well,  possibly  twice  a  week,  of  extirpation 
of  the  inguinal  glands.     Other  cases  of  lymphatic  infection, 
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lymphangitis  following  wounds  of  the  hands  or  wounds  of  the 
foot,  in  which  you  have  lymphangitis  travelling  up  until  finally 
the  inguinal  glands  are  reached,  are  cases  in  which,  as  a  rule, 
suppuration  does  not  occur.  The  cleansing  of  the  local  wound, 
curetting  the  suppurating  area,  use  of  bichloride  or  carbolic 
acid,  with  the  administration  of  ferruginous  preparations  and 
such  general  therapeutic  measures  as  are  indicated  by  the  con- 
dition, ordinarily  result  in  resolution  ;  and  to  my  mind  the 
streptococcus  injection  was  absolutely  negative,  so  far  as  the 
influence  upon  the  disease  is  concerned.  Now,  the  case  in 
which  the  abscess  was  found  in  the  pelvis  was  in  all  likelihood 
an  infection  such  as  ordinarily  occurs  when  we  have  what  is 
termed  a  mixed  infection — an  infection  in  which  a  bacteriologi- 
cal investigation  demonstrates  the  presence  of  various  forms  cf 
pus-producing  bacteria.  Instead  of  being  a  case  in  which  an 
antistreptoeoccus  injection  was  indicated,  it  was,  according  to 
my  view,  a  case  in  which  local  measures  were  indicated;  in  other 
words,  a  laparatomy,  a  cleaning  out  o!:'  the  pelvis.  I  do  not 
see  that  in  this  particular  case  the  issue  was  different  from  a 
pus  cavity  in  the  pelvis.  No  kind  of  immunizing  serum  in- 
jected there  would  produce  any  effect,  no  more  so  than  the 
administration  of  quinine  would.  On  the  other  hand,  I  would 
not  like  to  be  understood  as  objecting  to  the  use  of  the  strepto- 
coccic serum,  or  serum  of  any  other  kind,  because  I  believe  there 
is  a  great  field  which  has  been  as  yet  but  poorly  explored,  and  I 
myself  am  in  favor  of  using  it  as  an  adjuvant,  but  not  as  a  sole 
and  only  reliance.  I  have  had  under  observation  three  cases  of 
tetanus  which  recovered  under  a  course  of  treatment  with 
tetanus  serum,  in  one  of  which  the  question  of  insurance  came 
up  and  the  case  was  supervised  by  a  gentleman  who  represents 
the  insurance  company,  and  naturally  he  leaned  to  the  view 
that  my  patient  did  not  have  tetanus,  and  jet  the  symptoms  of 
tetanus  were  marked — he  had  opisthotonos,  locked  jaws,  and 
board  belly — and  under  the  injection  of  serum  he  recovered. 
But  in  opposition  to  that  I  can  relate  two  cases,  and  perhaps  I 
could  find  the  record  of  a  third  case,  in  which  the  patients  got 
well  without  the  use  of  the  serum.  Dr.  Friedman  had  under 
his  observation  two  cases  of  trismus  in  children  who  recovered 
after  the  use  of  injections  of  the  serum.  So  that  even  with 
this  limited  experience  I  am  inclined  to  use  the  serum,  just  as 
I  think  a  man  would  be  almost  criminally  negligent  who  did 
not  use  antidiphtheritic  serum;  and  yet  I  question  whether  it 
would  be  entirely  satisfactory  to  rely  upon  it  alone  in  the  treat- 
ment of  any  of  these  affections.  The  first  case  of  which  Dr. 
Saunders  presented  the  chart  was,  according  to  my  notion,  the 
ordinary  septic  curve,  such  as  we  see  it  now  and  have  seen  it 
before  we  knew  anything  about  the  serums,  and  in  which  the 
economy  was  evidently  able  to  successfully  cope  with  the  infec- 
tion. Whether  or  not  the  serum  increases  the  phagocytosis  of 
the  white  blood  corpuscles  is  perhaps  merely  an  opinion.  I  do 
not  think  the  observations  which  have  so  far  been  made  are  final 
as  regards  the  influence  which  the  various  serums  have  upon 
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the  properties  of  the  white  blood  corpuscles.  On  the  other  hand , 
clearly  the  tendency  of  modern  practice  and  research  is  in  the 
direction  of  the  use  of  these  serums.  But,  to  repeat  it  again, 
I  believe  the  use  of  the  various  serums  should  be  considered 
merely  as  adjuvants;  I  do  not  think  that  we  should  rely  upon 
the  serum  to  do  more  than  possibly  to  help  the  general  economy 
to  cope  with  and  finally  to  destroy  the  bacteria  which  cause 
the  infection.  I  have  been  more  than  delighted  to  hear  the 
observations  of  Dr.  Saunders;  I  think  they  are  in  the  right 
direction;  and,  while  I  do  not  wish  to  appear  as  sounding  a 
note  of  warning,  yet  there  is  such  a  thing  as  expecting  too 
much  in  these  cases;  and  when  in  a  simple  infection,  which  is 
ordinarily  taken  care  of  by  the  economy,  we  attribute  the 
favorable  issue  to  the  use  of  the  serum  alone,  I  think  we  make 
a  statement  which  is  not  warranted  by  the  facts 

Dr.  Brown. — I  have  had  no  experience  in  the  treatment  of 
puerperal  sepsis  with  the  serum,  but  one  case  mentioned  by  the 
doctor  is  exceedingly  interesting  in  regard  to  the  source  of  in- 
fection. I  think,  from  the  pathological  conditions  revealed 
by  the  odor,  and  from  the  lowness  of  the  infection,  that  it  is 
probable  that  there  was  a  pre-existing  pathological  condition 
which  was  closely  allied  to  the  labor,  which  would  account 
in  a  measure  for  the  infection.  The  doctor  says  there  was  no 
examination  made  until  the  twelfth  day — that  is,  until  after 
the  temperature  had  risen  from  the  condition  found  in  the  pel- 
vis. However,  from  the  characteristics  of  the  adhesions  de- 
scribed by  the  doctor,  I  am  inclined  to  believe  that  there  was 
a  condition  antedating  the  labor,  which  was  lighted  up  by  the 
labor,  that  in  all  probability  would  account  for  the  infection. 
We  frequently  see  this  in  cases  where  there  is  a  pre-existing, 
quiescent  pus  tube  that  is  lighted  up  as  a  result  of  the  labor, 
and  we  have  infection  as  the  result. 
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Meetiiig  of  October  5,  1898. 
The  President,  C.  J.  Cullingworth,  M.D.,  in  the  Chair. 

Dr.  J.  Walters  and  Mr.  A.  R.  Walters  read  a  paper  on 
a  case  of 

PUERPERAL   SEPTICEMIA  TREATED    BY   ANTISTREPTOCOCCUS 

SERUM. 

Mrs.  F.,  multipara,  age  34,  had  a  child  in  April,  1895.  She 
again  became  pregnant  in  March,  1S97.  Severe  flooding  set  in 
in  May,  followed  by  irregular  hemorrhages  and  foul  discharge, 
which  lasted   till   April,  1897.     The  uterus  was  dilated  and 
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freely  curetted  on  May  9,  with  strict  antiseptic  precautions,  and 
was  afterward  swabbed  with  carbolic  lotion  and  with  iodine 
liniment.  On  May  10  the  patient  was  comfortable  and  the 
temperature  normal.  During  the  next  five  days  there  was 
slight  fever  and  the  remains  of  a  macerated  fetus  were  passed. 
On  May  16  intense  headache,  urticarial  rash,  discharge  more 
offensive,  temperature  98.5°  to  102.5°,  pulse  100.  The  uterus 
was  washed  out  with  perchloride  of  mercury  (1  :  2000).  At 
10:30  P.M.  the  patient  had  a  severe  rigor,  and  the  temperature 
rose  to  104.5°  and  the  pulse  to  120.  On  May  17  the  tongue  was 
dry,  the  temperature  101°  to  103°,  pulse  120;  ten  cubic  centi- 
metres of  antistreptococcus  serum  were  injected.  At  8:30  p.m. 
the  patient  was  bright  and  cheerful,  and  the  skin  moist;  tem- 
perature 98°,  pulse  80,  On  May  18  headache  returned,  and  the 
temperature  rose  to  100.5°,  the  pulse  to  100;  a  second  injection 
of  ten  cubic  centimetres  of  serum  was  given,  and  the  tempera- 
ture fell  to  98°  and  the  pulse  to  75.  The  second  injection  was 
followed  by  very  great  depression,  which  lasted  for  several 
days;  there  was  also  transient  albuminuria.  The  patient  re- 
covered, and  the  authors  stated  that  there  could  be  no  reason- 
able doubt  that  the  recovery  was  entirely  attributable  to  the 
use  of  the  serum. 

Dr.  Amand  Routh  said  it  was  difficult  to  be  sure  in  any 
given  case,  when  several  methods  had  been  adopted,  that  the 
successful  ending  was  due  to  one  of  the  methods  only.  Out  of 
five  or  six  cases  treated  by  himself,  one  had  recovered  from  the 
septicemia  as  a  result  of  the  antistreptococcus  serum  alone. 
It  was  not  wise  to  inject  so  potent  an  agent  unless  it  had  been 
previously  ascertained  that  the  infection  was  due  to  strepto- 
cocci, and  the  ordinary  treatment,  especially  removal  of  all 
debris,  should  not  be  omitted. 

Dr.  Eden  also  thought  it  very  important  to  ascertain  tlie 
nature  of  the  infection  before  using  the  serum.  In  Dr.  Haul- 
tain's  series  a  different  form  of  infection  was  present  in  each 
case;  in  one  the  Loffler  bacillus  was  present  and  the  case  was 
successfully  treated  by  the  diphtheria  antitoxin 

Dr.  Robinson  agreed  that  it  would  be  interesting  to  ascer- 
tain what  microbe  was  producing  the  disease;  but  he  feared 
that  this  would  be  practically  impossible.  He  had  investigated 
a  number  of  cases  bacteriologically,  but  the  results  had  been 
unreliable.  Out  of  seven  cases  he  had  treated  with  the  serum 
five  had  died,  the  treatment  apparently  having  no  effect.  Two 
of  the  cases  recovered;  in  one  of  these  the  only  effect  was  that 
the  patient  seemed  to  sleep  better  afterward;  in  the  other 
patient,  who  had  on  the  eleventh  day  a  temperature  of  104° 
and  a  pulse  of  120  and  membranous  vaginitis,  the  injections  of 
the  serum  were  followed  at  once  by  a  fall  of  temperature,  and 
the  patient  rapidly  convalesced. 

Dr.  McCann  said  it  was  probable  that  more  than  one  mi- 
crobe was  the  cause  of  puerperal  septicemia.  He  suggested 
that  the  serum  should  also  be  used  as  a  preventive  in  cases 
where  sepsis  would  be  likely  to  follow. 
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The  President  said  that  he  did  not  quite  agree  with  the 
opinions  that  had  been  expressed  that  the  serum  ought  not  to 
be  administered  until  it  had  been  definitely  ascertained  that 
the  offending  microbe  in  the  cases  under  observation  was  the 
streptococcus.  He  thought,  as  streptococci  were  usually  pres- 
ent, we  ought  to  give  the  serum  without  waiting  for  bacterio- 
logical investigation.  The  safe  rule  of  practice  was  to  explore 
the  uterus  digitally  with  the  finger  under  an  anesthetic  (decom- 
posing debris  should  be  removed  by  the  finger,  and  reliance 
must  not  be  placed  upon  the  douche),  and  then  to  administer 
the  serum  without  delay. 

Dr.  John  Phillips  had  administered  antistreptococcic 
serum  in  several  cases,  but  in  only  one  was  he  certain  that  the 
patient's  recovery  could  be  attributed  to  its  use.  The  patient 
had  been  ill  for  many  weeks  with  acute  septicemia.  Curettage 
had  failed  to  produce  benefit.  Twenty  injections  were  given 
in  the  course  of  twelve  weeks.  The  temperature,  which  was 
very  high,  was  always  lowered,  the  delirium  ceased,  and  the 
skin  acted,  the  effect  lasting  several  hours.  In  this  case 
repeated  examinations  of  the  discharges  for  streptococci  gave 
a  negative  result. 

Dr.  Tate  had  seen  several  cases  treated  by  the  serum,  and 
in  some  of  them  the  results  appeared  to  be  good.  In  one  case 
the  first  injections  were  followed  by  improvement,  but  after- 
ward failed  to  give  relief;  possibly  this  case  was  one  of  mixed 
infection. 

Dr.  Cullingworth  read  a  paper  on 

A  case  of  early  ectopic  gestation  (tubo-uterine  ?) 
complicated  by  fibromyoma  of  the  uterus. 

The  patient,  age  33,  was  admitted  into  St.  Thomas'  Hospital 
on  September  4,  1897,  said  to  be  suffering  from  retroversion  of 
the  gravid  uterus.  Attempts  had  been  made  to  reduce  the 
supposed  displacement,  but  without  success.  The  patient  had 
had  one  child  nineteen  years  ago,  and  had  last  menstruated 
during  the  last  week  of  April,  1897.  Five  weeks  later  she  fell 
down  some  steps  and  had  pain  in  the  back  and  abdomen.  This 
passed  off,  but  returned  three  weeks  later  and  continued, 
gradually  increasing  in  severity.  A  fortnight  before  admission 
clots  were  passed,  and  since  then  there  had  been  an  offensive 
discharge,  and  for  the  last  five  weeks  sickness  every  evening. 

Further  attempts  were  made  to  reduce  the  supposed  dis- 
placement. On  October  5  the  patient  was  examined  under 
ether,  and  the  diagnosis  was  made  that  the  uterus  was  enlarged 
by  fibroids  and  that  there  was  also  a  pelvic  hematocele  due  to 
an  arrested  tubal  gestation.  On  October  21  an  operation  was 
performed  and  the  fibroid  uterus  and  gestation  sac  removed. 
After  careful  examination  of  the  parts  removed  the  author 
concluded  that  the  gestation  was  originally  tubo-uterine  and 
that  the  fetus  had  been  extruded  either  into  a  diverticulum  of 
the  tube  (which  was  more  probable)  or  into  the  abdominal 
cavitv. 
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Mr.  Alban  Doran  observed  that  in  pure  tubal  pregnancy 
the  fetus  and  placenta  have  been  found  to  be  in  separate  dila- 
tations (Chaput's  case).  Hence  in  the  President's  case  the 
fetus  possibly  lay  in  a  true  diverticulum  of  the  tube.  Rupture 
had  occurred  early;  but  the  membranes  had  partly  protruded 
to  stop  up  the  leak,  and  the  fetus  had  slipped  into  the  protrud- 
ing part,  the  placenta  remaining  behind. 

Dr.  Amand  Routh  thought  that  Mr.  Doran's  explanation 
was  probably  correct. 

Dr.  Arthur  Giles  referred  to  a  case  which  he  had  pub- 
lished in  last  year's  Transactions,  which  also  simulated  retro- 
version of  the  gravid  uterus. 

Dr.  Cullingworth,  in  his  reply,  said  that  this  was  the  first 
case  that  had  occurred  in  his  practice  in  which  a  tubal  preg- 
nancy had  involved  the  intramural  portion  of  the  tube. 


Meeting  of  December  7,  1898. 
The  President,  C.  J.  Cullingworth,  M.D.,  in  the  Chair. 

THE    DEVELOPMENT    OF    THE    GRAAFIAN    FOLLICLE. 

Dr.  Hunter  gave  a  demonstration  of  specimens  illustrating 
the  development  of  the  Graafian  follicle,  and  exhibited  a  series 
of  ovaries  preserved  in  formalin  in  which  the  colors  were  well 
maintained. 

UTERINE   fibroids. 

Dr.  Lewers  showed  (1)  a  large  solitary  subperitoneal  fibroid 
tumor  of  the  uterus  (nine  and  a  half  pounds)  successfully  re- 
moved by  laparatomy  with  intraperitoneal  treatment  of  the 
stump;  (2)  a  uterus  with  multiple  fibroids  (eight  pounds)  suc- 
cessfully removed  by  supravaginal  h^ysterectomy  with  intra- 
peritoneal treatment  of  the  stump.  He  said  that,  as  regards 
the  histor}^,  symptoms,  and  signs,  cases  of  large  solitar}-  sub- 
peritoneal fibroids  difi:ered  remarkably  from  the  common  cases 
where  the  uterus  was  the  seat  of  multiple  fibroids.  In  his  first 
case  the  patient,  married  ten  years,  had  had  five  children  and 
two  miscarriages,  the  last  ten  months  prior  to  operation. 
Menstruation  had  never  lasted  more  than  two  days,  and  for 
ten  months  prior  to  operation  there  had  been  complete  amenor- 
rhea. The  uterus  was  in  no  way  deformed,  except  at  the  place 
where  the  tumor  was  attached,  and  the  cavity  was  of  normal 
length. 

In  the  second  case  the  patient,  married  five  years,  had  not  been 
pregnant,  menstruation  was  profuse,  and  there  had  been  con- 
stant metrorrhagia  for  three  months  before  operation.  The  ute- 
rus was  deformed  and  the  sound  passed  seven  or  eight  inches. 

CONGENITAL    TUMORS    AT   INTERNAL    OS    CAUSING 
HYDROMETRA. 

Dr.  Herbert  Spencer  read  a  short  communication  on  three 
cases  of  congenital  tumor  at  the  internal  os  uteri  causing  hydro- 
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metra  in  new-born  children.  Two  of  the  specimens  had  been 
briefly  described  in  the  catalogue  of  the  gynecological  speci- 
mens in  University  College  Museum,  published  in  1891,  and 
were,  as  far  as  he  was  aware,  the  first  recorded  instances  of  the 
occurrence  of  this  tumor.  The  tumor  was  a  small,  sessile,  pea- 
like body  situated  at  the  summit  of  the  anterior  median  column 
of  the  cervical  arbor  vitse  and  gave  rise  to  dilatation  of  the 
cavity  of  the  body  by  obstructing  the  outflow  of  mucus.  Dr. 
Spencer  thought  the  tumor  might  later  in  life  produce  pain  at 
the  menstrual  or  other  times,  and  might  perhaps  explain  the 
occurrence  of  certain  polj^pi  at  the  internal  os  uteri  which  were 
furnished  with  glands  lined  with  several  layers  of  epithelium — 
a  condition  he  had  met  with  in  this  situation  in  new-born  chil- 
dren. He  directed  attention  to  a  recent  publication  by  Dr. 
Friedlander  '  on  a  similar  condition  in  young  girls. 

INCARCERATED  OVARIAN  DERMOID  DURING  PREGNANCY. 

Dr.  Herbert  Spencer  showed  a  small  multilocular  dermoid 
tumor  of  the  right  ovary  which,  being  incarcerated  in  the 
pelvis,  he  had  removed  by  laparatomy  at  the  fourth  month  of 
preguancy.  Pain,  which  had  been  present  before  the  opera- 
tion, at  once  ceased  on  removal  of  the  tumor,  and  the  patient 
had  five  months  later  been  successfully  delivered  of  a  living 
child  at  full  term. 

Dr.  Herbert  Spencer  also  showed  for  another  practitioner  a 
small  ovarian  dermoid  tumor  which  had  been  incarcerated  in 
the  pelvis  at  the  time  of  labor.  Forceps  and  afterward  version 
had  been  employed,  with  the  result  that  the  tumor  was  rup- 
tured and  the  patient  died  of  septic  peritonitis  three  days  after 
delivery. 

Dr.  John  Phillips  said  that  he  had  met  with  a  case  in 
which  the  cyst  had  obstructed  labor  and  necessitated  its  inci- 
sion and  suturing  to  the  vaginal  walls  before  delivery  could  be 
effected.  A  year  later  the  patient  was  seized  with  a  rigor  and 
abdominal  pain,  and  at  the  operation  a  large  suppurating  der- 
moid cyst  was  found  with  a  coil  of  hair  adherent  to  the  old  scar 
in  the  vagina;  the  patient  made  a  good  recover5\  Dr.  Phillips 
had  recently  had  an  impacted  dermoid  complicating  early 
pregnancy,  which  had  been  successfully  removed. 

Dr.  Giles  mentioned  a  case  of  an  ovarian  dermoid  removed 
during  pregnancy.  He  first  saw  the  patient  when  she  was 
three  months  pregnant,  and  decided  to  wait  and  see  whether 
with  the  progress  of  pregnancy  the  cyst  would  rise  out  of  the 
pelvis;  as  this  did  not  happen,  the  cyst  was  removed  by  abdomi- 
nal section,  and  the  patient  was  expecting  her  confinement 
shortly. 

PLACENTA   previa   AND    FIBROIDS. 

Dr.  Boxall  showed  a  uterus  with  interstitial  fibroids  from 
a  case  of  placenta  previa  centralis.  The  patient  died  forty 
minutes  after  delivery,  from  ante-  and  postpartum  hemorrhage. 

'  Archiv  fiir  Gynukologie,  1898. 
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In  her  previous  confinement,  three  years  ago,  a  large  fibroid 
was  noticed  in  tlie  lower  pole  of  the  uterus  on  the  left  side,  and 
an  abscess  formed  and  burst  into  the  vagina,  the  sinus  in  which 
still  remained.  The  fibroid  had  shrunk  considerably  since  the 
previous  labor. 


BRIEF  OP  CURRENT  LITERATURE. 


GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

The  Effects  Produced  in  the  Female  by  Castration. — 

Pfister'  reports  179  cases  of  castration  from  the  County  Hos- 
pital of  St.  Gallen  in  whom  he  traced  the  immediate  and 
subsequent  effects  produced  by  the  removal  of  the  ovaries. 
The  investigation  comprised  the  effect  of  castration  upon  men- 
struation, vicarious  bleeding,  molimina  menstrualia,  the  libido 
sexualis,  change  in  the  sexual  organs,  general  condition  of  the 
body,  the  influence  upon  the  nervous  system,  and  finally  the 
therapeutic  effect  of  the  operation. 

It  is  well  known  that  after  castration  menstruation  generally 
disappears.  This  view,  first  expressed  by  Hegar,  agrees  with 
the  experience  of  most  operators.  In  Pfister's  cases  menstru- 
ation continued  in  5  per  cent.  The  cause  for  this  is  probably- 
best  explained  through  Pfliiger's  theory.  According  to  this 
theory  ovulation  is  absolutely  independent  of  menstruation. 
The  nervous  impulses  from  the  ovary  to  the  uterus  travel 
through  the  ovarian  nerves  and  the  centres  in  the  lumbar 
enlargement.  The  function  of  the  ovaries  is  constant  and  non- 
intermittent.  Through  the  gradual  growth  of  the  Graafian 
follicles  the  minute  nervous  filaments  located  in  the  ovarian 
tissue  are  irritated,  which  irritation  is  transmitted  to  the  spinal 
nerve  centres,  to  there  accumulate  until  sufficient  impetus  is 
acquired  to  produce  a  reflex  upon  the  vasomotor  nerves  of  the 
uterus  and  ovaries.  If  at  this  particular  period  the  ovary  con- 
tains a  follicle,  the  increased  secretion  of  liquor  folliculi  suffices 
to  burst  the  follicle;  if  not,  the  reflex  wave  passes  without 
producing  any  changes  in  the  ovaries.  At  the  same  time  the 
uterine  mucous  membrane  has  been  transformed  into  a  decidua 
menstrualis;  the  reflex  hyperemia  affects  the  already  distended 
capillaries  until  they  rupture  and  thus  form  the  menstrual 
blood.  The  impulse  from  the  nerve  centres  supplies  the  finish- 
ing touch  to  the  menstruation;  and  if  this  impulse  occurs  at  a 
period  when  the  uterus  does  not  contain  a  decidua  menstrualis 
there  can  be  no  discharge  of  menstrual  blood.  Therefore  the 
periodical  appearance  of  menstruation  depends,  the  first  of  all, 
upon  the  regular  formation  of  a  decidua  menstrualis. 

Usually  the  two  functions  necessary  for  menstruation  appear 
simultaneously,  and  for  most  individuals  it  is  the  rule  to  men- 
struate every  four  weeks.  Under  some  conditions  one  or  the 
other  factor  of  menstruation  may  be  delayed  and  menstruation 
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then  becomes  irregular.  The  dependence  of  menstruation  upon 
the  functions  of  the  ovaries  shows  that  with  the  removal  of 
these  organs  menstruation  must  cease,  and  if  menstruation  con- 
tinues after  castration  it  is  evident  that  particles  of  the  ovarian 
tissue  escaped  observation  and  were  not  removed.  In  such 
cases  menstruation  will  continue  until  the  entire  remaining 
ovarian  substance  is  used  up.  In  some  cases,  although  men- 
struation ceases,  there  occurs  at  irregular  intervals  vicarious 
bleeding — that  is,  an  exudation  of  blood  from  other  organs  at 
the  time  when  the  menstrual  period  would  normally  occur. 
Pfister  mentions  12  such  cases,  in  2  of  which  there  was  a  well- 
marked  intestinal  hemorrhage  and  in  another  copious  vomiting 
of  blood.  In  the  remaining  cases  vicarious  menstruation  was 
principall}^  expressed  bj'  bleeding  from  the  nose.  Less  typical, 
but  still  with  a  certain  amount  of  regularity,  castration  shows 
its  influence  upon  leucorrheal  discharges. 

Already  Hegar  and  others  have  drawn  attention  to  the  fact 
that  after  castration  there  is  apt  to  be  a  decided  increase  of  leu- 
corrhea.  With  the  progressive  atrophy  of  the  genital  organs  the 
discharge  gradually  lessens  and  finally  disappears  altogether. 
An  exception  to  this  are  the  cases  in  which  the  ovaries  were 
removed  to  influence  the  growth  of  the  uterine  fibroids.  In 
this  class  of  cases  the  discharge  continues  and  is  apt  to  increase. 
Phenomena  usually  observed  after  castration  are  various 
pains  and  discomforts  which  appear  at  the  time  and  instead  of 
the  menstrual  period,  and  which  are  grouped  under  the  term 
of  molimina  menstrualia.  When  the  factors  of  menstruation 
are  remembered  the  etiology  of  the  symptomsis  understood.  The 
symptoms  complained  of  vary  in  character;  they  are  both 
local  and  general — flushes,  nervous  disturbances,  sensations  of 
heat  followed  by  chilliness,  vertigo,  meteorismus,  backache, 
abdominal  pains,  pains  in  the  region  of  the  ovaries,  and  also  a 
bearing-down  feeling  and  weight  in  the  pelvic  organs.  These 
symptoms  are  most  severe  in  the  first  months  following  the 
operation;  they  are  apt  to  last  about  two  years,  and  finally 
disappear  entirely. 

Pfister's  investigations  as  to  the  libido  sexualis  are  quite 
extensive  and  certainly  important,  because  it  is  the  one  point 
upon  which  both  patient  and  husband  desire  full  explanation. 
To  better  understand  the  effects  of  castration  upon  this  func- 
tion it  is  advisable  to  briefly  recapitulate  its  physiology.  Here 
again  the  theory  of  Pfliiger  appears  to  be  the  most  rational 
and  conclusive  one.  The  sexual  activity  of  women  depends 
largely  upon  the  functions  of  the  ovaries.  The  distension  of 
the  Graafian  follicles  reacts  upon  the  ovarian  nerves  and  is 
reflected  upon  the  lumbar  ganglia,  from  where  erotic  sensations 
emanate.  To  this  are  added  the  reflexes  produced  by  body  con- 
tact, all  of  which  combine  and  result  in  the  libido  sexualis. 
From  this  it  may  be  seen  that  the  latter  function  also  necessi- 
tates two  factors,  and  that  the  absence  of  the  ovaries  is  likely  to 
diminish  the  sexual  desire.  At  a  period  of  sexual  excitation 
the  smallest  external  influences  can  arouse  the  libido  sexualis, 
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while  at  other  times,  when  the  sexual  desire  is  not  strong,  even 
marked  influences  may  pass  without  any  effect.  The  glans 
clitoridis  contains  numerous  nerve  filaments,  which  end  in  the 
ganglia  of  Krouse.  From  the  latter  ensue  the  sensuous  sensa- 
tions during  the  actus,  while  the  desire  to  intercourse  originates 
in  the  ovaries.  Thus  the  ovaries  contain  the  nerve  centre,  so 
to  speak,  of  sexual  desire,  while  from  the  nerve  terminals  of 
the  glans  clitoridis  proceed  the  impulses  to  the  brain,  there  to  be 
perceived  and  which  cause  the  final  orgasm.  Some  observers 
state  that  the  ovaries  intensify  the  actions  of  the  clitoric  nerves. 
Practical  experience,  however,  shows  different  results.  Then 
Pfister  found  in  nearly  50  per  cent  of  his  cases  no  diminution 
of  the  libido;  in  the  remaining  cases  the  desire  was  lessened, 
and  in  some  it  entirely  disappeared.  It  should  be  noted,  how- 
ever, that  in  most  of  the  cases  belonging  to  the  latter  category 
this  function  was  diminished,  or  even  absent,  prior  to  the  ope- 
ration, being  due  in  part  to  age,  in  part  to  protracted  invalidism. 
Another  important  factor  influencing  the  extent  of  the  libido 
is  whether  the  person  is  single  or  married.  In  married  women 
the  brain  has  received  previous  impressions  which,  to  a  certain 
extent,  keep  awake  and  prolong  the  period  of  sexual  activity. 

During  the  natural  climacterium  the  ovarian  substance 
changes  into  connective  tissue,  and  the  other  genital  organs, 
especially  the  uterus,  become  atrophic.  Various  authors  have 
shown  that  after  castration  similar  changes  occur.  The  ute- 
rine atrophy  is  marked.  Less  constant  are  the  changes  in  the 
vagina.  Pfister's  investigations  show  various  instances  in 
which  this  organ  remained  unchanged.  As  to  the  mammary 
glands,  which  must  also  be  classed  as  genital  organs,  the  re- 
sults following  castration  are  different.  In  some  women  the 
breasts  become  atrophic,  while  in  others  a  decided  increase  in 
size  was  noted. 

At  the  time  of  the  normal  climacterium  the  female  body  un- 
dergoes manifold  changes,  manifesting  themselves  in  different 
parts  of  the  organism.  An  especially  marked  phenomenon  is 
the  increase  of  adipose  tissue.  The  expression  of  the  face  is 
changed,  caused  by  a  broadening  of  the  lower  jaws  and  greater 
prominence  of  the  cheek.  The  waist  increases  in  diameter  and 
the  hips  grow  broader  and  more  massive.  The  uniform  dis- 
tribution of  adipose  tissue  gives  to  the  youthful  individual  the 
well-rounded  and  pleasing  appearance.  This  changes  with 
the  advent  of  the  climacterium,  at  which  time  the  fat  is  de- 
posited in  parts  in  large  quantities,  while  in  other  regions  it 
disappears,  leaving  the  skin  loose  and  giving  rise  to  the  for- 
mation of  furrows  and  wrinkles.  After  castration  there  is  also 
a  tendency  to  the  formation  of  fat  deposits,  and  in  more  than 
50  per  cent  an  increase  of  the  body  weight  was  noted.  There 
is,  however,  a  difference  between  the  changes  of  the  natural 
and  the  artificial  climacterium.  After  the  latter  the  women 
retain  their  youthful  appearance,  and  the  fat  deposits  retain 
their  symmetrical  character  and  preserve  the  rounded  con- 
tours of  the  body.     In  fact,  castration  seems  to  preserve  ap- 
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pearance,  and  the  changes  of  age  appear  later  and  are  less 
marked.  The  hair  is  apt  to  retain  its  color,  with  an  increased 
lustre.  The  complexion  is  clearer  and  wrinkles  are  rarely- 
present.  Even  the  eyes  become  more  expressive  and  brighter. 
The  hips  and  loins  do  not  increase  in  width.  The  breasts,  al- 
though smaller  in  size,  remain  round  and  firm  and  do  not 
become  flaccid  and  dependent  as  after  the  natural  climacte- 
rium. The  growth  of  superfluous  hairs  at  the  upper  lips  and 
other  parts  of  the  face,  which  so  often  disfigure  the  faces  of 
women  past  the  menopause,  rarely  appears  after  castration. 
The  changes  which  after  the  natural  climacterium  appear 
quickly  occur  very  gradually  after  castration  and  may  extend 
over  a  period  of  years.  There  is,  however,  a  certain  regularity 
with  which  these  changes  take  place.  Pfister's  investigation 
comprised  13  cases.  In  all  of  these  menstruation  ceased  abso- 
lutely and  was  followed  by  an  atrophy  of  the  uterus;  there 
was  also  a  marked  increase  in  the  weight  of  the  body,  which 
in  some  of  the  cases  amounted  to  obesity. 

The  influence  upon  the  nervous  system  is  quite  marked  and 
well  pronounced.  Most  frequently  women  complain  of  flushes, 
varying  in  severity,  and  which  may  last  from  a  few  months  to 
several  years.  It  should,  however,  be  noted  that  in  about  one- 
half  of  the  cases  similar  symptoms  existed  prior  to  the  opera- 
tion. The  patients  describe  a  peculiar  sensation  arising  in  the 
abdomen  and  extending  upward  toward  the  heart  and  lungs, 
giving  rise  to  a  feeling  of  heat  and  fulness  in  the  head.  Palpi- 
tation of  the  heart,  vertigo,  and  buzzing  in  the  ears  may  exist 
at  the  same  time,  but  is  frequently  absent.  The  face  appears 
congested  and  feels  warm.  The  patient,  however,  complains 
of  a  chilly  feeling  extending  down  the  back,  especially  in  the 
centre,  usually  followed  by  profuse  perspiration.  These  symp- 
toms are  most  pronounced  immediately  after  the  operation  and 
become  more  marked  at  regular  intervals,  which  to  a  certain 
extent  simulate  the  time  of  menstruation.  In  some  cases  these 
symptoms  are  most  severe  and  produce  actual  suffering,  while 
in  others  they  are  slight  and  hardly  noticeable.  In  the  latter 
cases  the  flushes  soon  fail  to  appear.  Women  very  frequently 
complain  of  a  headache  having  the  character  of  true  migraine. 
In  many  cases  this  has  existed  prior  to  the  operation,  but  there 
are  indubitable  cases  in  which  the  headache  appeared  for  the 
first  time  after  the  operation.  A  less  frequent  sj^mptom  is 
vomiting  and  nausea,  also  neuralgic  pains  involving  the 
nerves,  especially  those  of  the  lumbar  plexus.  Palpitation  of 
the  heart,  hoarseness,  inclination  to  cough,  and  insomnia  are 
rarer  symptoms.  The  nervous  symptoms  following  castration 
are  certainly  more  intense  than  those  of  the  climacterium,  prob- 
ably owing  to  the  fact  that  the  loss  of  ovarian  function  is  sud- 
den and  not  so  gradual  as  during  the  natural  menopause,  thus 
causing  a  greater  shock  to  the  nervous  system.  In  judging 
the  influence  of  castration  upon  the  nervous  system  the  fact 
must  not  be  lost  sight  of  that  quite  a  number  of  patients  have 
been  sufferers  for  years,  often   to  such  an  extent  that  they 


BRIEF   OF   CURRENT   LITERATURE.  113 

willingly  embrace  every  opportunity  to  procure  relief  and  are 
anxious  to  undergo  an  operation.  It  seems  but  rational  that 
in  such  cases  the  nervous  system  is  also  affected  and  that  many 
of  the  symptoms  predate  an  operation  and  are  not  altogether 
the  result  of  castration.  Pfister  found  from  his  inquiries  that 
a  depressed  mental  condition  is  the  exception  after  castration, 
and  in  quite  a  few  cases  the  patients  became  more  cheerful 
and  of  a  more  sanguine  temperament.  As  to  the  loss  of 
memory,  Pfister  noted  in  74  cases  a  decided  weakening  of  the 
memory;  in  38  cases  no  change  was  observed.  Regarding  the 
therapeutic  result  of  the  operation,  Pfister  states  that  a  com- 
parison before  and  after  the  operation  showed  decided  im- 
provement and  that  the  result  of  the  operation  is  apparently 
ver}^  favorable.  In  many  cases  years  of  suffering  gave  way  to 
comparatively  good  health,  and  pronounced  invalids  became 
enabled  to  attend  to  their  household  duties.  In  the  letters 
which  were  received  in  response  to  inquiries,  many  patients 
expressed  themselves  in  terms  of  deep  gratitude,  and,  although 
suffering  from  minor  discomforts,  most  of  them  state  that  they 
enjoy  comparatively  good  health. 

Value  of  the  Female  Reproductive  Organs  in  their  Re- 
lation to  Operations. — R,  C.  Lucas '  concludes  as  follows  : 
1,  The  female  reproductive  organs  exert  a  remarkable  influ- 
ence on  the  development  of  the  woman  apart  from  their  procrea- 
tive  function,  2,  Maturity  having  been  attained,  the  procrea- 
tive  function  outweighs  in  importance  the  nutritive  influence 
exerted  on  the  various  tissues  of  the  body  through  these 
organs,  3,  From  a  national  as  well  as  domestic  standpoint 
the  procreative  function  of  woman  is  her  richest  dowry;  so 
that  in  a  young  woman,  whenever  possible,  it  should  be  pre- 
served to  her  by  conservation  of  an  active  ovary,  4,  With 
the  approach  of  middle  life  the  ovaries  decrease  in  value  and 
may  be  more  freely  sacrificed  to  prolong  the  life  of  the  indi- 
vidual. 5,  The  ovaries  exert  throughout  life  a  certain  influ- 
ence on  associated  organs,  and  perhaps  to  a  less  extent  on  all 
the  organs  of  the  body,  6,  This  influence,  formerly  attributed 
to  reflex  nerve  action,  by  many  is  now  thought  to  be  due  to  an 
internal  secretion  from  these  organs.  7.  The  removal  of  nor- 
mal ovaries  (Battey's  operation)  has  failed  as  a  cure  for  neu- 
roses, and  cannot  be  too  strongly  condemned  for  such  cases, 
especially  in  young  subjects.  8.  The  same  operation  for  fibro- 
myomata  of  the  uterus  has  often  proved  of  great  service  in 
reducing  the  tumors  by  hastening  the  menopause.  9.  Kelly, 
impressed  by  the  importance  of  the  internal  secretion  theory, 
has  lately  recommended  conservation  of  one  or  both  ovaries 
when  the  uterus  is  removed,  which  is  a  reaction  into  somer- 
sault on  Battey's  operation.  10,  Battey's  operation  has  lately 
been  suggested  by  Beatson  for  the  cure  of  inoperable  cases  of 
cancer.  Remarkable  shrinking  of  the  tumors  of  the  breast  and 
glands  has  been  noticed  to  follow  the  operation  in  women  who 
had  not  reached  the  menopause,  but  complete  cure  seems 
never  to  have  been  obtained. 


lU  BRIEF  OF   CURRENT   LITERATURE. 

Endometritis  in  the  Virgin. — W.  X.  Hunt'  reports  a  case 
of  this  kind.  As  curettement  was  strongly  objected  to,  he 
used  hot  injections.  He  states  that  when  giving  these  injec- 
tions the  patient  should  be  in  the  recumbent  position  with 
hips  elevated.  The  quantity  of  the  injection  should  be  large 
and  slowly  given,  so  that  the  time  occupied  will  not  be  less 
than  ten  minutes.  The  temperature  of  the  water  should  be 
about  105°  F.  at  first,  and  should  be  increased  about  two  degrees 
each  day  until  it  is  as  hot  as  the  patient  can  bear  it.  He  adds 
to  each  gallon  of  water  a  handful  of  common  salt  and  a  tea- 
spoonful  of  alum.  He  obtained  a  cure  in  the  case  reported  by 
ten  hot  injections  alone,  but  he  advises  curettement  whenever 
the  consent  can  be  obtained 

Psoas  Abscess  in  Women. — E.  Van  de  Warker '  believes 
the  anterior  cul-de-sac  offers  some  facilities  in  reaching  the 
fossa  that  tlie  posterior  route  does  not  possess.  It  is  usually 
necessary  to  insert  drainage.  This  must  never  be  gauze,  for 
gauze  never  drains,  but  it  must  be  a  tube,  either  glass  or  rub- 
ber. A  point  to  bear  in  mind  is  the  important  and  practical 
•one,  namely,  that  a  patient  may  go  months  with  such  a  pus 
accumulation,  possibly  with  no  temperature  at  all,  but  as  soon 
as  the  abscess  is  opened  a  serious  rise  of  temperature  may 
occur  in  from  three  or  four  days  to  a  week.  A  tube  allows 
thorough  irrigation  of  the  cavity.  At  the  same  time  air  must 
be  carefully  excluded,  as  he  is  satisfied  that  oxygenation  can 
revitalize  sterile  pus,  or  air  in  contact  with  the  products  of  the 
germ  renders  the  ptomaines  active.  This  is  his  explanation, 
but  it  is  a  clinical  fact,  no  matter  how  explained,  and  the  only 
remedy  he  knows  of  is  efficient  and  thorough  irrigation,  and 
for  which  he  uses  sterile  water.  He  reports  a  case  which 
oame  under  his  care,  which  terminated  fatally  because  irriga- 
tion was  delayed  too  long. 

Immediate  and  Remote  Results  of  Seventy-one  Alexan- 
der and  Seventy-one  Suspensio  Uteri  Operations. — W.  L. 
Burrage  '  states  that  in  the  Alexander  operations  he  obtained 
good  results  in  all  except  6  cases.  Of  these.  5  were  fair  and 
1  a  failure.  Pregnancy  has  occurred  in  19  per  cent  of  the 
cases.  In  the  suspensio  uteri  operations  the  results  were  good 
except  in  5  cases;  these  had  mural  abscesses.  Pregnancy  has 
occurred  in  12  per  cent  of  these  cases.  His  conclusions  are  as 
follows:  1.  The  Alexander  operation  is  preferable  to  the  sus- 
pensio uteri  operation  because  it  seeks  to  support  the  uterus 
by  its  natural  ligaments.  2,  The  Alexander  operation  is  indi- 
cated in  retroversion,  retroflexion,  and  retroposition  without 
ovarian  disease  3.  In  retroposition  with  tight  utero-sacral 
ligaments,  posterior  colpotomy  for  the  purpose  of  dividing  the 
tight  ligaments  may  be  performed  with  advantage  together 
with  the  Alexander  operation.  4.  In  ovarian  prolapse,  especi- 
ally if  the  ovarian  ligaments  are  long,  the  Alexander  operation 
cannot  be  depended  on  to  raise  the  ovaries  into  a  normal 
position.  5.  One  round  ligament  is  not  sufficient  to  maintain 
the  uterus  in  place.     6.  The  Edebohls  operation  is  the  prefer- 


BRIEF   OF   CUKRENT   LITERATURE.  115 

able  operation,  because  by  it  the  round  ligament,  being  uncov- 
ered in  the  entire  length  of  the  inguinal  canal,  is  less  liable  to 
be  broken;  also,  because  this  method  does  away  with  the  need 
of  anteverting  the  uterus  bimanually  in  the  course  of  the  ope- 
ration; and,  finally,  because  of  the  secure  manner  in  which  the 
ligament  is  anchored  and  the  inguinal  canal  closed,  making 
subsequent  hernia  impossible.  7.  Although  the  Alexander 
operation  leaves  two  scars  on  the  abdomen,  they  are  so  situ- 
ated as  to  be  covered  by  the  pubic  hair  and  are  subsequently 
less  of  a  disfigurement  than  is  one  scar  in  the  median  line. 
8.  The  suspensio  uteri  operation  is  indicated  in  retroversion, 
retroflexion,  and  retroposition  with  ovarian  or  tubal  disease, 
whether  inflammatory  affections  or  prolapse.  9.  The  best 
method  of  performing  the  suspension  is  by  means  of  absorbable 
ligatures  passed  through  the  anterior  and  upper  portions  of 
the  fundus  uteri  and  through  the  parietal  peritoneum  and 
transversalis  fascia  only.  Thus  an  elastic  band  is  created 
between  the  parietes  and  the  uterus  which  maintains  the  ute- 
rus in  place  and  does  not  cause  interference  with  the  enlarge- 
ment of  the  anterior  fundus  during  subsequent  pregnancy. 
10.  Suspensio  uteri  leaves  but  one  weak  spot  in  the  abdominal 
parietes  predisposing  to  hernia,  instead  of  two  as  in  the 
Alexander  operation.  11.  In  the  great  majority  of  cases 
neither  operation  is  the  cause  of  complications  in  subsequent 
pregnancy.  Whatever  complications  do  occur  are  not  of  a 
serious  nature.  12.  In  all  cases  of  doubtful  diagnosis,  in 
which  the  condition  of  the  ovaries  and  tubes  cannot  be  deter- 
mined accurately,  the  suspensio  uteri  operation  is  to  be  pre- 
ferred to  the  Alexander  operation. 

Treatment  of  Cystocele.— A.  Routh '  describes  an  opera- 
tion for  cystocele  as  follows:  The  cervix  is  drawn  down  and 
an  incision  is  made  transversely  in  front  of  the  cervix,  and  the 
bladder  is  stripped  off  the  front  of  the  uterus  as  in  vaginal 
hysterectomy.  The  anterior  wall  of  the  vagina  is  then  seized 
by  its  cut  edges  and  drawn  down  toward  the  vulva,  and  the 
bladder  is  stripped  off  its  under  surface  and  turned  up  out  of 
the  way.  An  incision  is  then  made  longitudinally  along  the 
centre  of  the  vaginal  flap,  running  from  the  centre  of  the 
transverse  incision  to  the  neck  of  the  bladder.  The  two  result- 
ing triangular  flaps  are  then  placed  in  position  and  made  to 
overlap,  and  the  redundant  portions  cut  away  both  along  the 
transverse  and  longitudinal  incisions.  The  points  of  the  lateral 
flaps  should  be  drawn  down  and  sutured  to  the  central  point 
of  the  transverse  edge.  Then  the  raw  edges  should  be  sutured 
along  both  longitudinal  and  transverse  lines.  This  shortens 
the  vagina  in  both  directions.  It  is  a  good  plan  to  suture  the 
supravaginal  cervix  to  the  vaginal  wall.  He  states  that  it  is 
useless  to  expect  a  cure  unless  the  bladder  is  completely 
stripped  from  the  vagina  and  uterus.  He  has  tried  this  opera- 
tion and  obtained  good  results. 

Conservative  Surgery  of  the  Ovary. — C.  Martin  "  states 
that  the  physiological  value  of  the  ovaries  may  be  best  realized 
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by  noting  the  results  of  complete  extirpation  of  both  glands. 
These  he  gives  as  follows:  (a)  Sterility;  (b)  cessation  of  men- 
struation in  95  per  cent  of  the  cases;  (c)  atrophy  of  ttae  uterus, 
and,  to  a  less  extent,  of  the  vagina  and  vulva;  (d)  the  abrupt 
and  violent  appearance  of  the  nervous  symptoms  of  menopause, 
and  a  generally  unstable  condition  of  the  nervous  system; 
(e)  abolition  of  sexual  instincts;  (/)  obesity.  If  one  ovary,  or 
even  only  a  part  of  an  ovary,  be  left  behind,  none  of  the  above- 
named  symptoms  appear.  He  urges  gynecologists  to  give  a 
fair  and  unbiassed  trial  to  the  conservative  surgery  of  the 
ovary.  He  has  now  performed  abdominal  hysterectomy  for 
various  conditions  42  times  (13  "  clamps,"  29  pan-hysterec- 
tomies). In  27  of  these  he  removed  both  ovaries  with  the 
uterus;  in  15  he  was  able  to  leave  one  or  both  ovaries  behind. 
He  has  performed  40  vaginal  hysterectomies  for  various  con- 
ditions. In  13  cases  he  removed  both  ovaries  with  the  uterus, 
and  in  27  he  was  able  to  save  one  or  both  ovaries.  He  has 
been  able  to  trace  the  after-history  of  most  of  these  cases,  and 
he  does  not  know  of  a  single  case  in  which  this  conservation  of 
the  ovar}'  has  led  to  any  untoward  result. 

Conservative  Management  of  Uterine  Inflammation  and 
Displacement. — I.  A.  McSwain  '  believes  the  more  common 
diseases  and  displacements  of  the  womb  may  and  ought  to 
be  managed  by  the  general  practitioner  as  successfully  as  dis- 
eases of  other  organs;  that  a  physician  should  make  a  thor- 
ough examination  and  thoroughly  treat  a  case  before  he  refers 
it  to  a  gynecologist.  He  also  states  that  the  general  practi- 
tioner should  study  and  treat  general  or  constitutional  dis- 
orders, which  in  many  cases  contribute  to  or  complicate  the 
local  disease. 

Endocarditis  Gonorrhoica. — Siegheim  *  reviews  the  litera- 
ture pertaining  to  this  disorder,  and  also  reports  a  new  case 
recently  observed.  A  woman  who  had  been  suffering  from 
leucorrhea  suddenly  became  ill  and  complained  of  abdominal 
pains,  vomiting,  and  severe  chills,  the  latter  repeating  them- 
selves daily.  Physical  examination  showed  lungs  to  be  nor- 
mal, and  a  systolic  murmur  with  rapidity  of  pulse.  A  few 
days  later  the  area  of  heart  dulness  increased,  a  diastolic  mur- 
mur appeared,  and  the  pulse  became  intermittent.  To  these 
symptoms  were  added  during  the  next  five  weeks  dyspnea, 
nephritis,  cystitis,  and  enlargement  of  the  spleen.  At  the 
expiration  of  this  period  the  patient  died.  Postmortem  ex- 
amination revealed  an  ulcerative  endocarditis  of  the  aortic 
valves,  nephritis,  cystitis,  and  endometritis.  Attempts  to  ob- 
tain blood  cultures  during  life  were  negative.  The  blood 
found  in  the  heart  and  scrapings  from  the  cardiac  valves  also 
produced  no  growth  of  bacilli.  Microscopic  examinations  of 
sections  obtained  from  the  structures  of  the  heart,  however, 
demonstrated  unmistakably  the  presence  of  gonococci,  and 
thus  the  case  was  a  gonorrheal  endocarditis  appearing  without 
previously  involving  the  joints.  It  is  interesting  to  note  that 
with   the  advent  of  the  cardiac  symptoms  the  vaginal   dis- 
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charges  almost  ceased,  to  appear  later  with  increased  severity. 
According  to  Finger,  the  cessation  of  discharges  is  caused  by 
the  rise  of  temperature. 

Classification  of  Peritonitis. — After  studying  the  statistics 
of  lOG  cases  of  peritonitis  which  came  to  autopsy  in  Johns 
Hopkins  Hospital,  Simon  Flexner  ^  classifies  this  disease  as 
follows:  The  primary  or  idiopathic  forms  of  peritonitis  are 
restricted  to  a  definite  and  small  number  of  cases  of  terminal 
infection,  and,  unless  the  resistance  of  the  peritoneum  is  broken 
down  through  local  lesions  or  general  disturbances,  this  cavity 
is  eminently  capable  of  protecting  itself  against  injurious 
chemical  and  living  agents.  A  second  variety  of  peritonitis 
conducts  itself  in  every  way  like  surgical  infections;  and  the 
conditions  that  protect  the  tissues  generally  from,  or  predis- 
pose them  to,  infection  may  be  seen  in  operation  here.  Finally, 
a  third  variety  is  dependent  upon  disease  in  an  intraperitoneal 
organ  that  brings  pathogenic  micro-organisms  and  other  ex- 
traneous (chemical?)  substances  directly  or  indirectly  into  the 
abdominal  cavity,  thus  breaking  down  its  resistance  and  ex- 
posing it  to  infection  from  within. 

Vaginal  Hysterectomy  for  Carcinoma  Uteri. — C.  G. 
Cumston"  believes  that  in  a  case  of  pregnancy  complicated  by 
carcinoma,  if  the  neoplasm  has  extended  so  far  that  hysterec- 
tomy will  be  of  no  avail,  local  and  general  medical  treatment 
is  all  that  can  be  done.  If  it  is  supposed  that  pregnancy  may 
go  to  term,  if  there  is  no  pelvic  tumor  or  induration  of  the 
vagina  or  cervix  which  would  render  labor  difficult,  the  disease 
must  be  let  alone,  the  patient's  strength  being  sustained  by 
suitable  tonics,  vaginal  irrigations  frequently  and  freely  used, 
and  proper  dressings  in  cases  of  serious  symptoms,  such  as 
hemorrhage,  etc  On  the  other  hand,  if  the  life  of  the  woman 
is  in  danger  on  account  of  a  long  and  difficult  labor,  produced 
by  a  neoplastic  infiltration  of  the  vagina  and  cervix,  it  is 
proper,  he  thinks,  to  produce  artificial  labor.  Vaginal  hyster- 
ectomy for  cases  of  fibroid  coexisting  with  epithelioma  is  only 
rarely  indicated,  but  if  the  non-malignant  neoplasm  is  small 
the  vaginal  route  will  give  fewer  chances  of  infecting  the 
wound  with  carcinoma.  The  presence  of  carcinomatous  meta- 
stasis in  the  ovaries  is  an  absolute  contraindication  for  any 
operation.  The  presence  of  cystoma  of  the  ovaries  or  inflam- 
mation or  suppurating  lesions  of  the  surrounding  organs  is 
in  no  way  a  contraindication  to  the  vaginal  operation  for  car 
cimomy. 

Moot  Points  in  the  After-treatment  of  Cases  of  Abdom- 
inal and  Vaginal  Section. — Christopher  Martin,"  surgeon  to 
the  Birmingham  and  Midland  Hospital  for  Women,  discusses 
briefly  certain  points  in  the  after-treatment  of  cases  of  abdom- 
inal section.  On  some  questions  he  is  at  variance  with  the 
teaching  of  distinguished  abdominal  surgeons.  The  great  aim 
of  the  surgeon  should  be  to  prevent  the  occurrence  of  compli- 
cations— rather  than  to  treat  them  after  they  have  arisen — by 
the  careful  preparation  of  the  patient  beforehand,  by  the  skil- 
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ful  performance  of  the  operation  itself,  and,  above  all,  by  the 
attainment  of  perfect  asepsis.  Prevention  is  ever  better  than 
cure,  and  an  extra  half-hours  work  before  an  operation  is 
worth  a  week  of  anxious  after-treatment.  It  is  a  wise  rule  in 
abdominal  surgery,  as  in  other  mundane  affairs,  to  let  well 
alone.  If  the  case  be  progressing  favorably,  if  the  patient 
have  no  bad  symptoms,  be  content,  be  thankful,  and  avoid 
fussy  interference.  You  can  hardly  make  her  any  better,  and 
you  may  make  her  a  good  deal  worse.  Some  surgeons  un- 
necessarily restrain  their  patients  after  operation  as  regards 
position.  They  keep  them  rigidly  on  their  backs  for  forty- 
eight  hours,  not  even  allowing  the  nurse  to  turn  them  gently 
on  to  the  side.  This  restriction  is  cruel  and  needless.  Let  the 
patients  lie  in  the  attitude  that  is  most  comfortable  to  them, 
and  allow  the  nurse  to  turn  them  from  time  to  time.  It  is  not 
necessary  to  cover  the  abdomen  with  a  cradle,  though  it  does 
no  harm. 

The  dressings  should  be  simple.  Cover  the  incision  with  a 
pad  of  iodoform  gauze.  Over  this  a  square  of  lint  is  laid  and 
fixed  with  three  or  four  bands  of  rubber  plaster.  Over  all  an 
ordinary  abdominal  binder  is  pinned.  The  gauze  should  be 
changed  at  the  end  of  twenty-four  hours,  and  after  this  it  need 
not  be  disturbed  for  a  week.  The  aim  should  be  to  keep  the 
wound  as  dry  and  clean  as  possible.  Wet  dressings  are  an 
abomination;  they  simply  promote  suppuration.  Do  not  dust 
wounds  with  boracic  acid  powder  or  iodoform  powder,  except 
in  septic  wounds,  when  use  iodoform  freely.  Powders  are  apt 
to  form  unpleasant  crusts  or  cakes  which  delay  the  healing 
process.  For  similar  reasons  do  not  seal  the  incision  with 
collodion. 

For  suturing  the  abdominal  wall  silkworm  gut  is  an  ideal 
material.  Do  not  use  buried  sutures,  and  never  suture  the 
abdominal  wall  in  layers.  Catgut,  even  if  aseptic,  dissolves 
too  soon,  and  silk,  no  matter  how  carefully  sterilized,  is  apt 
to  become  infected  and  cause  abscesses  and  sinuses.  Buried 
sutures  of  silkworm  gut  frequently  work  out.  months  after  the 
operation,  by  a  process  of  quiet  suppuration.  Invariably  use 
silkworm  gut,  applied  as  an  interrupted  suture  passing 
through  the  whole  abdominal  wall.  Leave  the  stitches  in  for 
twelve  or  fourteen  daj^s,  and  sometimes  longer.  It  is  a  great 
mistake  to  remove  the  sutures,  as  some  surgeons  do,  as  early 
as  the  sixth  da}-.  The  longer  the  wound,  and  the  more  likely 
the  patient  to  vomit  or  cough,  the  longer  should  the  sutures  be 
allowed  to  remain.  Stitch  abscesses  ought  never  to  occur  in 
a  clean  case.  Still,  they  do  occasionally  occur.  If  only  one 
stitch  suppurates  remove  it  at  once.  If  all  the  stitches  suppu- 
rate remove  those  which  are  the  worst.  If  all  be  equally  bad 
remove  alternate  stitches,  leaving  the  others  in  for  two  or 
three  weeks  to  support  the  wound  during  the  process  of  granu- 
lation. 

Five  or  six  years  ago  the  rule  was,  "  When  in  doubt,  drain.  "^ 
Now  it  is,  "  When  ia  doubt,  don't  drain."     Drain  in  septic  and 
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suppurating  cases  or  where  there  is  much  bleeding.  But  do 
not  consider  that  a  little  clean  blood  or  ovarian  fluid  in  the 
abdomen  does  any  harm — in  fact  it  may,  on  being  reabsorbed, 
have  some  nutritive  value.  A  drainage  tube  is  apt  to  be  a 
channel  of  infection,  and  may  convert  an  innocuous  effusion  of 
blood  into  a  stinking  collection  of  grumous  pus.  When  you 
have  to  drain  use  iodoform  gauze  rather  than  the  glass  or  rub- 
ber tube,  and  if  possible  drain  through  the  vagina.  The  glass 
tube  quickly  becomes  shut  off  by  lymph  from  the  general  peri- 
toneal cavity  and  then  ceases  to  be  of  any  service.  Moreover, 
if  either  a  tube  or  a  gauze  drain  be  left  in  the  abdominal  wall 
more  than  forty-eight  hours  the  track  is  apt  to  heal  by  suppu- 
ration, a  weak  spot  is  left  in  the  abdominal  wall,  and  a  ventral 
hernia  will  probably  result.  Harm  seldom  results  from  a 
vaginal  gauze  drain. 

Always  give  a  dose  of  morphia  at  the  close  of  an  abdomi- 
nal section,  either  hypodermatically  (one-quarter  grain)  or  by 
suppository  (one-half  grain).  It  diminishes  restlessness,  com- 
bats shock,  tides  the  patient  over  the  first  few  hours  of  agony^ 
lessens  the  tendency  to  hemorrhage,  and  in  many  cases  lessens 
the  tendency  to  vomiting.  This  single  dose  of  morphia  is  not 
sufficient  to  paralyze  the  bowel  or  to  interfere  with  the  purga- 
tive treatment  of  peritonitis  should  this  complication  subse- 
quently occur.  Morphia  may  do  good  in  those  anxious  cases 
where,  some  three  or  four  days  after  the  operation,  the  patient 
is  worn  out  with  frequent  vomiting,  pain,  and  want  of  sleep- 
and  is  getting  into  a  condition  of  dangerous  prostration  and 
restlessness.  In  such  cases  there  is  generally  some  degree  of 
peritonitis,  and,  therefore,  it  would  seem  that  morphia  was 
contraindicated.  If.  however,  the  patient's  bowels  have  acted 
freely,  give  morphia.  In  the  great  majority  of  cases  the 
patient  sleeps,  the  vomiting  ceases,  the  pulse  becomes  slower 
and  stronger,  the  prostration  passes  off — in  fact,  the  admin- 
istration of  the  morphia  marks  the  commencement  of  her 
recovery. 

It  must  not  be  supposed  from  the  above  that  Martin  has 
abandoned  the  purgative  treatment  of  peritonitis  and  reverted 
to  the  old  opium  treatment.  If  a  patient,  after,  say,  an  ovari- 
otomy, develop  on  the  second,  third,  or  fourth  day  the  well- 
known  symptoms  of  peritonitis  (vomiting,  tympanites,  quick 
pulse,  anxious  face,  dry  tongue,  etc.),  give  at  once  five  grains 
of  calomel,  and  follow  it,  in  the  course  of  two  or  three  hours, 
with  a  sharp  saline  purge  (sulphate  of  soda  or  aSeidlitz  powder). 
In  mild  cases  give  repeated  small  doses  of  calomel  (one-tenth, 
grain  every  hour)  until  the  bowels  act  freely.  Where  there  is 
constant  retching  these  small  doses  of  calomel  are  generally 
retained,  while  the  saline  draught  is  at  once  ejected.  In  addi- 
tion order  a  turpentine  enema  to  be  administered  every  four 
hours  and  the  flatus  tube  to  be  passed  frequently.  Thfr 
patient's  strength  should  be  maintained  by  nutrient  enemata^ 
of  brandy  and  beef  tea  (each  nutrient  enema  being  given  an 
hour  after  each  turpentine  enema).     If  she  be  much  exhausted 
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give  champagne  freely  by  the  mouth.  Even  if  she  be  vomit- 
ing it  is  less  exhausting  for  her  to  have  something  in  her 
stomach  to  bring  up  than  to  retch  ineffectually.  There  can  be 
no  doubt  that,  in  an  ordinary  case  of  post-operative  peritonitis, 
if  we  can  purge  the  patient  she  will  probabl}"  recover,  whilst 
if  the  bowels  refuse  to  act  she  will  probably  die.  As  long  as 
her  pulse  is  maintained  we  should  persevere  with  the  calomel 
and  enemata  until  her  bowels  move.  It  is  marvellous  how 
tolerant  these  patients  are  of  big  doses  of  calomel  frequently 
repeated. 

What  is  the  explanation  of  the  beneficial  action  of  purgatives 
in  peritonitis  ?  (1)  The}"  withdraw  tluid  from  the  congested 
portal  veins  and  so  promote  absorption  of  intraperitoneal  effu- 
sions. (2)  The}'  probably  modify  the  functions  of  the  liver  in 
such  a  way  that  it  is  enabled  to  better  cope  with  and  destroy 
the  poison  absorbed  from  the  peritoneum.  One  function  of  the 
liver  seems  to  be  to  prevent  the  passage  into  the  general  circu- 
lation of  toxins  absorbed  either  from  the  intestine  or  perito- 
neum: the  liver  cells  either  destroy  these  toxins  or  excrete 
them  in  the  bile.  (3)  Purgatives  mechanically  remove  these  ex- 
creted toxins  from  the  intestinal  canal.  (4)  Calomel  probably 
acts  in  some  degree  as  an  intestinal-disinfectant,  inhibits  the 
formation  of  flatus,  and  possibly  exerts  a  restraining  influence 
on  the  development  of  micro  organisms  in  the  peritoneum. 
(5)  Purgatives,  by  stimulating  peristaltic  movements,  combat 
the  tendency  to  paralysis  of  the  bowel,  diminish  the  tendency 
to  intestinal  adhesions,  and  mechanically  remove  flatus.  Some 
surgeons,  impressed  with  the  beneficial  effect  of  purgatives  in 
peritonitis,  have  gone  to  extremes  and  have  made  it  a  routine 
line  of  treatment  to  purge  every  patient  on  the  second  day 
after  an  abdominal  section.  This  is  unnecessary.  If  the  pa- 
tient have  no  bad  symptoms,  no  distension,  no  sickness,  etc., 
there  is  no  need  to  worry  her  with  purgatives  and  enemata. 
If  she  be  doing  well  we  need  not  bother  about  the  bowels  till 
the  fourth  day,  when,  if  they  have  not  acted  naturally,  she 
may  have  a  saline  aperient,  a  dose  of  licorice  powder,  or  an 
enema. 

Forty-eight  hours'  deprivation  of  fluid  is  not  only  cruel  but 
unnecessary  and  harmful.  Seldom  keep  a  patient  more  than 
six  hours  without  fluid.  Start  by  giving  her  some  bland 
fluid,  such  as  barley  water  flavored  with  lemon,  and  of  this 
allow  a  pint  during  the  first  twenty-four  hours.  In  cases 
where  there  has  been  much  loss  of  blood  give  it  very  freely. 
Even  if  the  patient  be  sick  give  her  barley  water,  as  it  is  less 
distressing  to  her  if  she  has  something  to  vomit  than  to  retch 
ineffectuallJ^  Xever  give  ice  to  patients  after  abdominal  sec- 
tion. This  early  administration  of  fluid  is  not  only  merciful, 
but  does  good.  It  diminishes  shock  and  restlessness,  fills  the 
depleted  blood  vessels,  and  by  washing  out  the  kidnej'S  helps 
to  remove  toxins  from  the  system.  It  does  not  interfere  with 
action  of  purgatives  should  peritonitis  ensue.  On  the  second 
day,  in  addition  to  barley  water,  allow  milk,  milk  and  soda, 
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tea,  water  gruel,  or  small  quantities  of  beef  tea  or  chicken 
broth.  On  the  third  and  fourth  days  allow  milk  pudding,  on 
the  fifth  day  fish,  and  on  the  sixth  day  a  little  boiled  chicken. 
In  cases  of  persistent  vomiting,  shock,  hemorrhage,  or  exhaus- 
tion, give  champagne  freely  by  the  mouth,  and  brandy  and 
beef-tea  enemas.  In  grave  cases  enemas  of  hot  salt  water 
(one  drachm  of  common  salt  to  the  pint)  and  injections  of 
saline  solution  into  the  submammary  cellular  tissue  are  of  very 
great  value. 

After  vaginal  section  the  vagina  is  packed  moderately 
firmly  with  iodoform  gauze,  and  in  vaginal  hysterectomies  the 
upper  end  of  the  gauze  is  passed  into  the  peritoneal  cavity. 
Remove  the  gauze  packing  on  the  seventh  or  eighth  day,  by 
which  time  the  general  peritoneal  cavity  is  securely  shut  off  by 
lymph  from  the  vaginal  canal.  If  the  gauze  be  removed  too 
soon  there  is  some  danger  of  prolapse  of  the  intestine  or  omentum 
into  the  vagina.  For  the  first  four  days  after  a  vaginal  section 
it  is  advisable  to  draw  off  the  patient's  urine  by  the  catheter; 
After  that  she  is  allowed  to  pass  it  naturally.  Before  and  after 
each  act  of  micturition  or  each  passage  of  the  catheter  the 
vulva  should  be  gently  bathed  with  a  1  :  2000  corrosive  subli- 
mate solution  or  some  other  reliable  antiseptic.  The  catheter 
(preferably  of  glass)  must  be  kept  scrupulously  aseptic.  The 
only  dressing  that  need  be  applied  to  the  vulva  is  a  pad  of 
sterile  gauze  freely  dusted  with  iodoform.  For  at  least  a  week 
after  the  gauze  packing  has  been  removed  I  do  not  allow  the 
vagina  to  be  douched,  for  fear  of  breaking  down  the  protective 
barrier  of  lymph  and  forcing  the  discharges  into  the  perito- 
neum. In  cases  of  vaginal  hysterectomy  I  use  silk  ligatures, 
and  I  leave  them  long.  They  act  as  a  drain,  and  usually  sepa- 
rate about  the  third  week.  If  by  the  end  of  the  fourth  week 
they  have  not  separated,  I  cut  the  loops  with  scissors  and 
remove  them.  Otherwise  the  knots  are  apt  to  become  firmly 
embedded  in  the  vaginal  cicatrix,  and,  as  long  as  they  remain, 
cause  an  annoying  purulent  discharge. 

If  a  patient  who  has  undergone  either  an  abdominal  or  a 
vaginal  section  have  recovered  without  any  complication,  she 
may  sit  up  in  bed  on  the  fourteenth  day,  get  out  of  bed  on  the 
fifteenth  or  sixteenth  day,  and  (if  in  hospital)  go  home  during 
the  fourth  week.  Patients  who  have  undergone  abdominal 
section  should  wear  a  well -fitting  belt  for  at  least  two  years 
after  the  operation,  otherwise  a  hernia  is  very  apt  to  form. 

No  hard  and  fast  rule  can  be  laid  down  which  applies  to  all 
<3ases.  Every  case  must  be  treated  on  its  merits.  The  age, 
strength,  habits,  and  temperament  of  the  patient,  the  coexist- 
ence of  other  diseases,  the  character  of  the  operation,  and  the 
special  complications  met  with  during  its  performance,  must 
all  be  borne  in  mind  and  duly  considered  in  deciding  on  any 
special  line  of  after-treatment. 

Results  of  the  Ries-Clark  Operation  for  Carcinoma  of 
the  Uterus. — Ries"  finds  reported  15  cases  with  3  deaths. 
This  immediate  mortality  is  astonishingly  low,  and  it  appears 
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even  lower  when  we  take  into  consideration  the  causes  of  the 
fatal  results.  In  Clark's  fatal  case  death  ensued  a  number  of 
weeks  after  the  operation,  in  consequence  of  disease  of  the 
kidney.  In  Ries'  case  the  operation  was  performed  when  pal- 
liative treatment  would  have  been  better.  On  the  other  hand, 
it  is  very  likely  that  a  number  of  cases  have  not  been  reported 
because  the  results  were  unsatisfactory.  So  much,  at  any 
rate,  may  be  stated:  the  operation,  if  performed  with  all  nec- 
essary preparations  and  precautions,  and  if  not  extended 
beyond  its  proper  limitations,  is  not  necessarily  more  dangerous 
than  an  abdominal  hysterectomy  without  removal  of  glands. 
The  method  which  with  slight  changes  has  been  used  in  Ries' 
3  cases  is  as  follows:  The  patient  is  prepared  for  the  operation 
by  a  preliminary  act  which  consists  in  thorough  curettement 
and  cauterization  of  the  carcinomatous  surface.  This  is  done 
under  an  anesthetic  the  day  before  the  main  operation,  and  the 
same  anesthetic  is  utilized  for  a  careful  search  for  enlarged 
pelvic  glands  palpable  through  vagina,  abdominal  walls,  or 
especially  rectum.  In  the  beginning  of  the  main  operation  the 
carcinomatous  surface  is  shut  off  from  the  field  of  operation  by 
a  suture  of  the  vaginal  portion  if  the  cancer  is  inside  the  cervix, 
or  by  a  vaginal  cuff  closed  over  the  vaginal  portion  if  the 
cancer  is  located  on  the  portion.  Now  everybody  who  has  par- 
ticipated in  this  work  either  steps  out  from  the  rest  of  the 
operation  or  disinfects  himself  afresh.  Fresh  instruments, 
sponges,  towels,  etc.,  are  used  for  the  rest  of  the  operation. 
The  patient  is  placed  in  very  steep  Trendelenburg  position. 
Incision  from  pubis  to  umbilicus.  After  the  intestines  have 
sunk  back  toward  the  diaphragm,  the  surgeon  inspects  and  pal- 
pates the  pelvic  organs  and  the  large  blood  vessels  from  the 
aorta  down  to  Poupart's  ligament  and  to  the  uterine  artery. 
If  during  this  examination  enlarged  and  immovable  glands 
are  found,  it  is  advisable  to  cut  the  operation  short  and  to  do 
only  such  palliative  work  as  will  afford  as  little  danger  to  the 
patient's  life  and  as  much  protection  against  hemorrhage,  dis- 
charge, and  pain  as  possible.  If  there  is  no  such  enlargement 
of  the  glands  the  operation  continues  as  follows:  First  the  right 
infundibulo-pelvic  ligament  is  ligated  close  to  the  pelvic  wall, 
a  clamp  covers  the  broad  ligament  between  ligature  and  ute- 
rus, and  the  ligament  is  cut  through  between  ligature  and 
clamp.  Now  the  peritoneum  is  incised  along  the  common  iliac 
vessels,  and  the  vessels  are  further  exposed  by  blunt  or  sharp 
dissection.  Pushing  the  peritoneum  back  toward  the  side,  one 
soon  reaches  the  ureter,  which  crosses  the  common  iliac  vessels 
on  or  near  their  bifurcation.  The  ureter  is  then  laid  bare  from 
the  brim  of  the  pelvis  down  to  its  point  of  entrance  into  the 
bladder  with  the  aid  of  an  incision  through  the  peritoneum  of 
the  vesico-uterine  pouch.  As  this  is  done  under  the  constant 
guidance  of  the  eye,  there  is  no  danger  of  injuring  the  ureter. 
The  blood  vessels  which  are  cut  in  this  procedure  are  ligated 
or  temporarily  provided  for  with  clamps.  The  uterine  artery 
is  plainly  seen  in  this  dissection  at  a  point  where  it  crosses  the 
ureter,  and  can  easil}"  be  ligated  at  its  starting  point  from  the 
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hypogastric  outside  the  ureter  and  under  the  guidance  of  the 
eye.  After  the  ureter  is  thus  laid  bare  and  uterine  and  ovarian 
vessels  are  secured  there  is  remarkably  little  hemorrhage  from 
the  procedure  which  follows  now  and  forms  the  most  impor- 
tant new  step  in  this  operation:  the  removal  of  the  lymphatics 
with  the  surrounding  fat  and  connective  tissue.  This  is  done 
by  blunt  or  sharp  dissection.  The  area  which  was  cleaned  out 
in  this  way  extended  in  Ries'  cases  over  a  surface  limited  by 
the  lateral  edge  of  the  external  iliac  vessels  superiorly,  the 
pelvic  wall  laterally,  the  bladder  anteriorly,  the  pelvic  floor 
inferiorly  and  posteriorly  by  the  mesorectum,  which,  however, 
was  lifted  up  and  freed  from  all  accessible  glands.  The  glands 
which  were  removed  in  this  way  will  be  discussed  more  fully 
below.  Bleeding  vessels  are  ligated,  or  when  the  hemorrhage 
comes  from  the  side  of  the  uterus  it  is  checked  by  clamps  or 
simply  by  pulling  hard  on  the  uterus.  Two  edi^es  of  the  peri- 
toneum remain  after  the  whole  broad  ligament  and  all  the  fat 
and  connective  tissue  along  the  large  vessels  and  the  pelvic  wall 
are  removed.  Now,  if  adhesions  exist  between  uterus  and  rec- 
tum, these  adhesions  are  cut  as  close  to  the  rectum  as  possible, 
because  such  adhesions  sometimes  form  the  path  along  which 
carcinoma  spreads.  Then  the  procedure  as  done  on  the  right 
side  is  repeated  on  the  left  side,  special  attention  being  neces- 
sary here  in  order  to  empty  the  mesorectum  as  completely  as 
possible  without  injuring  too  much  of  the  hemorrhoidal  vessels. 
The  ureter  and  uterine  artery  are  treated  in  the  same  way,  and 
the  removal  of  fat  and  connective  tissue  with  the  lymphatics  is 
performed  to  the  same  extent  as  on  the  other  side.  Again  the 
peritoneum  is  left  open,  hemorrhage  stopped  by  ligation  of  the 
blood  vessels.  Small  arteries  supplying  the  lymphatic  glands 
have  repeatedly  given  rise  to  some  hemorrhage  and  were 
easily  secured  by  ligatures.  The  round  ligaments  are  severed 
close  to  the  anterior  abdominal  wall.  Now  the  peritoneum  of 
the  cul-de-sac  is  incised  close  to  the  rectum,  and  the  vagina  is 
perforated  here  either  against  the  finger  of  an  assistant  or 
against  gauze  introduced  into  the  vagina.  The  vagina  is 
severed  after  its  walls  have  been  secured  by  ligatures.  The 
uterus  is  in  this  way  freed  all  around  and  is  removed.  We 
have  now  to  deal  with  a  wound  which  can  be  closed  toward  the 
peritoneal  cavity  by  suturing  the  peritoneal  edges  left  in  re- 
moving the  broad  ligaments  and  the  uterus.  This  suture  runs 
across  the  bottom  of  the  pelvis  in  a  transverse  direction,  uniting 
laterally  the  edges  of  the  peritoneum  of  the  vesico-uterine  and 
recto-uterine  pouches,  and  in  the  median  line  peritoneum  of 
bladder  and  rectum.  Before  this  part  of  the  operation  the 
space  between  peritoneum  and  cut  edges  of  the  vagina  is  filled 
with  iodoform  gauze  if  there  is  any  oozing,  or  if  everything  is 
perfectly  dry  the  cut  edges  of  vagina  and  peritoneum  can  be 
united  so  that  vagina  and  peritoneum  are  both  closed  and  no 
dead  space  is  left  between  them.  Now  closure  of  the  abdomi- 
nal wound  follows.  The  patients  receive  the  same  afrer-treat- 
ment  as  other  laparatomy  patients,  and  may  get  up  as  early  as 
any  of  them.     None  of  Ries"  ca^es  were  uncomplicated.     In  all 
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of  them  pyo-  or  hydrosalpinx  and  the  concomitant  adhesive 
peritonitis  made  the  operation  a  little  more  difficult  than  it 
would  have  been  without  these.  Besides,  adenomyoma  of  both 
uterine  horns  was  observed  in  the  first  and  third  cases. 

Ries'  first  paper  concerning  this  method  stated  very  distinctly 
that  the  improvement  of  the  prognosis  of  carcinoma  of  the 
cervix  which  this  method  was  expected  to  bring  about  was  only 
in  the  greater  safety  from  recurrence,  but  the  method  was  not  to 
be  applied  to  cases  considered  inoperable  by  any  other  method. 
It  was  therewith  said  that  the  method  was  to  be  used  just  in 
those  cases  which  hitherto  had  formed  the  most  undisputed 
domain  of  vaginal  hysterectomy  and  the  field  in  which  it  had 
been  most  successful.  It  was  expected  that  a  method  which 
seemed  comparati'v^ely  safe  as  to  immediate  recovery,  though 
unsatisfactory  as  to  remote  results,  was  to  be  abandoned  for 
a  method  which  appeared  new  and  strange  and  inordinately 
difficult — and  all  this  only  for  the  sake  of  some  possible  im- 
provement of  results  in  the  distant  future.  Was  it  really 
necessary  to  make  the  exchange?  The  answer  to  this  very 
justifiable  scepticism  has  been  given  with  the  aid  of  the  extensive 
operation  better  than  by  any  postmortem  evidence  which  had 
been  collected  before  this  advance  of  surgery.  And  the  answer 
is  as  follows:  The  extensive  operation  is  harder  work,  but 
vaginal  hysterectomy  as  a  radical  operation  for  cancer  of  the  cer- 
vix must  be  and  is  a  failure  and  a  delusion.  The  lymphatics  re- 
moved in  the  extensive  operation  prove  this  beyond  any  doubt  on 
microscopic  examination.  Every  surgeon  ought  to  be  impressed 
with  the  conviction  that  on  account  of  the  frequent  invasion  of 
the  lymphatics  at  a  time  when  the  primary  carcinoma  of  the 
cervix  is  quite  small, nothing  short  of  the  removal  of  the  lymph- 
atics will  afford  the  slightest  degree  of  security  against  recur- 
rence; in  other  words,  the  extirpation  of  the  lymphatics  along 
with  uterus,  tubes,  ovaries,  and  ligaments  is  an  absolutelj^ 
necessary  step  of  any  operation  for  cancer  of  the  cervix  which 
aspires  to  the  presumptuous  title  of  a  "radical  operation." 
Even  though  all  the  lymphatics  within  reach  be  removed,  cases 
will  be  observed  which  are  not  radically  cured  by  the  extirpa- 
tion of  the  pelvic  lymphatics.  In  the  operation  for  carcinoma 
of  the  cervix  the  surgeon  is  always  hampered  by  the  proximity 
of  organs  which  are  too  important  to  be  extirpated  or  even 
resected  without  very  forcible  reasons,  and  the  distance  between 
the  cancer  and  these  organs,  bladder  and  rectum,  is  very  often 
so  small  that  a  local  recurrence  is  to  be  dreaded  even  though 
recurrence  in  the  pelvic  glands  ma}^  have  been  prevented  by 
their  extirpation.  Another  organ  which  was  an  obstacle  to  the 
extension  of  the  operation  in  a  lateral  direction,  the  ureter,  can 
now  be  successfully  withdrawn  from  the  field  of  operation  if  it 
is  dissected  out  and  held  aside.  Aside  from  the  danger  of  local 
recurrence  in  the  walls  of  the  bladder  or  rectum,  the  surgeon 
meets  with  another  difficulty  if  it  has  to  be  decided  how  far  the 
extirpation  of  the  lymphatics  has  to  be  extended.  In  the  part 
of  the  body  with  which  our  special  work  is  concerned  the  diffi- 
culties of  extensive  removal  of  lymphatics  are  far  greater  than, 
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for  instance,  in  the  axilla  in  cancer  of  the  breast.  To  go  far 
above  the  bifurcation  of  the  aorta  abdominalis  in  an  effort  to 
secure  the  lumbar  lymphatics  would  be  an  undertaking  the 
danger  and  uncertainty  of  which  are  out  of  proportion  to  the 
result  attainable.  Possible  that  even  here  an  improved  tech- 
nique may  produce  unexpected  progress.  If,  however,  we 
limit  ourselves  to  the  pelvic  lymphatics,  in  order  not  to  make 
the  operation  too  long  and  the  injuries  too  extensive,  we  have 
to  consider  what  laws  obtain  in  the  invasion  of  the  lymphat- 
ics, in  order  to  know  to  what  extent  we  have  to  dissect  out 
the  blood  vessels  and  lymphatics.  At  the  time  when  Ries'  first 
paper  was  published  there  existed  no  surgical  experience  in  this 
tield,  and  the  anatomical  researches  gave  the  information  that 
the  glands  along  the  internal  iliac  vessels  are  the  nearest  to  the 
uterus  and  therefore  most  likely  to  be  infected.  Poirier's  work 
on  about  300  female  pelves  came  to  this  result.  A  recent  paper 
by  Peiser  gives  a  report  of  very  careful  investigations  based  on 
successful  injection  of  the  pelvic  lymphatics  through  the  cer- 
vix in  17  cases,  12  new-born  or  very  young  girls  and  5  adults. 
Peiser  finds  that  certain  glands  can  be  injected  with  greater  or 
lesser  regularity.  He  uses  the  following  terms  for  the  lymph- 
atic plexus,  following  herein  Cruveilhier :  1.  External  iliac 
glands  laterally  from  the  external  iliac  vessels.  2.  Hypogas- 
tric glands  in  the  space  between  external  iliac  and  hypogastric 
vessels.  3.  Lateral  sacral  glands  on  the  lateral  parts  of  the 
anterior  surface  of  the  sacrum  (the  medial  sacral  glands  belong- 
ing to  the  rectum  are  located  in  the  mesorectum).  4.  Lumbar 
glands  located  along  common  iliac  vessels  and  aorta  and  infe- 
rior vena  cava,  the  bifurcation  of  the  aorta  marking  the  border 
between  inferior  and  superior  lumbar  glands.  The  glands 
which  receive  most  frequently  the  lymphatics  of  the  cervix  are 
those  between  the  external  and  internal  iliac  vessels,  which 
Poirier  terms  internal  iliac,  and  Peiser  hypogastric  glands. 
These  glands  form  the  first  station  on  the  lymphatic  road  from 
the  cervix.  Less  frequently  the  lateral  sacral  glands  are  direct 
recipients  of  the  cervical  lymphatics.  These  glands  are  usually 
close  to  the  hypogastric  vein,  or  even  on  it.  This  group  was 
found  in  direct  communication  with  the  hypogastric  glands 
only  in  2  cases.  The  sacral  glands  are  in  communication  with 
the  lumbar  glands.  In  2  cases  Peiser  observed  at  the  lateral 
edge  of  the  common  iliac  artery  near  its  bifurcation  an  exter- 
nal iliac  gland  in  direct  communication  with  the  cervix.  With 
these  two  exceptions  the  external  iliac  glands  were  not  found 
in  direct  relation  with  the  uterus,  but  receive  their  lymph 
through  communication  with  the  hypogastric  glands  and  give 
it  off  to  the  lumbar  glands  higher  up.  According  to  Peiser, 
therefore,  the  lymphatic  current  from  the  cervix  runs  into  the 
following  channels:  Two  to  four  lymphatic  trunks  issue  from 
the  cervix.  Two  to  three  of  them  follow  the  uterine  artery 
at  the  base  of  the  broad  ligament,  crossing  the  ureter,  the 
hypogastric  vessels,  obturator  artery  and  nerve,  and  termi- 
nate in  the  two  or  three  hypogastric  glands.  Their  efferent 
vessels  cross  the  external  iliac  vessels  and  go  to  the  external 
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iliac  glands  and  to  the  inferior  superior  lumbar  glands  along 
the  lateral  edge  of  the  common  iliac  artery.  Besides  this  sys- 
tem another  one  issues  in  one  or  two  trunks  from  the  cervix, 
following  first  the  broad  ligaments,  then  turning  backward 
takes  its  course  in  the  sacro-uterine  ligament  to  the  posterior 
pelvic  wall,  where  it  terminates  in  one  or  two  sacral  glands 
located  near  the  bifurcation  of  the  common  iliac  vessels.  These 
send  their  efferent  vessels  to  the  corresponding  sacral  glands 
of  the  other  side  and  to  the  inferior  lumbar  glands,  which  on 
their  part  communicate  with  the  superior  lumbar  glands  where 
the  lymph  of  cervix  and  body  of  the  uterus  come  together. 
The  glands  which  Peiser  calls  lateral  sacral  glands  are  so  close 
to  the  hj^pogastric  vessels  that  they  are  seen  and  removed 
easily  whenever  the  hypogastric  vessels  are  laid  bare  for  the 
removal  of  the  internal  iliac  glands.  It  is  the  same  with  the 
uppermost  of  the  external  iliac  glands,  but  the  lower  external 
iliac  glands,  which  are  in  direct  or  indirect  communication 
with  the  hypogastric  glands,  require  a  special  extension  of  the 
peritoneal  incision.  This  part  of  the  operation  does  not  make 
the  operation  any  harder,  as  this  portion  of  the  vessels  is  free 
from  branches  and  therefore  easily  laid  bare.  At  least  this 
holds  good  as  long  as  the  glands  are  not  firmly  adherent  to 
these  blood  vessels.  If  they  are  firmly  adherent  it  is  better  not 
to  insist  on  their  removal,  as  under  such  conditions  it  is 
extremely  probable  that  other  glands  which  cannot  be  reached 
are  already  infiltrated. 

One  of  the  greatest  errors  which  have  been  committed  in 
gynecology  has  been  caused  by  the  statement  that  the  macro- 
scopic border  line  of  a  cancer  of  the  cervix  practically  corre- 
sponds with  the  actual  limit  of  the  cancerous  growth.  Though 
this  statement  has  issued  from  some  of  the  best  gynecological 
pathologists,  it  is  entirely  wrong,  and  the  sooner  we  come  to 
recognize  that  the  better.  For  this  erroneous  statement  is  at 
the  bottom  of  all  the  insufficient  treatment  of  cancer  of  the 
uterus,  chemical,  electrical,  surgical,  or  otherwise.  We  have 
positive  knowledge  that  cancer  of  the  uterus,  though  appa- 
rently small  at  its  primary  seat,  is  just  as  apt  as  any  other 
cancer  to  form  early  metastatic  growths,  preferably  in  the 
lymphatics  of  the  pelvis,  and  that  this  fact  must  not  be  set 
aside  in  the  selection  of  a  method  of  operation. 


OBSTETRICS. 

Pregnancy  upon  the  Fimbria  Ovarica.— Voigt "  reports 
a  case  of  ectopic  gestation  in  which  laparatomy  was  performed 
for  internal  hemorrhage.  Fetus  and  placenta  were  removed 
without  difficulty  after  ligation  of  the  uterine  and  ovarian 
arteries,  but  the  placental  site  continued  to  bleed  and  the 
already  anemic  woman  perished  from  loss  of  blood.  The  post- 
mortem examination  showed  on  the  right  side  of  the  uterus  two 
well-developed  ovaries,  distinctly  separated  from  each  other, 
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and  three  Fallopian  tubes,  of  which,  however,  only  one  entered 
the  uterus.  The  case  was  at  first  diagnosed  as  a  primary  ab- 
dominal pregnancy,  but  a  more  careful  examination  proved 
that  the  ovum  had  engrafted  itself  upon  one  of  the  ovarian 
fimbrisB.  The  literature  contains  only  two  similar  cases,  one 
reported  by  Zweifel  and  another  by  Martin. 

Pregnancy  in  a  Rudimentary  Cornu.— Sereinskoff "  de- 
scribes a  case  of  pregnancy  in  a  rudimentary  horn.  The  wo- 
man was  a  primipara.  The  symptoms  not  being  very  serious, 
the  patient  was  kept  under  close  observation.  Laparatomy 
was  performed  as  soon  as  the  symptoms  became  aggravated. 
When  the  abdomen  was  opened  it  was  found  that  the  sac  had 
already  ruptured  and  the  fetus  had  escaped  into  the  abdominal 
cavity.  The  fetus  presented  numerous  deformities,  probably 
caused  by  the  limited  space  in  which  it  had  developed,  and 
died  shortly  after  delivery.  The  major  part  of  the  sac  was  re- 
sected and  its  intraligamentous  portion  drained  into  the  va- 
gina     The  recovery  of  the  woman  was  normal. 

Ectopic  Pregnancy. — H.  C.  Dalton  "  reports  a  case  of  ec- 
topic gestation  which  went  on  to  term.  The  child  was  removed 
through  a  median  incision,  but  only  lived  four  hours.  The  mo- 
ther made  a  good  recovery. 

J.  Oliver  "  reports  a  case  of  this  kind  on  which  he  operated 
at  the  fifth  month.  The  placenta  was  attached  to  the  anterior 
abdominal  wall.     Convalescence  uneventful. 

Warszawski"  describes  two  cases  of  ectopic  pregnancy,  both 
advanced  to  nearly  full  term.  The  first  case  concerns  a  woman 
33  years  old,  who  became  pregnant  for  the  first  time  after  be- 
ing married  thirteen  years.  At  the  normal  terminus  of  preg- 
nancy labor  pains  appeared,  which  lasted  for  about  two  weeks. 
The  patient  came  under  the  observation  of  Neugebauer  five 
months  later,  at  which  time  ectopic  pregnancy  was  diagnosed 
and  laparatomy  performed.  Upon  opening  the  abdomen  the 
left  tube  was  found  to  be  enormously  distended  and  containing 
a  fall-grown  fetus  dead  and  macerated.  Owing  to  numerous 
adhesions  the  sac  could  not  be  removed,  but  its  summit  was 
stitched  to  the  abdominal  wound  and  drained.  Recovery. 
The  second  case  was  a  multipara,  who  stated  that  she  was  ten 
and  a  half  months  pregnant.  Laparatomy  disclosed  an  intra- 
ligamentous tubal  pregnancy  with  nearly  full- term  fetus  dead 
about  two  months.  The  sac  was  treated  similarly  to  the  first 
case,  but  to  hasten  the  expulsion  of  placental  remnants  the  sac 
was  also  drained  into  the  vagina.     Recovery. 

Uterus  Bicornis. — F.  Blume '"  reports  a  case  of  double 
vagina  and  two  complete  uteri.  He  operated  and  removed  the 
vaginal  septum.  The  patient  has  borne  two  children  since  the 
operation,  both  labors  being  normal. 

Edema  of  the  Placenta  and  Leukemia  of  the  Fetus. — 
Siefart "  reports  the  case  of  a  woman  with  a  previous  history 
of  three  normal  confinements.  In  the  last,  that  is,  the  fourth 
pregnancy,  she  suffered  from  excessive  albuminuria  and  other 
symptoms  of  an  acute  nephritis,  sufficiently  grave  to  warrant 
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the  iuduction  of  premature  labor.  The  fetus,  which  perished 
soon  after  birth,  was  edematous,  also  the  large  and  spongy- 
placenta.  Blood  examinations  of  the  mother  showed  a  watery 
condition  of  the  blood;  that  of  the  fetus  contained  an  excess  of 
white  blood  corpuscles.  The  author  has  collected  similar  cases 
out  of  the  literature  and  expresses  his  belief  that  the  diseased 
condition  of  the  placenta  and  fetus  was  due  to  the  nephritis  of 
the  mother. 

Septicemia.— E.  A.  Lermitte''  reports  a  case  of  septicemia 
treated  by  antistreptococcus  serum  which  terminated  in  death. 
He  believes  that  to  have  success  b}^  this  treatment  you  must 
commence  giving  the  serum  as  soon  as  a  diagnosis  is  made. 
Furthermore,  the  initial  dose  should  be  as  large  as  twenty  cubic 
centimetres. 

Antistreptococcic  Serum  in  Puerperal  Fevers. — C.  E, 
Paddock'"  treated  two  cases  of  puerperal  fever,  due  to  strep- 
tococci infection,  with  serum  and  obtained  very  good  results, 
He  believes  the  serum  should  be  given  early  and  the  initial 
dose  should  be  twenty  or  thirty  cubic  centimetres. 

C.  E.  Williams  "  also  reports  a  case  treated  with  antistrepto- 
coccus in  which  he  obtained  good  results.  In  this  last  case  a 
microscopic  examination  was  not  made. 

Saline  Transfusion  in  Puerperal  Eclampsia. — L.  E. 
Neale  "^  advises  the  use  of  the  ordinary  normal  salt  solution  for 
transfusion  in  cases  of  eclampsia.  Transfusion  into  the  tissue 
under  the  breast  is  the  preferable  method.  He  reports  3  cases 
treated  by  this  method,  m  which  he  got  good  results. 

Icterus  of  Pregnancy. — W.  B.  Young ''  reports  3  cases  of 
jaundice  during  pregnancy.  Two  of  the  cases  were  of  a  ma- 
lignant form,  and  the  other  simple  jaundice.  The  simple  case 
and  one  of  the  malignant  cases  recovered. 

Three  Cases  of  Plague  in  Pregnant  Women. —B.  H.  F. 
Leumann  '*  reports  3  cases  of  pregnancy  complicated  by  the 
plague.  Of  these  three  women,  two  came  into  the  hospital  in  a 
pregnant  condition,  and  one  aborted  at  the  beginning  of  the 
tenth  day,  while  the  other  left  the  hospital  without  any  abor- 
tion having  occurred.  The  third  case  aborted  before  admis- 
sion.    All  of  the  cases  recovered. 

Perineum  in  First  Labors.— J.  W.  Bullard,"  after  having 
consulted  Etheridge,  Davis,  Byford,  Munde,  Martin,  Hirst, 
Baldy,  Coe,  and  Montgomery  as  to  the  proportion  of  lacera- 
tions during  the  first  labors,  has  found  it  to  be  on  an  average 
of  30  per  cent,  or  nearly  one  in  every  three.  All  of  the  above- 
named  except  Etheridge  recommend  that  all  tears  involving 
more  than  the  fourchette  should  be  immediately  closed  by  su- 
ture. 

Bandaging  and  Rest  for  Mastitis.— J.  B.  Jackson,"  as 
soon  as  he  discovers  the  existence  of  an  inflammation  of  the 
breast  of  any  grade  of  severity  short  of  an  abscess,  at  once  in- 
terdicts nursing,  friction,  pumping,  fomentations,  in  fact  all 
measures  except  such  as  are  calculated  to  secure  rest.  He  en- 
velops the  affected  gland  in  absorbent  cotton  and  applies  a 
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roller  bandage  so  as  to  support  the  gland.  At  the  end  of 
twenty- four  hours  the  bandage  should  be  removed,  and  if  all 
is  doing  well  it  should  be  again  applied,  a  little  tighter  than 
before.  By  the  above  treatment  he  has  obtained  about  90  per 
cent  of  cures.  If  there  is  an  abscess  he  incises  the  gland  and 
breaks  up  the  pus  pockets,  then  packs  the  cavity  with  iodo- 
form gauze. 

Symphyseotomy. — R.  C.  Bruist '"  reports  2  cases  of  this 
variety.  In  both  cases  the  children  were  born  alive,  and 
the  after-results  of  one  case  were  very  good,  but  in  the  other 
the  symphysis  is  still  movable.  He  believes  that  this  operation 
in  domestic  practice,  where  things  are  less  convenient  for  the 
surgeon  and  there  is  a  great  increase  of  details  for  which  he  is 
responsible,  does  not  essentially  sacrifice  any  condition  neces- 
sary for  the  patient. 
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DISEASES  OF  CHILDREN. 

Adenoids  and  their  Complications  in  Children. — F.  E. 
Kittredge '  emphasizes  th'^  importance  of  recognition  and  re- 
moval of  these  growths.  Few  diseases  are  so  easily  diagnos- 
ticated as  the  post-nasal  growths  of  children,  few  diseases  so 
often  overlooked  outside  our  large  clinics,  and  fewer  still  of 
equal  prevalence  capable  of  causin  g  so  much  future  trouble.  The 
nose  is  fully  as  much  an  organ  of  respiration  as  an  organ  of 
smell.  It  has  another  extremely  important  function,  that  of  ven- 
tilating the  middle-ear  chambers.  Post-nasal  hypertrophy  not 
only  requires  that  the  child  shall  breathe  more  or  less  entirely 
through  the  mouth  in  proportion  as  its  size  may  be  large  or 
small,  thus  preventing  proper  preparation  of  the  inspired  air,  but, 
equally  important,  lying  as  it  does  between  the  two  Eustachian 
openings,  sometimes  pressing  upon  the  Eustachian  eminences 
themselves,  it  prevents  the  proper  amount  of  air  entering  the 
ear.  It  is  necessary  that  the  air  pressure  anterior  and  poste- 
rior to  the  drum  membrane  shall  be  equal.  Exhaust  the  mid- 
dle chamber  and  there  will  be  a  retraction  of  the  membrane, 
which  finally  becomes  permanent,  and  a  degree  of  impairment 
of  hearing  must  result.  In  addition  to  the  obstruction  of  air,  a 
true  suppurative  otitis  media  may  occur  as  a  result  of  the 
adenoid  mass.  Noakes  claims  that  not  more  than  5  per  cent 
of  his  cases  escaped  ear  complications.  A  Russian  writer 
found  the  hearing  affected  in  130  out  of  175  cases.  Blake  and 
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Meyer  give  a  record  of  about  87  per  cent.  Of  the  cases  upou 
which  the  author  has  operated,  40  in  number,  about  two-thirds 
have  given  evidence  of  some  degree  of  deafness,  some  of  them 
quite  marked,  and  he  adds  that  following  operation  the  ear 
symptoms  were  noticeably  relieved  in  all  cases,  entirely  so  in 
many.  Nearly  all  cases  present  the  same  typical  picture:  the 
half-open  mouth,  indicative  of  nasal  stenosis;  the  broad,  flat- 
tened appearance  at  the  root  of  the  nose,  which  apparently 
widens  the  distance  between  the  eyes;  the  narrow,  pinched 
look  of  the  face;  an  appearance  of  stupidity;  frequently  a  curi- 
ously vacant,  semi-idiotic  appearance.  The  parents  usually 
bring  the  child  to  a  physician  either  for  a  so  called  catarrh  or 
for  earache  or  for  discharge  from  the  ear.  They  may  come 
simply  with  a  story  of  noisy  breathing  at  night.  Almost  inva- 
riably the  child  sleeps  with  the  mouth  open.  Another  promi- 
nent symptom  is  an  excessive  discharge  of  mucus  or  muco-pus 
from  the  nose.  It  will  sometimes  be  found  that  the  child 
cannot  speak  distinctly.  A  cough  frequently  accompanies 
these  cases,  being  due  to  the  secretion  passing  down  the  poste- 
rior wall  of  the  pharynx,  or  from  reflex  origin.  Many  reflex 
nervous  symptoms  are  liable  to  result,  such  as  incontinence  of 
urine.  Many  an  apparently  stupid  child  has  proved  to  be  a 
very  bright  one  upon  the  removal  of  some  obstruction  to 
oxygenation.  Who,  with  a  severe  cold,  feels  the  same  mental 
activity  and  ambition  to  work  that  he  enjoys  with  a  clear 
head?  The  child  with  a  post-nasal  growth  sufiicient  to  partially 
obstruct  respiration  is  continually  suffering  from  the  same 
feeling  in  an  exaggerated  form.  In  the  author's  opinion  there 
is  practically  but  one  proper  method  of  treatment,  which  is 
thorough  extirpation.  He  does  not  mean  to  imply  that  every 
child  having  an  hypertrophy  of  the  lymphatic  tissue  of  the 
throat  should  undergo  an  operation,  for  undoubtedlj^  there  are 
■cases  of  adenoid  enlargement  where  no  harm  has  resulted  and 
none  threatens;  but  he  would  emphasize  that  in  all  cases 
where  there  is  positive  obstruction,  in  cases  where,  though  the 
obstruction  be  slight  or  wanting,  ear,  catarrhal,  or  nervous 
symptoms  have  developed,  there  should  be  no  hesitancy  as  to 
operative  measures.  In  removal  of  the  pharyngeal  tonsil 
Kittredge  prefers  the  use  of  the  Gottstein  curette,  though  he 
frequently  makes  use  of  the  Lowenberg  forceps.  In  removing 
those  in  the  fauces  his  preference  is  for  the  Ermold  amygda- 
lotome,  a  modification  of  the  Mathieu.  All  the  tonsillar  tissue 
should  be  cut  away.  There  is  less  danger  from  hemorrhage 
if  completely  enucleated  than  if  the  tonsil  is  cut  through  its 
centre.  In  cases  where  the  anterior  or  posterior  pillars  are 
firmly  adherent  to  the  tonsil,  it  may  be  impossible  to  encircle 
with  the  tonsillotome  until  the  adhesions  have  been  separated; 
such  tonsils,  and  those  having  a  broad,  flat  surface,  are  more 
easily  removed  with  long  curved  scissors.  In  cases  where  only 
diseased  portions  are  to  be  cut  away,  or  where  for  any  reason 
it  is  not  desired  to  extirpate  the  entire  tonsil  at  one  sitting — 
and  this  would  usually  apply  only  to  older  children  or  adults 
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— a  most  useful  instrument  is  Farlow's  punch.  The  writer 
desires  complete  anesthesia,  chloroform  being  preferred,  in 
operating  upon  both  pharyngeal  and  faucial  tonsils.  In  the 
removal  of  the  adenoids  alone  partial  anesthesia  will  frequently 
be  sufficient. 

Anorexia,  Severe  Hysterical,  Ending  in  Cure. — Kissel" 
reports  the  case  of  a  14-year-old  girl  who  had  had  two  attacks 
of  hysterical  paralysis  and  who  had  refused  to  eat  for  twelve 
days.  Her  family  history  was  both  nervous  and  syphilitic,  and 
she  was  greatly  emaciated.  She  was  completely  isolated  from 
her  friends  and  made  to  eat  after  the  stomach  tube  had  been 
used  and  protested  against.  There  was  not  the  slightest  esoph- 
ageal stenosis,  although  she  complained  that  she  could  not 
swallow.  After  swallowing  one  or  two  mouthf uls  she  regularly 
complained  of  great  abdominal  pain,  but  when  left  alone  she 
became  quiet  and  apparently  felt  no  pain  whatever.  Within  a 
week  she  was  eating  and  enjoyed  her  food.  She  insisted  that 
she  never  felt  hungry. 

Bronchitis,  Subacute,  in  Infants  and  Children. — E.  M. 
Dupaquier^  says  that  it  is  now  a  clinical  aphorism  that  the 
influence  of  infection  from  the  intestine  is  of  practical  import- 
ance in  respiratory  disorders.  It  is,  indeed,  a  common  occur- 
rence in  pronounced  cases  of  gastro-enteritis  that  the  intestinal 
germs  pass  into  the  blood  and  invade  the  lungs.  Such  cases 
are  usually  acute  infections  of  violent  and  rapid  course,  too 
often  fatal.  In  a  less  degree  we  remark  the  relation  of  abnor- 
mal digestion  and  chronic  bronchial  troubles;  yet  Comby 
insists  upon  classing  improper  alimentation  among  the  most 
prevalent  causes  of  chronic  bronchitis.  In  a  still  much  less 
degree  the  relation  between  the  intestine  and  bronchi  can  be 
suspected  when  the  digestive  disorders  are,  so  to  say,  latent, 
for  in  such  cases  autointoxication  is  a  slow  process,  and  the 
dyspeptic  symptoms  are  hardly  noticed  and  reported  by  chil- 
dren. One  of  the  general  symptoms  and  distant  manifesta- 
tions of  this  slow  process  of  autointoxication  is  repeated  and 
stubborn  attacks  of  bronchial  catarrh.  There  is  a  low  fever 
and  coughing,  with  secretions,  lasting  several  weeks  at  a  time. 
It  is  not  like  an  attack  of  acute  bronchitis,  lasting  at  most 
one  week  and  vanishing  spontaneously.  It  is  not  like  chronic 
bronchitis,  where  fever  is  absent  and  where  cod-liver  oil, 
iodides,  and  arsenic  will  bring  about  improvement.  In  the 
subacute  form  alluded  to  any  such  medication  may  aggravate 
rather  than  ameliorate  the  symptoms.  This  class  of  patients 
has  inherited  a  gastro-intestinal  taint.  Nearly  the  entire 
management  of  these  cases  of  bronchitis  is  contained  in  the 
vital  question  of  feeding.  For  infants  medication  is  limited  to 
antisepsis  of  the  mouth  (boric  acid),  stomach,  and  intestines 
(calomel,  and  enteroclysis  with  boracic  solutions),  and  anti- 
sepsis of  the  bronchi,  as  Robin  says,  by  vomiting  (ipecac,  hot 
water,  and  salt).  The  milk  supply  must  be  seen  to  be  perfect, 
and  open  air  and  bathing,  with  other  hygienic  measures,  must 
be  prescribed.     In  older    children    strychnine    and  cinchona 
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may  be  used  in  addition  to  the  antisepsis  used  in  the  case  of 
infants. 

Earache. — George  L.  Richards^  discusses  the  causes  and 
treatment  and  the  relation  of  the  exanthemata  to  this  ailment. 
In  furuncle  of  the  external  auditory  canal  incision  should  be 
made  as  soon  as  pus  forms,  though  it  must  be  remembered 
that  the  amount  of  pus  is  small.  Before  pus  forms  medicated 
gelatin  bougies  may  be  applied.  The  author  recommends  a 
simpler  remedy  in  the  form  of  a  five  per  cent  solution  of  car- 
bolic acid  in  pure  glycerin.  If  incision  is  unavoidable  it  should 
be  done  under  primary  anesthesia  by  chloroform  or  ether. 
Earache  in  children  is  more  often  due  to  acute  trouble  in  the 
middle  ear,  and  in  the  majority  of  instances  this  trouble  is  due 
to  extension  of  inflammation  from  the  nose  and  naso-pharynx 
along  the  Eustachian  tube.  Hence  the  cata.rrhal  troubles  of 
childhood — enlarged  tonsils,  adenoids,  and  the  exanthemata — 
are  the  most  common  causes.  Seventy-four  per  cent  of  Meyers 
cases  of  adenoid  growth  had  ear  trouble.  In  connection  with 
the  exanthemata,  la  grippe,  pertussis,  diphtheria,  pneumonia, 
syphilis,  tuberculosis,  meningitis,  and  disorders  of  the  teeth,  it 
must  not  be  forgotten  that  earache  is  among  the  possibilities 
and  may  explain  some  pain  not  otherwise  accounted  for.  In 
the  young  child  the  diagnosis  is  often  difficult;  but  the  moan- 
ing cry  of  pain,  the  putting  of  the  hand  to  the  head,  more  or 
less  fever,  refusal  of  food,  wincing  when  the  ear  or  the  side  of 
the  head  is  touched,  convulsions,  perhaps  unconsciousness, 
combined  with  inspection  of  the  drum  membrane,  will  mate- 
riall}^  aid.  The  author  had  success  in  relieving  pain  with  the 
following: 

Tincturse  opii §  j. 

Atropise gr.  i v. 

Misce. 

Fill  the  external  ear  with  some  of  this  added  to  an  equal 
quantity  of  hot  water,  the  ear  stoppered  with  a  small  pledget 
of  cotton,  and  a  hot- water  bottle  applied  to  the  ear.  In  con- 
nection with  this,  if  there  is  fever,  we  may  give  one-eighth  to 
one-half  minim  of  tincture  of  aconite  hourly,  with  sufficient 
morphia  to  quiet  the  pain,  and  a  saline  cathartic.  Whenever 
the  drum  membrane  is  bulged  decidedly  outward  from  the 
pressure  of  accumulating  secretion  so  that  perforation  threat- 
ens, and  the  fever  and  pain  continue,  paracentesis  is  indicated. 
Favus. — A.  D.  Mayer  '  presents  a  clinical  study  with  special 
reference  to  the  treatment.  The  disease  is  an  exceedingly  ob- 
stinate one  to  cure.  The  child  should  be  isolated  as  far  as 
possible;  it  should  sleep  alone  and  have  a  separate  wash-basin, 
towels,  brush,  comb,  etc.  School  attendance  is,  of  course,  ab- 
solutely forbidden.  The  hair  should  be  removed  with  a  pair 
of  clippers  used  exclusively  in  these  cases.  After  clipping  the 
hair,  if  the  scalp  is  crusted  and  dirt}^,  an  oil  or  ointment  is 
prescribed  with   which  to  soften  the  crusts,  which  are  then 
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removed  with  tincture  of  green  soap.  When  the  patient  returns 
after  a  few  clays  with  a  clean  head,  a  five  per  cent  chrysarobin 
ointment  is  ordered  and  epilation  begun.  When  the  reddened 
patches  have  been  well  epilated  and  the  scalp  looks  fairly  clean, 
"  chrysarobin  paint "  is  applied.  This  is  a  ten  per  cent  solution 
in  collodion,  and  is  applied  to  the  closely  clipped  scalp  with  a 
stiff- haired  varnish  brush  two  or  three  times  a  week.  When 
too  much  irritation  results  the  chrysarobin  paint  should  be  dis- 
continued for  a  few  days  and  ten  per  cent  ammoniate  of  mer- 
cury ointment  substituted. 

Hysteria  in  Children. — J.  G.  Biller"  urges  that  more  at- 
tention should  be  paid  to  this  affection,  which  occurs  in  child- 
hood far  more  often  than  is  usually  supposed.  The  author 
describes  cases  of  paralytic  hysteria  in  little  girls,  largely  due 
to  dark  living  rooms,  injudicious  diet,  and  the  constant  hearing 
about  sickness  and  sick  people.  Many  of  the  peculiar  fears  of 
childhood  are  often  manifestations  of  hysteria,  and  the  writer 
believes  that  very  firm  treatment,  even  corporal  punishment, 
should  be  resorted  to,  and  will  often  succeed  in  raising  the 
child's  will  power  to  overcome  its  excessive  imagination  where 
milder  measures  fail.  One  of  the  best  instructors  in  self-gov- 
ernment is  the  association  of  the  child  with  other  children. 
Freedom  of  movement  in  physical  recreation  is  helpful,  and 
this  largely  accounts  for  the  fact  that  boys  are  less  apt  to  have 
hysteria  than  girls.  Neurotic  children  are,  as  a  rule,  poor 
eaters,  and  the  quality  and  quantity  of  their  food  need  careful 
attention.  Competitive  examinations  at  school  should  not  be 
allowed;  many  a  child  is  quite  capable  of  steady  and  good 
work  who  breaks  down  completely  when  obliged  to  go  through 
the  strain  of  examinations  or  of  public  recitations. 

Infant-feeding. — Louis  Fischer  '  makes  a  plea  for  common- 
sense  infant-feeding.  An  infant  from  its  birth  and  until  it  is  2 
months  old  should  be  nursed  or  fed  once  every  two  hours — no 
oftener.  Some  children  require  an  extra  feeding  about  2  a.m. 
If  artificial  feeding  is  required  the  following  mixture,  divided 
into  eight  parts,  should  be  used:  Cow's  milk,  7  ounces;  water, 
20  ounces;  milk  sugar,  1  ounce.  Between  ages  of  2  and  4  months 
the  formula  should  be  changed  to:  cow's  milk,  12  ounces; 
water,  23  ounces;  milk  sugar,  1}  ounces.  This,  divided  into 
seven  parts,  may  be  fed  every  two  and  a  half  to  three  hours. 
From  4  to  5  months,  cow's  milk,  16f  ounces;  water,  16|  ounces; 
milk  sugar,  1^  ounces,  divided  into  six  portions,  may  be  fed 
every  three  hours.  From  5  to  9  months  of  age,  cow's  milk,  25 
ounces;  water,  12^  ounces;  milk  sugar,  If  ounces,  divided  into 
six  portions,  may  be  substituted.  Between  ages  of  9  and  12 
months,  cow's  milk,  37i  ounces;  water,  12|  ounces;  milk  sugar, 
If  ounces,  divided  into  six  portions,  is  to  be  substituted.  After 
the  child  has  reached  1  year  of  age  we  feed  once  every  four 
hours,  using  pure  milk,  no  dilution,  giving  the  baby  8  ounces 
each  feeding.  When  it  is  not  possible  to  subject  each  cow  to 
the  tuberculin  test  it  is  safer  to  use  the  milk  of  several  cows. 
It  is  necessary  to  sterilize  everything  used  in  connection  with 
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infant-feeding^the  cow,  the  pail,  the  stable,  and  by  all  means 
the  manipulator's  hands.  The  author  advises  the  following 
method  of  sterilizing:  The  bottles  are  thoroughly  washed 
with  some  small  shot  and  warm  water,  rinsed,  and  turned  up- 
side down.  Insert  a  large  stopper  of  absorbent  cotton  in  the 
neck  of  the  empty  bottles,  place  them  in  a  large  frying  pan  with 
a  small  piece  of  pasteboard  between  each  bottle,  and  bake  them 
in  a  hot  oven  for  half  an  hour.  Next  dissolve  one  ounce  of  milk 
sugar  in  twenty  ounces  of  water  and  add  seven  ounces  of  fresh 
milk.  The  milk  sugar  being  dissolved  and  the  milk  added  to 
the  water,  pour  the  mixture  into  a  saucepan  and  boil  it  for  ten 
minutes,  and  then  divide  it  among  the  eight  bottles,  care  being 
taken  to  have  the  bottles  warm  so  that  they  will  not  crack. 
Replace  the  cotton  stoppers  as  soon  as  the  milk  has  been  put 
into  the  bottles.  The  bottles  are  then  placed  in  a  cool  place 
and  warmed  immediately  before  being  used. 

Infantile  Paralysis. — Noble  Smith '  treats  of  a  new  method 
of  restoring  the  absent  function  of  muscles  in  infantile  par- 
alysis. It  is  well  known,  he  says,  that  in  cases  of  muscular 
contraction  associated  with  infant  paralysis,  division  of  the 
tendons  of  the  contracted  muscles  is  usually  followed  by  im- 
provement in  the  nutrition  of  the  whole  foot.  When,  for 
instance,  the  calf  muscles  are  contracted,  and  their  antago- 
nists, the  flexors,  paralyzed,  division  of  the  tendo  Achillis  not 
only  permits  restoration  of  the  foot  to  a  natural  position,  but  it 
also  frequently  brings  about  an  increased  warmth  of  the  skin 
and  subcutaneous  tissue  and  presumably  of  the  paralyzed  mus- 
cles also.  Very  little  notice  has  been  taken  of  this  improve- 
ment, and  when  noticed  at  all  the  result  has  generally  been 
attributed  to  the  increased  movements  of  the  parts  which  the 
release  of  the  contraction  has  permitted.  This  explanation 
does  not  seem  satisfactory  to  the  author,  because  he  has  found 
that  the  almost  immediate  effect  of  tenotomy  of  the  tendo 
Achillis,  with  as  much  reduction  of  the  deformity  as  possible 
at  the  time  of  operation,  has  set  up  a  distinct  increase  in  warmth 
of  the  part  the  day  after  operation.  This  increase  in  warmth 
has  continued  permanently,  or  at  least,  if  it  has  subsided 
slightly  after  a  few  days,  yet  it  has  remained  distinctly  appa- 
rent during  the  period  of  from  two  to  three  weeks  or  more 
whilst  the  foot  has  been  kept  absolutely  quiescent,  and  the 
warmth  has  continued  afterward  as  a  permanent  benefit.  We 
know  well  that  additional  warmth,  whether  produced  by  ex- 
ternal heat,  friction,  liniments,  or  any  other  means,  will  materi- 
ally help  in  restoring  the  functions  of  paralyzed  muscles,  if  the 
nerve  supply  and  the  muscles  are  capable  of  improvement. 
The  result  of  the  increased  warmth  following  tenotomy  must 
act  beneficially  upon  the  paralyzed  parts.  It  further  seems 
probable,  from  the  rapid  improvement  in  function  of  the 
neighboring  muscles  which  sometimes  occurs,  that  some  more 
direct  influence  upon  the  nerves  or  muscles  must  take  place. 
After  tenotomy  of  a  contracted  muscle,  in  cases  in  which  other 
muscles  have  been  so  far  paralyzed  that  they  have  been  beyond 
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the  possibility  of  amelioration,  there  has  yet  been  a  permanent 
improvement  as  regards  warmth  and  nutrition.  In  many  in- 
stances where  the  limbs  have  been  cold,  blue,  and  with  a  ten- 
dency to  ulceration,  these  symptoms  have  to  a  great  extent 
disappeared  and  almost  invariably  the  skin  has  lost  its  blue- 
ness.  The  idea  occurred  to  the  author  that  if  tenotomy  of  a 
sound  muscle  was  capable  of  producing  so  much  improvement 
in  nutrition  in  a  neighboring  muscle  weakened  by  paralysis, 
how  much  more  direct  an  influence  would  tenotomy  of  the 
affected  muscle  itself  have?  Acting  upon  this  idea,  he  ope- 
rated on  two  patients,  whose  histories  he  records.  The  result 
was  very  satisfactory.  In  the  first  case  it  meant  the  difference 
between  the  child  being  absolutely  cured  in  a  few  months  and 
having  to  wear  some  mechanical  support  for  the  rest  of  her 
life.  Two  years  and  a  half  had  elapsed  since  the  attack  of 
infantile  paralysis,  and  the  reaction  of  degeneration  was  pres- 
ent. The  author  divided  the  tendo  Achillis,  and  also  the  ten- 
dons of  the  tibialis  anticus,  the  extensor  proprius  pollicis,  and 
the  extensor  longus  digitorum.  The  patient  made  an  excellent 
recovery,  and  has  since  been  walking  about  with  a  slight  tem- 
porary support.  In  the  second  case,  that  of  a  girl  of  11  years, 
the  paralysis  had  occurred  at  the  age  of  3  months.  The  left 
leg  was  almost  useless.  There  was  two  and  a  half  inches 
shortening  of  the  limb,  measuring  from  the  heel  to  the  ground, 
and  the  leg  below  the  knee  was  very  cold  and  blue.  In  1896 
the  writer  divided  a  band  of  the  internal  lateral  ligament  which 
held  the  foot  in  the  varus  position,  and  was  then  able  to  lessen 
the  amount  of  the  deformity  considerably.  In  1 897  he  found 
the  foot  and  lower  half  of  the  leg  very  cold  and  the  circulation 
very  feeble.  Ulcers  were  almost  constantly  forming  and  heal- 
ing. He  operated  on  the  tendo  Achillis  and  also  divided  the 
tendons  of  the  paralyzed  muscles,  the  tibialis  anticus,  extensor 
proprius  pollicis,  and  the  extensor  longus  digitorum,  and  broke 
down  some  very  firm  adhesions  which  prevented  the  free 
movement  of-  the  tendo  Achillis.  Three  weeks  after  the  ope- 
ration he  found  the  leg  and  foot  quite  warm,  the  foot  in  excel- 
lent position,  and  a  great  improvement  in  the  action  of  the 
muscles.  In  October,  1898,  the  patient  was  able  to  walk  with 
only  a  slight  limp,  wears  a  slight  apparatus  to  take  the  place 
of  the  weak  anterior  muscles,  and  requires  only  one-quarter  of 
an  inch  extra  thickness  on  the  heel  and  sole  of  the  left  boot. 
The  foot  and  leg  are  well  nourished,  and  she  has  never  suffered 
from  ulcers  or  chilblains  since  the  last  operation.  The  author 
says  that  it  will,  of  course,  require  more  experience  than  that 
derived  from  the  above  cases  to  form  a  fair  estimate  of  what 
may  be  expected  from  division  of  the  tendons  of  paralyzed 
muscles.  Muscles  which  have  absolutely  degenerated  and 
paralyzed  nerves  cannot  regain  their  lost  functions.  But  the 
significance  of  what  is  called  the  "  reaction  of  degeneration" 
will  probably  have  to  be  modified,  for  it  would  appear  that  the 
symptom  does  not  prove  that  no  power  of  recovery  exists. 
Intubation. — Johann  v.    Bokay,"  of   Budapest,  reports  his 
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experience  with  O'Dwyer's  intubation  in  the  Stefanie-Kinder- 
hospital.  He  performed  it  in  109  cases.  Of  these  37  made 
recovery,  or  34  per  cent.  (According  to  Dillon  Brown  the 
American  doctors  show  27.4  per  cent  of  cures.)  Of  his  trache- 
otomized  croup  patients  during  the  past  two  years,  only  IG-g- 
per  cent  were  cured.  His  opinion  of  intubation  is  summed 
up  as  follows:  The  O'Dwyer  method  of  treating  laryngitis 
crouposa  is  an  operative  procedure  that  will,  in  hospital  prac- 
tice, supersede  tracheotomy  in  the  majoritj^  of  cases,  as  this 
method  is  even  more  advantageous  than  tracheotomy,  because 
the  continuity  of  the  air  passages  is  maintained  after  the  ope- 
ration, and  because  it  can  be  done  without  wounding.  It  is 
more  quickly  performed,  needs  less  preparation,  and  demands 
fewer  assistants. 

It  cannot  be  denied  that  it  is  more  difficult  to  feed  intubated 
children  than  those  who  are  tracheotomized.  While  in  some 
cases  deglutition  is  difficult  only  in  a  slight  degree,  in  others 
feeding  the  patient  presents  almost  insurmountable  difficulties. 
The  limited  function  of  the  epiglottis,  in  particular,  is  the 
cause  of  the  food  often  passing  through  the  lumen  of  the  tube 
into  the  trachea  and  causing  a  distressing  cough,  even  in  the 
most  favorable  case.  The  feeding  of  intubated  children 
seems  most  easily  accomplished  when  the  patient  is  placed 
horizontally  in  bed.  Sometimes  extubation  will  have  to  be 
done.  The  author,  in  his  hospital  practice,  follows  this 
method:  About  twenty-four  hours  after  intubation  he  has  the 
tube  removed,  even  if  there  is  no  special  reason  for  doing  it.  and, 
if  dyspnea  again  sets  in,  has  intubation  done  again.  The  tube 
is  removed,  not  only  that  the  patient  may  be  fed,  but  also  be- 
cause experience  teaches  that  the  longer  the  tube  lies  uninter- 
ruptedly in  the  trachea  the  more  easily  laryngeal  ulcers  result 
from  the  pressure.  These  ulcers  are  a  disadvantage  of  trache- 
otomy as  well. 

Lymphangiomata,  Contribution  to  the  Study  of. — Kun- 
semiiller  '"  reviews  the  pathogenesis  of  lymphangiomata  and 
reports  a  case  occurring  in  a  girl  bab}'  of  8  months,  who  had 
had,  since  birth,  a  swelling  on  the  right  side  of  the  neck,  and 
almond-sized  swellings  on  either  side  of  the  frenulum  under  the 
tongue.  These  were  removed  with  the  cautery,  the  size  of  the 
external  tumor  not  being  influenced  thereby.  An  attack  of 
scarlet  fever  with  catarrhal  pneumonia  supervened,  and  was 
accompanied  by  a  pseudo-membranous  exudate  over  the 
wounds,  swelling  of  the  tongue  and  of  the  tumor  of  the  neck. 
Death  resulted  from  pulmonary  edema.  The  autopsy  con- 
firmed the  diagnosis  of  lymphangioma,  with  cystic  tumors  be- 
neath the  tongue  and  tiny  cysts  between  the  muscle  fibres  of 
the  tongue  substance.  Microscopical  study  showed  the  connec- 
tive tissue  of  the  tumor  to  be  in  a  state  of  proliferation  and 
new  formation,  growing  into  the  muscle  tissue  and  causing  it 
to  undergo  pressure  atrophy,  thereby  making  room  for  the 
lymph  vessels,  which  dilate  and  at  the  same  time  follow  the 
connective-tissue  strands  closely.  This  is  a  confirmation  of 
Ribbert's  view. 
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Melanosis  Lenticularis  Progressiva.— T.  M.  Rotch'  de- 
scribes two  cases  of  this  disease,  which  is  extremely  rare,  only 
75  cases  having  ever  been  recorded  up  to  1897.  Its  etiology  is 
exceedingly  obscure.  Nearly  all  the  cases  began  in  the  first 
or  second  year,  and  one  has  been  reported  as  occurring  at  5 
months.  The  predominance  of  the  lesions  is  in  the  exposed 
parts  of  the  body,  and  the  lesions  consist  of  freckle-like  spots 
of  pigment,  followed  by  atrophic  degeneration  of  the  skin  and 
telangiectases.  These  are  the  primary  lesions,  and  may  be 
followed  later  by  more  serious  lesions  of  the  skin,  such  verru- 
cous growths  starting  usually  in  the  pigmented  spots,  and, 
according  to  Hyde,  of  either  an  epitheliomatous,  sarcomatous, 
or  angiomatous  character.  The  lesions  may  be  single  or  many, 
may  be  confined  to  the  skin  or  develop  in  the  viscera,  and  usu- 
ally lead  to  fatal  results  in  a  few  or  many  years.  The  cases 
described  by  the  author  were  two  sisters,  7  and  6  years  of  age. 
Various  forms  of  treatment  had  been  tried,  such  as  operations 
by  curetting  and  skin-grafting,  toxins  of  streptococcus  erysipe- 
latis  and  bacillus  prodigiosus,  applications  of  copper  sulphate, 
silver  nitrate,  ichthyol,  salicylic  acid,  and  various  ointments,  the 
admission  of  light  through  panes  of  glass  of  various  colors, 
etc..  but  the  condition  has  not  improved. 

Multiple  Neuritis  in  Young  Children. — Anne  Sturgis 
Daniel '"  reports  12  cases  of  this  disease,  the  causes  of  which 
were  :  arsenic  administered  for  chorea,  1  child  ;  diphtheria,  9 
cases ;  varicella,  1  case;  and  measles,  1  case.  Seven  children 
were  cured,  five  died.  In  none  of  the  cases  were  the  sphinc- 
ters involved ;  in  all  there  were  some  deviations  from  the  normal 
mental  condition  of  the  child.  The  first  symptom  noticed 
was  simply  a  weakness  of  the  extremities,  followed  rapidly 
by  inability  to  stand  or  walk  ;  the  motor  paralysis  appearing 
first,  followed  at  once  by  the  sensory  paralysis,  the  recovery 
being  first  of  the  sensory  and  later  of  the  motor  paralysis. 

Myxedema. — Frederick  Bierhoff  "  writes  of  the  recognition 
and  treatment  of  early  myxedema  in  childhood.  That  myx- 
edema is  not  a  disease  per  se,  he  says,  but  a  symptom  or  col- 
lection of  symptoms  dependent  upon  the  absence  or  upon  a  dis- 
eased condition  of  the  thyroid  gland,  is  now  generally  accepted 
to  be  a  fact,  the  degree  of  severity  of  the  symptoms  depending 
upon  the  extent  to  which  destruction  of  the  secreting  portion 
of  the  gland  in  question  has  taken  place.  That  cretinism, 
myxedema,  and  goitre  (so-called)  are  but  variations  of  the  one 
disease,  is  a  view  that  is  gaining  adherents  as  closer  study  into 
these  conditions  reveals  the  similarity  in  many  of  their  symp- 
toms, and  the  excellent  results  obtained  in  their  treatment  by 
the  same  therapeutic  means.  The  accepted  cause  of  the  con- 
ditions is  either  absence  of  or  disease  of  the  thyroid  gland.  If 
the  gland  is  congenitally  absent  we  get  the  condition  known  as 
true  cretinism,  either  congenital  or  sporadic.  When  changes 
in  the  gland  occur  early,  we  have  the  cretinoid  condition,  or 
early  myxedema ;  when  these  changes  occur  in  persons  who 
have  attained  full  physical  growth,  we  have  myxedema.     In 
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relation  to  the  type  of  early  myxedema  the  writer's  attention 
was  first  attracted  by  the  occurrence  of  goitre  in  cases  present- 
ing some  of  the  symptoms  of  myxedema,  but  in  which  growth 
had  not  been  arrested.  In  the  adult,  myxedema  is  nearly  al- 
ways found  accompanied  by  a  reduction  in  the  size  of  the  thy- 
roid gland.  In  some  cases,  however,  there  has  been  enlarge- 
ment. Having  a  change  in  the  structure  of  the  gland,  we 
naturally  get  a  change  in  the  character  or  quantity  of  the 
gland  secretion,  or  both,  and  it  is  to  this  change  that  the  symp- 
toms of  those  allied  conditions  are  due.  Where  the  goitrous 
enlargement  disappears  under  the  use  of  thyroid  extract  or 
other  preparation  of  this  gland,  it  is  very  probable  that  through 
the  entrance  of  the  active  principle  of  the  preparation — believed 
to  be  an  organic  iodine  compound  discovered  by  Baumann  and 
by  him  named  thyreoidin — into  the  system,  the  deficit  of  this 
compound  in  the  patient's  economy  is  made  up,  an  equilibrium 
is  re-established,  and  the  abnormal  activity  of  the  healthy  por- 
tion of  the  gland  ceasing,  this  decreases  to  the  original  size. 
In  view  of  these  facts  the  author  thinks  that  we  are  justified 
in  looking  upon  a  spontaneous  enlargement  of  the  thyroid  gland 
occurring  in  infancy  or  childhood  as  being  the  precursor  of 
more  pronounced  symptoms  of  myxedema  if  allowed  to  go 
unheeded.  The  writer  describes  3  cases  which  he  considers 
to  be  variations  in  degree  of  the  one  condition,  myxedema; 
for  he  believes  that  in  those  cases  of  goitre  in  which  thyroid 
extract  exerts  a  beneficial  effect  by  causing  the  disappearance 
of  the  enlargement,  we  have  to  deal  with  a  condition  of  the 
gland  which  may,  if  unchecked,  go  on  to  the  development  of  a 
more  pronounced  form  of  the  disease  as  we  see  it  in  the  adult, 
or  of  the  cretinoid  state,  according  to  the  age  of  the  patient. 
Furthermore,  he  holds  that  a  trial  of  the  thyroid  extract  in 
cases  of  goitre  without  exophthalmus  in  children  is  fully  jus- 
tified. Bruns,  of  Tiibingen,  in  speaking  of  the  treatment  of 
12  cases  of  goitre,  gave  as  the  result,  four  children  (ages  4  to 
12)  were  cured  completely.  At  the  end  of  a  fortnight  there 
was  a  marked  decrease  observable  in  the  size  of  the  tumor, 
and  in  one  month  thereafter  it  had  entirelj'  disappeared.  In 
one  case  of  goitre  accompanied  by  a  cyst  in  the  thyroid,  the 
goitre  disappeared,  but  the  cyst  remained  unaffected  b}'-  the 
treatment.  He  gave  one  to  two  drachms  of  the  fresh  thyroid 
gland,  enclosed  in  a  wafer  or  in  a  sandwich,  once  a  week.  His 
conclusion  was  that  the  treatment  succeeds  best  in  children. 

Noma. — Fehde  '^  describes  a  case  which  ended  in  recovery. 
The  patient  was  a  little  girl  of  9  years,  who  during  an  attack 
of  scarlatina  developed  a  rapidly  spreading  gangrenous  stoma- 
titis. Antitoxin  had  been  given  for  immunizing  purposes,  as 
there  had  been  diphtheria  in  the  house,  No  treatment  had 
any  effect  until  potassium  iodide  was  given,  when  the  process 
rapidly  ceased,  A  rather  doubtful  history  of  syphilis  was 
then  discovered  in  the  case  of  the  mother  and  the  child  herself. 
Naturally  no  conchisions  can  be  drawn  from  a  single  case. 

Nose-bleed  in  Children, — Rosenberg"  has  found  that  the 
proportion  of  cases  in  which  nose-bleed  occurs  in  children  is 
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1  :  7  compared  with  those  occurring-  in  adults.  It  may  take 
place  at  any  age,  even  intrauterine.  The  cause  may  be  a  gen- 
eral one — melena,  scurvy,  leukemia,  or  any  one  of  the  infectious 
diseases;  or  local — adenoids,  eczema  of  the  anterior  nares,  or 
ulcer  of  the  nasal  septum;  also  trauma  of  any  kind.  Boys  are 
rather  more  often  attacked  than  girls;  and  the  hemorrhage  is 
usually  from  one  side  of  the  nose  only,  most  frequently  from  a 
point  at  the  anterior  inferior  portion  of  the  septum.  Tampon- 
ing is  usually  sufficient  to  check  the  epistaxis,  and  its  return 
can  be  guarded  against  by  cauterizing  the  bleeding  point  with 
chromic  acid  under  anesthesia. 

Esophagus,  Impermeable  Stricture  in  a  Four-Year-Old 
Boy;  Cure  by  Retrograde  Sounding  from  a  Gastrostomy 
Wound. — Roemheld  "  relates  the  case.  The  stricture  appeared 
after  the  child  had  swallowed  a  quantity  of  caustic  soda  solu- 
tion. Fluids  in  small  quantities  only  could  be  swallowed; 
probing  the  esophagus  was  always  badly  borne  and  followed 
by  vomiting  for  days.  Gastrostomy  was  done,  and  the  passing 
of  the  sound  from  the  gastric  fistula  up  to  the  mouth  was 
gradually  accomplished.  Eight  months  after  the  operation  the 
boy  was  able  to  swallow  chopped  meat,  but  the  gastric  wound 
was  not  closed  until  eighteen  months  after  it  had  been  made. 
The  child  was  finally  discharged,  cured,  two  and  one-quarter 
years  after  admission.  It  will  still  be  necessary,  however,  to 
pass  the  sound  down  the  esophagus  at  regular  intervals  for 
some  time.  Thus  far  there  have  been  five  similar  cases  re- 
ported in  children.  The  gastric  wound  should  be  made  at  the 
cardiac  end. 

Pediatrics,  the  Rise,  Progress,  and  Present  Needs  of. — 
J.  P.  Crozer  Griffith  "  outlines  the  history  of  the  development 
of  pediatrics  as  a  special  study.  He  states  that  the  first  book 
known  to  be  devoted  solely  to  the  subject  was  written  about 
260  B.C.,  and  shows  how,  while  an  occasional  work  appeared 
upon  the  subject  in  the  course  of  centuries,  it  has  remained  for 
later  days  to  produce  many  and  valuable  works  in  this  depart- 
ment. As  to  medical  journals  devoted  to  diseases  of  children, 
Germany  leads  off  with  one  published  in  1787.  There  are  at 
present  four  in  German,  four  in  French,  one  in  Italian,  two  in 
Spanish,  and  one  in  Russian.  Of  journals  published  in  Eng- 
lish, not  one  is  owned  and  edited  in  England.  The  United 
States  is  well  represented  in  journals  treating  in  part  or  en- 
tirely of  the  diseases  of  children.  The  American  Journal 
OF  Obstetrics  and  Diseases  op  Women  and  Children  was 
first  issued  in  1868 ;  from  the  beginning  it  included  articles  upon 
the  diseases  of  children,  and  later  it  set  aside  special  pages  for 
this  department.  The  Archives  of  Pediatrics  was  established 
in  1884,  the  Annals  of  Gynecology  and  Pediatry  in  1890, 
and  Pediatrics  in  1895.  The  first  hospital  for  sick  children 
appears  to  have  been  a  dispensary  established  by  G.  Armstrong 
in  1769.  The  first  in  the  United  States  was  the  Nursery  and 
Child's  Hospital.  Now  there  is  a  great  number,  to  say  nothing 
of  children's  wards  connected  with  nearly  all  general  hospitals. 
Of  pediatric  societies  England  has  none,  nor  has  Germany  nor 
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Austria.  The  same  was  true  of  France  until  within  a  few 
months.  In  Russia  there  are  two.  The  American  Medical 
Association  established  the  Pediatric  Section  in  1880  with  Dr. 
A,  Jacobi  as  its  first  chairman.  In  1887  the  Pediatric  Section 
of  the  Academy  of  Medicine  was  started  with  Dr.  J.  Lewis 
Smith  as  its  first  chairman.  The  American  Pediatric  Society 
was  established  in  1888  with  Dr.  A.  Jacobi  as  its  first  presi- 
dent. The  Pan  American  Medical  Congress,  founded  in  1893, 
had  a  pediatric  among  its  other  sections,  and  of  this  Dr.  John 
M.  Keating  was  the  first  chairman.  In  64  out  of  130  colleges 
there  is  a  special  chair  for  pediatrics;  in  43  the  chair  is  com- 
bined with  some  other  department;  in  3  colleges  there  is  only 
a  lectureship. 

There  is  need  that  the  recognition  of  the  importance  of  spe- 
cial teaching  in  diseases  of  children  to  medical  students  shall 
become  universal.  Not  many  years  will  pass  before  the  de- 
mands of  the  times  and  of  the  undergraduates  will  force  even 
our  most  conservative  colleges  to  discard  for  the  new  garments 
of  modern  progress  that  shabby,  threadbare  mantle  of  antiquity 
and  precedent  which  they  have  so  long  and  so  closely  wrapped 
about  them.  In  all  our  schools  there  is  need  that  much  more 
time  be  allotted  to  the  study  of  children's  diseases,  with  a 
greater  supply  of  clinical  material.  Pediatrics  is  special 
knowledge  of  disease  as  it  expresses  itself  in  the  general  sys- 
tem of  the  child.  The  general  physician  need  know  little  of 
children's  diseases.  The  pediatrist  must  not  only  know  adult 
medicine,  but  special  child  medicine  as  well. 

Phthisis  Renum. — Friedjung'  reports  the  case  of  a  girl  7 
years  old  whose  illness  was  said  to  date  from  an  attack  of 
scarlet  fever  and  nephritis  at  the  age  of  2.  She  had  Pott's 
disease  and  abdominal  pain.  The  urine  contained  much  albu- 
min and  pus,  but  was  negative  for  tubercle  bacilli.  At  the 
autopsy  phthisis  renum  was  found,  with  tuberculosis  of  the 
ureter,  mesenteries,  and  vertebrae,  fatty  liver,  and  double  lobu- 
lar pneumonia.  It  is  interesting  to  note  that  the  early  scar- 
latinal nephritis  may  have  been  a  predisposing  cause  of  the 
kidney  tuberculosis.  The  absence  of  tubercle  bacilli  from  the 
urine  prevented  the  diagnosis  of  the  condition  during  life,  but 
only  one  examination  had  been  made  before  death  came. 

Pneumonia  in  Children,  Treatment  of. — Henry  Dwight 
Chapin  ''^  believes  that  undue  prominence  is  often  given  to  the 
fever  as  a  symptom,  and  that  energetic  measures  are  some- 
times needlessly  taken  to  combat  it.  It  must  be  remembered 
that  chiklren  stand  a  high  temperature  well.  In  our  manage- 
ment of  hyperpyrexia  the  first  point  is  to  avoid  any  measures 
that  will  secondarily  have  a  bad  effect.  All  depressing  remedies 
come  under  this  head,  such  as  the  coal-tar  derivatives.  The 
only  exception  made  to  this  rule  is  the  occasional  administra- 
tion of  small  doses  of  phenacetin  in  sthenic  cases  where 
there  is  pain  and  nervousness.  Cardiac  stimulants,  such  as  caf- 
feine or  camphor,  are  always  added.  The  application  of  water 
is,  on  the  whole,  the  safest  and  most  satisfactory  method  of 
controlling   dangerous  hyperpyrexia.     A   thorough  and   con- 
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tinuous  application  of  cold  water  to  the  head  often  accomplishes 
much.  Finely  cracked  ice  in  bladders  may  be  moulded  around 
the  head.  If  this  does  not  accomplish  the  desired  effect,  the 
next  resource  is  the  application  of  compresses  direct  to  the  chest. 
If  the  temperature  of  the  child  is  105°  F.  the  water  may  be 
95°  F.,  or  even  warmer  at  the  start.  If  the  temperature  does 
not  yield,  the  temperature  of  the  water  can  be  lowered  until  it 
reaches  70°  F.,  or  even  lower.  So  long  as  the  feet  and  hands 
are  kepf  warm  the  cold  compresses  may  be  kept  up,  but  chilli- 
ness of  these  parts  is  a  contraindication  to  cold. 

L.  Emmett  Holt"  states  that  in  considering  the  treatment  of 
a  disease  like  pneumonia  it  should  be  borne  in  mind  at  the  very 
outset  that  most  of  the  cases  of  primary  pneumonia  in  fairly 
vigorous  children  more  than  2  years  of  age  recover.  The 
great  majority  of  these  cases  recover  promptly  with  hygienic 
treatment  only,  and  very  active  treatment  is  unnecessary. 
Pneumonia  kills  very  young  children  in  three  ways — (1)  from 
exhaustion;  (2)  from  complications;  (3)  from  acute  toxemia. 
The  most  important  things  to  be  considered  are  an  abundance 
of  fresh  air,  intelligent  nursing,  and  careful  feeding.  No  de- 
pleting measures  are  ever  admissible,  and  no  unnecessary 
medication  should  be  permitted.  Many  annoying  symptoms 
may  be  relieved  by  local  treatment,  such  as:  the  cough  bj^  in- 
halations, pain  by  counter-irritation,  restlessness  by  the  ice  cap 
or  sponging.  Stimulants  should  be  deferred  until  demanded 
by  the  condition  of  the  pulse.  High  temperature  is  much  more 
safely  controlled  by  the  use  of  cold  than  by  drugs.  Greater 
caution  is  necessary  in  the  use  of  powerful  stimulants  than  is 
generally  observed.  Rest  is  quite  as  important  as  in  the  other 
serious  diseases. 

Henry  Koplik '"  emphasizes  the  importance  of  ventilation 
and  the  constant  change  of  air.  The  temperature  of  the  sick- 
room should  be  kept  at  about  65°  to  70°  F.  The  impregnation 
of  the  atmosphere  about  the  patient  with  thymol  vapor,  tur- 
pentine, or  creosote  vapor  is  of  very  questionable  utility. 

Walter  Lester  Carr'"  deprecates  the  use  of  the  antipyretics 
of  the  coal-tar  class,  and  cough  mixtures  with  emetics  and 
nauseating  drugs.  Young  children  do  not  expectorate,  and 
syrups  with  expectorants  only  derange  the  stomach. 

In  discussing  hydrotherapy  in  the  treatment  of  pneumonia 
in  children,  Simon  Baruch  "  gives  a  few  words  of  warning. 
Spontaneous  reaction  must  always  be  provided  for  by  friction 
during  the  bath,  so  that  there  should  be  no  need  of  warmth 
and  friction  after  the  bath.  Whenever  the  patient  becomes 
very  chilly,  with  chattering  of  teeth  and  cyanosed  face,  we 
may  conclude  that  the  procedure  has  been  faulty  and  must  be 
modified.  Reaction  is  also  furthered  by  protection  against 
evaporation,  and  it  may  be  enhanced  by  modifying  the  tem- 
perature of  the  water;  not,  as  is  often  erroneously  done,  by 
elevating  it,  but  by  lowering  it  within  reasonable  limits  and 
shortening  the  procedure. 

An  editorial"  states  that  the  symposium  convened  by  the 
chairman  of  the  Pediatric  Section  has  done  practitioners  great 
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service  in  presenting  the  modern  treatment  of  this  disease  so 
clearly  that  there  can  be  no  misconception.  There  was  a  con- 
sensus of  opinion  upon  the  importance  of  absolute  quiet,  care- 
ful nursing,  and  abstaining  from  meddlesome  attention  which 
interferes  with  rest;  upon  the  value  of  ventilation  to  afford  an 
ample  supply  of  natural  oxygen.  There  seemed  also  to  be 
unanimity  upon  the  harmfulness  of  active  medication,  espe- 
cially with  opium,  nauseants,  and  antipyretics,  also  upon  the 
necessity  for  care  in  the  resort  to  stimulants.  The  hot  poul- 
tice and  cough  mixture  were  considered  obsolete.  The  child 
and  not  the  disease  is  to  be  treated.  There  was  a  divergence 
of  opinion  upon  the  proper  temperature  for  baths.  Various 
speakers  recommended  temperatures  from  70°  to  100°,  and  one 
even  advised  that  the  sheet  be  cooled  by  rubbing  ice  over  it. 
All  the  speakers  but  one  advised  the  bath  as  a  means  of  re- 
ducing temperature.  This  one  claimed  that  the  chief  object  of 
the  bath  is  to  neutralize  the  effect  of  toxemia  and  stimulate  the 
heart;  its  lowest  temperature  should  be  80°  F.  Another 
speaker  warned  against  all  baths. 

Prurigo:  its  Treatment  in  Childhood. — Wolf  treated 
7  cases  (5  boys  and  2  girls)  with  subcutaneous  injections  of 
carbolic  acid  (one  per  cent)  and  pilocarpine  solution  1  :  1000. 
The  carbolic  controlled  the  itching,  and  the  pilocarpine  caused 
sweating  and  helped  to  combat  the  leather}^  condition  of  the 
skin.  The  patients  were  from  5  to  13  years  of  age  and  had 
had  the  skin  disease  since  their  second  year.  It  took  twenty- 
five  dsijs  for  the  treatment  to  effect  a  cure,  but  in  every  case 
there  was  a  return  of  the  lesion,  sometimes  as  early  as  within 
two  weeks.  Five  other  cases  were  treated  with  zinc  salicylate 
in  powdered  form,  and  the  entire  skin  well  bandaged  after  a 
thorough  bath.  The  bandages  were  removed  in  forty-eight 
hours,  and  the  skin  again  cleansed  and  powdered  before  apply- 
ing the  new  bandage.  After  three  or  four  renewals  the  prurigo 
had  disappeared.  This  method  is  preferable  to  the  injection 
treatment  as  being  simpler,  entirely  painless,  and  the  intervals 
between  the  relapses  seem  to  be  longer. 

Pylorus,  Stenosis  of  the,  So-called  Congenital,  and  its 
Treatment. — Pfaundler  '*  .concludes  that  the  pylorus  may  be 
so  contracted  after  death  that  even  in  perfectly  healthy  stomachs 
the  appearance  may  be  that  of  a  round  tumor  almost  obliterat- 
ing the  lumen.  Many  reported  cases  come  under  this  category, 
but  there  are  cases  in  early  infancy  which  seem  to  point  to  a 
permanent  pyloric  stenosis.  No  pathological- anatomical  foun- 
dation is  known  for  these  cases,  and  it  seems  very  probable 
that  they  are  functional  in  character,  depending  upon  a  spasm 
of  the  pylorus  muscles. 

Rheumatism  Subsequent  to  Chorea.— Frederick  E.  Bat- 
ten *  has  made  an  analysis  of  cases  of  chorea  discharged  from 
two  wards  of  the  hospital  for  sick  children  during  a  period  of 
two  and  a  half  years.  Of  these  cases,  which  number  115,  there 
was  no  history  of  previous  rheumatism  in  78,  while  in  the  re- 
maining 37  there  was  some  evidence  of  the  patient  having 
previously  suffered  from  rheumatism.     In  1895,  a  year  after  the 
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last  patient,  and  more  than  three  years  after  the  first  patient, 
had  left  the  hospital,  postal  cards  were  sent  to  these  78  cases 
requesting  that  they  would  attend  the  hospital  or  that  they 
would  reply  to  certain  questions  by  postal  card.  Fifty- 
seven  cases  responded.  There  was  evidence  of  rheumatii-m  in 
11;  in  2  others,  although  there  was  no  history  of  rheumatit-m, 
nodules  were  present  and  well-marked  cardiac  lesions — 13 
cases  in  all,  or  11.3  per  cent.  In  July,  1898,  cards  were 
sent  to  44  out  of  the  57  cases — i.e.,  to  all  those  who  had  not 
had  rheumatism  up  to  July,  1895,  and  from  whom  a  reply  had 
been  previously  obtained.  Of  these  29  cases  18  had  had  no 
rheumatism,  10  had  had  rheumatism,  and  1  had  died  from 
heart  disease.  That  is  to  say,  there  was  evidence  of  rheu- 
matism in  11  of  the  29  cases,  a  further  increase  of  9.7  per  cent, 
making  a  total  of  20  per  cent  within  six  j^ears. 

Scarlet  Fever. — Henry  Nelson  Potter"  thinks  that  too  little 
attention  is  paid  to  this  disease  and  too  little  being  done  by  the 
profession  to  stay  its  ravages.  The  complications  are  often 
very  serious  and  the  disease  is  always  dangerous.  Treatment 
must  be  symptomatic.  The  body  should  be  sponged  with  tepid 
water,  simple  salines  given  internally,  and  the  sore  throat  re- 
lieved by  sucking  ice.  If  the  tonsils  are  much  swollen  and 
covered  with  secretions,  the  latter  should  be  removed  and  dis- 
infectant or  astringent  solutions  applied.  Perchloride  of  iron, 
chlorinated  soda,  and  dilute  hydrochloric  acid  may  be  used, 
and  similar  remedies  should  be  used  to  syringe  the  nose  when 
that  is  involved.  Hot  fomentations  and  linseed  poultices  may 
be  used  when  there  is  much  swelling  or  pain  in  the  neck  and 
about  the  angles  of  the  jaw.  Abscesses  should  be  opened 
early.  If  otorrhea  is  present  the  meatus  may  be  syringed  with 
warm  water,  a  solution  of  boric  acid  (1:20),  or  dilute  peroxide 
of  hydrogen.  In  severe  cases  stimulants  are  called  for.  Cold 
affusions  to  the  head  and  body  often  give  relief  when  there  is 
high  fever.  The  patient  may  be  quieted  by  a  solution  of  the 
five  bromides.  During  convalescence  the  patient  should  be 
guarded  from  cold,  on  account  of  renal  complications,  and  the 
bowels  should  be  kept  active.  During  desquamation  the  body 
should  be  washed  with  warm  soap  and  water,  and  during 
the  day  smeared  with  warm  carbolic  oil  (1:40). 

Scarlatina,  Blood  Examinations  in, — Van  den  Berg'' has 
examined  the  blood  in  16  cases,  making  counts  of  the  red 
and  white  cells,  and  testing  the  hemoglobin  and  the  specific 
gravity  every  one  to  four  days  for  a  period  of  six  weeks  or 
more.  He  has  found  that  there  is  always  a  hyperleucocytosis, 
lasting  from  twenty  to  thirty  days,  and  highest  on  the  fourth 
to  the  sixth  day.  There  was  no  definite  relation  between  the 
temperature  and  the  leucocytosis,  nor  between  the  beginning 
of  desquamation  and  the  number  of  white  blood  cells.  In 
nurslings  afflicted  with  scarlatina  the  hyperleucocytosis  is  ab- 
sent. The  red  blood  cells  are  first  increased,  then  decreased  in 
the  course  of  the  disease;  nephritis  is  the  complication  which 
influences  their  decrease  the  most.  The  hemoglobin  showed 
no  definite  rise  or  fall  with  the  temperature;  its  per  cent  varied 
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irregularly.  As  to  specific  gravity,  it  was  lowest  in  the  most 
complicated  cases,  especially  so  where  nephritis  was  present. 
The  examination  of  dried  specimens  demonstrated  the  fact  that 
the  leucocytosis  is  due  to  an  increase  in  the  number  of  poly- 
morphonuclear leucocytes  as  well  as  the  transitional  forms. 
The  eosinophile  cells  were  not  increased. 

Struma  Congenita;  Parents  Syphilitic. — Fiirst  "  describes 
the  case  of  a  girl  baby  born  at  term  with  a  large  tumor  on  the 
anterior  surface  of  the  neck.  The  father  had  become  infected 
five  and  a  half  years  previously,  and  the  mother  had  had  one 
premature  dead  baby.  She  had  been  subjected  to  an  inunction 
cure  during  this  second  pregnancy,  and  had  no  sign  of  syphilis. 
During  the  first  six  weeks  of  life  the  child's  tumor  grew  smaller 
spontaneously,  so  that  the  skin  over  it  became  wrinkled.  At 
10  months  the  child  was  well  nourished  and  absolutely  without 
syphilitic  symptoms.  The  thyroid  was  still  rather  larger  than 
normal,  but  not  noticeably  so.  The  mercurial  treatment  of  the 
mother  before  the  child's  birth  was  undoubtedly  responsible 
for  the  child's  well-being,  the  struma  being  the  only  manifes- 
tation of  hereditary  syphilis. 

Traumatic  Cataract. — Edward  S.  Peck"  reports  a  case  in 
an  infant's  eye  from  pressure  of  the  obstetrical  forceps.  This 
is  the  only  case  of  the  kind  on  record.  Out  of  three  carefully 
watched  cases  of  evolution  of  cataract  due  to  injury,  this  is  the 
first  the  author  has  seen  occurring  in  so  young  a  subject.  It 
is  an  interesting  case,  because  a  trauma  severe  enough  to  pro- 
duce not  only  cataract  but  diminished  ocular  tension,  with 
possibly  detachment  of  the  retina  and  blindness,  is  followed  by 
cataract  absorption,  re-attachment  of  the  retina,  and  exceed- 
ingly useful  vision,  due  to  the  natural  processes  of  repair  and 
not  to  operation. 

Teratoma  Colli,  Rare  Case  of. — Munker"  describes  a 
growth  removed  from  a  2-months-old  baby,  who  died  four 
days  after  the  operation.  The  tumor  had  grown  so  rapidly  as 
to  interfere  with  deglutition;  it  reached  upward  to  the  zygoma 
and  down  to  the  third  rib.  Microscopically  embryonic  brain 
tissue,  fat,  cartilage,  striated  muscle,  glands,  and  cysts  were 
found,  and  also  the  rudiment  of  an  eye.  The  location  of  this 
teratoma  (on  the  right  side  of  the  neck)  is  a  rare  one,  and  no 
similar  case  is  reported  in  literature. 
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As  President  of  this  distinguished  body  I  am  fully  conscious 
of  my  exalted  position  and  deeply  sensible  of  the  friendly  spirit 
and  kindly  good  will  that  have  induced  you  to  so  honor  me. 
This  Association,  in  the  ten  short  years  of  its  history,  has 
become  renowned  for  the  excellence  of  its  scientific  work,  the 
truthfulness  of  its  records,  and  the  spirit  of  warm  friendship 
that  pervades  its  membership.  And  we  cannot  too  cordially 
express  our  thanks  to  Dr.  W.  E.  B.  Davis,  our  permanent  sec- 
retary, to  whose  indefatigable  efforts  the  Southern  Surgical 
and  Gynecological  Association  owes  its  existence  and  high 
standing.  Nor  are  we  unmindful  of  our  obligations  to  my 
distinguished  predecessors,  who,  by  their  justice,  courtesy, 
and  dignity  in  office  and  wisdom  in  council,  have  guided  our 
deliberations  and  smoothed  our  difficulties. 

Perhaps  a  true  interpretation  of  my  duties  of  the  hour  would 

'  President's  address  before  the  Southern  Surgical  and  Gynecological 
Association,  at  Memphis,  Tenn.,  December  6-8,  1898. 
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demand  that  I  address  you  by  recounting  our  recent  deeds  of 
prowess,  arranging  in  chronological  order  the  victories  the 
allied  armies,  the  science  and  art  of  surgery,  have  won  in  the 
great  battle  against  disease  and  death;  or  in  telling  of  recent 
discoveries,  new  devices  and  modifications  of  technique — the 
territorial  acquisitions  of  our  profession.  Yet,  inasmuch  as  the 
greatest  latitude  is  granted  me,  I  prefer  to  restrict  my  remarks 
to  a  very  commonplace  subject,  but  one  in  which  both  branches 
of  this  Association  feel  a  common  interest — that  of  acute  ge,ne- 
ral  peritonitis. 

A  proper  appreciation  of  the  time  of  the  Association  will  not 
permit  me  to  discuss  this  subject  in  all  its  phases;  for  that 
reason  I  shall  confine  myself  to  an  effort  to  present  to  you  a 
workable  classification.  As  an  introduction  to  the  subject  I 
shall  first  consider  the  attempts  that  have  been  made  to  form  a 
classification  on  a  bacteriological  basis. 

Bacteriology, — A  bacteriological  classification  of  peritonitis 
is  beset  with  many  difficulties;  and  while  I  am  free  to  admit  for 
all  practical  purposes  peritonitis  is  of  bacterial  origin,  yet  there 
occurs  a  respectable  percentage  of  cases  in  which  the  most  rigid 
examination  fails  to  disclose  the  presence  of  micro-organisms. 
Hartmann  and  Moreau  report  in  detail  such  a  case  recently. 
Out  of  110  cases  bacteriologically  classified  by  Fiexner  there  were 
12  cases  which  he  was  obliged  to  consign  to  the  idiopathic  group. 
It  is  true  that  in  all  of  these  patients  there  existed  conditions 
predisposing  to  peritonitis,  such  as  cardiac,  renal,  or  hepatic 
disease.  In  the  intensely  septic  mycotic  form  of  peritonitis  the 
absence  of  micro-organisms  may  be  accounted  for  by  the  ful- 
minant type  of  the  disease,  death  occurring  from  intoxication 
before  the  colonies  of  bacteria  are  well  established.  Any  effort 
to  individualize  the  effect  of  a  specific  bacterium,  to  connect  its 
presence  with  a  definite  pathological  phenomenon  and  charac- 
teristic symptomatology,  is  as  yet  futile.  That  they  attack 
the  peritoneum  in  different  ways,  that  they  possess  a  diversity 
of  virulence  and  of  action,  and  that  peritonitis  excited  by  some 
varieties  is  more  amenable  to  treatment  than  others,  is  proved, 
but  "we  cannot  by  symptoms  distinguish  a  streptococcus  infec- 
tion from  one  due  to  colon  bacillus.  Mikulicz  avers  that  all 
forms  of  peritonitis  run  the  same  clinical  course,  regardless  of 
the  bacteria  that  cause  it.  There  is  a  law  laid  down  by  Maloz 
to  the  effect  that  if  the  peritonitis  is  of  intestinal  origin  the 
colon  bacillus  will  show  it;  if  it  is  of  uterine  origin — that  is, 
connected  with  abortions  or  labor — we  will  find   the  strepto- 
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COCCUS.  It  is  asserted  that  the  colon  bacillus  constitutes  nine- 
tenths  of  the  bacteria  of  the  digestive  tract— the  colon  is  its 
natural  habitat — but  its  behavior  upon  gaining  entrance  to  the 
peritoneal  cavity  depends  upon  many  circumstances,  and,  as 
Robinson  says,  this  bacillus  has  many  morphological  conditions, 
many  forms  and  stages.  The  constancy  of  its  presence,  how- 
over,  in  peritonitis,  since  the  demonstrations  of  Welch  and 
others  of  its  capacity  of  transmigration  through  the  bowel,  has 
led  many  to  attach  to  it  great  significance  as  an  etiological 
factor,  but  its  association  with  other  forms  of  micro-organisms 
renders  the  first  proposition  of  Maloz's  law  null  and  void.  To 
say  that  streptococcus  peritonitis  is  of  uterine  origin  is  assum- 
ing entirely  too  much.  Would  we  be  willing  in  any  medico- 
legal  case  to  charge,  if  a  peritoneal  fluid  revealed  streptococcus 
cultures,  that  pregnancy  had  existed?  In  a  recent  number  of 
the  Medical  Record  William  R.  Pryor  records  a  case  of  strepto- 
coccus peritonitis.  Two  specimens  were  examined.  Scrapings 
from  the  uterine  cavity  showed  pure  growths  of  streptococcus. 
In  the  twelve  ounces  of  pus  that  escaped  through  the  cul-de- 
sac  incision  there  was  "an  abundant  growth  of  bacilH  with 
a  small  number  of  colonies  of  streptococci."  When  the  gauze 
was  first  removed  from  the  peritoneal  cavity,  the  culture 
from  a  specimen  of  pus  taken  then  showed  only  the  colon 
bacillus,  no  streptococcus.  Whose  child  was  this  peritonitis— 
the  colon  bacillus'  or  the  streptococcus'  ?  The  clinical  symp- 
toms given  do  not  justify  its  being  assigned  exclusively  to  one 
or  the  other;  the  bacteriological  examination  certainly  revealed 
the  bacillus  as  the  predominant  and  persistent  germ,  yet  it  was 
reported  as  a  streptococcus  peritonitis. 

The  microscopical  findings  in  just  such  a  case  vitiate  any 
such  law  as  Maloz  has  attempted  to  establish.  If  we  interpret 
Maloz's  law  correctly,  the  absence  of  streptococci  would  elimi- 
nate the  possibility  of  peritonitis  being  of  puerperal  origin. 
In  rebuttal  of  this  idea  I  would  quote  from  Winckel.  He  says: 
"  Kronig  examined  all  parts  of  the  uterus  of  a  woman  dead 
from  infection,  and  found  not  only  the  superficial  thrombi  at 
the  placental  site  thickly  filled  with  bacteria,  but  also  the  serous 
fining  of  the  peritoneum."  This  case  shows  that  we  can  have 
a  peritonitis  following  abortion  without  streptococci,  and  it 
further  shows  that  the  colon  bacillus  without  an  intestinal 
lesion  may  produce  a  fatal  peritonitis.  Yet  there  is  no  fact  so 
well  established  as  that  the  streptococcus  is  the  most  frequent 
exciter  and  that  it  is  the  predominant   pus-producing  micro- 


148  DOUGLAS:   ACUTE   GENERAL   PERITONITIS. 

organism  in  the  lymphatic  system — a  position  strongly  main- 
tained by  Frankel.  No  doubt  too  much  importance  has  been 
ascribed  to  the  colon  bacillus;  and  "it  is  interesting  to  find  that 
Tavel,  who  was  among  the  first  to  emphasize  the  pathogenic 
powers  of  the  bacillus  coli  communis,  thinks  now  the  bacillus 
of  minor  importance  in  the  etiology  of  peritonitis"  (Curtis), 
He  holds  further  that  the  very  name  of  the  bacillus  coli  should 
be  considered  merely  a  collective  name  of  many  varieties  of 
bacteria. 

The  well-known  character  of  the  staphylococcus  to  produce 
a  limited  area  of  infection  practically  eliminates  it  as  an  etio- 
logical factor  in  general  peritonitis;  its  presence  in  connection 
with  other  micro-organisms  is  frequently  demonstrated. 

As  soon  as  it  was  established  that  puerperal  sepsis  and  its 
fatal  complication,  peritonitis,  is  a  preventable  disease,  it  was 
but  natural  for  the  surgeon  to  seek  some  loophole  through 
which  he  might  escape  censure  should  he  be  so  unfortunate  as 
to  have  it  occurring  in  his  practice.  And  we  all  know  how 
quickly  his  ingenuity  came  to  the  rescue,  and  deaths  were 
ascribed  to  autoinfection  from  ruptured  pus  tube  due  to  the 
mechanical  violence  of  labor.  How  eas}^  it  is  to  get  a  clinical 
history  upon  which  gonorrheal  infection  may  be  assumed!  In 
a  much-quoted  and  rather  vaunted  symposium  upon  peritonitis 
the  author  attaches  great  importance  to  the  gonorrheal  origin 
of  peritonitis,  and  speaks  of  the  rupture  of  pathogenic  cysts 
of  gonorrheal  origin  during  the  mechanical  violence  of  labor. 
How  are  these  ideas  sustained  by  bacteriologists?  Bumm  and 
Sanger  in  their  experiments  limited  the  pathogenic  property  of 
the  gonococcus  to  the  superficial  surface  of  the  mucous  mem- 
brane and  of  the  peritoneum,  claiming  it  never  entered  the 
blood  or  lymph  channels,  consequently  could  not  cause  general 
sepsis;  and,  therefore,  if  general  peritonitis  occurred,  although 
the  existence  of  gonorrhea  was  well  established,  the  peritonitis 
was  due  to  a  mixed  infection.  Contrary  to  the  observation  of 
Bumm  and  Sanger,  Wertheim  saw  the  coccus  of  Neisser  on 
the  surface  of  the  peritoneum,  creeping  in  under  the  serosa  into 
the  deeper  tissues  and  penetrating  single  muscle  bundles.  He 
further  demonstrated  that  a  pus  tube  of  gonorrheal  origin 
never  contained  any  other  pyogenic  bacteria.  Menge  confirmed 
this  statement,  that  gonococci  rarely  form  a  symbiosis  with 
other  bacteria,  and  demonstrated  the  presence  of  this  bacte- 
rium in  the  muscular  wall  of  the  tube.  These  experimenters 
prove  that  the   human  peritoneum   can   be  and  is  liable  to 
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inflammation  by  the  gonococcus  (Winckel),  a  fact  that  has  been 
thoroughly  established  by  numerous  later  observers.  Sufficient 
has  been  said  to  show  that  the  bacteriological  classification  of 
acute  peritonitis  is  as  yet  premature  and  unsubstantial  for 
this  reason:  the  observations  of  the  bacteriologist  are  either 
experimental,  post-operative,  or  post-mortem,  and  therefore  not 
applicable  for  diagnostic  purposes,  and  even  in  the  hands  of 
skilled  pathologists  the  results  are  contradictory  and  unreliable. 

No  better  argument  against  bacteriological  classification 
can  be  adduced  than  the  words  of  Simon  Flexner,  who  says: 
"  In  order  that  pathogenic  bacteria  introduced  directly  into 
the  peritoneal  cavity  may  cause  a  peritonitis,  general  or  cir- 
cumscribed, evanescent  or  fatal,  the  normal  conditions  of  the 
peritoneum  must  in  some  way  be  modified."  It  must  be  clear, 
then,  that  in  the  human  being,  as  in  experimental  animals, 
some  other  condition  than  the  mere  presence  of  pathogenic 
micro-organisms  in  the  abdominal  cavity  is  necessary  in  order 
that  peritonitis  may  be  produced.  Bacteria  alone  and  unaided 
by  physical  conditions  are  comparatively  innocuous. 

From  out  of  the  confusion  and  uncertainty  of  a  bacterio- 
logical study  of  peritonitis  we  naturally  seek  for  something 
more  practical,  and  we  accept  as  a  beacon  the  admission  of  the 
bacteriologist  that  some  other  factor,  mechanical  or  chemical, 
must  be  present  in  order  to  render  the  peritoneum  susceptible 
to  the  invasion  of  micro-organisms.  Is  not  the  disease  sup- 
plying these  conditions  the  source,  the  initial  lesion,  from 
whence  the  bacteria  gain  their  power,  and  such  disease,  then, 
is  the  true  cause?  Peritonitis  is  but  an  extension  of  a  primary 
pathology.  The  only  exceptions  we  must  make  to  this  are 
those  few  cases  in  which  the  cause  has  not  yet  been  demon- 
strated, and  honesty  compels  us  to  assign  them  to  the  idio- 
pathic group.  A  classification,  then,  based  upon  the  etiology 
of  the  disease,  appeals  to  us  from  its  scientific  exactness;  it 
admits  of  clinical  adaptation;  it  forever  destroys  the  false 
hopes  of  medication  and  serum  therapy,  and  spurs  the  surgeon 
on  to  action,  very  definitely  guiding  him  in  his  undertaking. 

Restricting  our  consideration  entirely  to  acute  general  peri- 
tonitis, we  find  that  it  occurs  from  traumatic  or  consecutive 
causes.  And,  as  these  terms  are  broadly  used,  perhaps  it  is 
well  to  explain  that  under  the  head  of  traumatic  peritonitis  are 
embraced  all  infective  inflammations  arising  from  wounds  of 
the  peritoneum,  whether  accidental  or  operative,  penetrating 
or  non-penetrating.     Consecutive,  secondary,  or  symptomatic 
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peritonitis  may  be  subdivided  into  two  varieties:  (1)  peritoni- 
tis by  continuity  and  (2)  perforation  peritonitis. 

Traumatic  Peritonitis. — We  must  embrace  under  this  head 
all  forms  of  peritonitis  due  primarily  to  a  trauma.  The  destruc- 
tion of  tissue,  the  retention  of  blood  clots  and  natural  secre- 
tions, prepare  a  suitable  soil  for  microbic  invasion;  and  this 
essential  infecting  element  may  be  introduced  from  without, 
as  through  penetrating  gunshot,  stab,  or  operative  wounds, 
under  which  circumstances  it  is  usually  a  poly-infection,  the 
streptococcus  predominating.  There  are  also  contusions  of 
the  abdomen  without  an  external  wound,  which  so  injure  and 
lower  the  resistance  of  the  tissue  as  to  favor  the  migration 
of  the  intestinal  micro-organisms  and  their  infection  of  the 
general  cavity.  The  most  serious  types  of  traumatic  peri- 
tonitis are  those  of  post-operative  origin;  and  while  it  is  true 
that  modern  asepticism  has  to  a  great  extent  eliminated  this 
bete-noire  of  the  early  laparatomist,  yet  its  occurrence  is  suffi- 
ciently frequent  with  all  of  us  for  me  to  repeat  with  emphasis 
the  striking  words  of  Nancrede:  "  jSTo  perfection  of  aseptic 
technique  will  invariably  render  innocuous  faults  or  misfor- 
tunes of  operative  technique."  The  needless  exposure  of  the 
peritoneum  to  chilled  atmosphere;  rude  manipulations;  the 
destruction  of  the  peritoneal  endothelium  by  vigorous  spong- 
ing; the  failure  to  barricade  with  gauze  the  healthy  tissues 
while  dealing  with  an  infected  area;  neglect  to  cover  all  raw 
surfaces  with  peritoneum;  ligature  en  masse  of  great  chunks 
of  tissue;  unnecessary,  improper,  or  insufficient  drainage — are 
some  of  the  errors  of  technique  which  we  commit  in  violation 
of  the  principles  of  surgery  and  common  sense  in  our  idolatrous 
attention  to  the  almighty  germ. 

Secondary  Peritonitis. — The  supervention  of  acute  general 
peritonitis  as  secondary  to  pre-existing  disease  processes  em- 
braces in  its  etiology  infective  inflammations  not  only  of  all 
intraperitoneal  viscera,  but  all  organs  or  tissues  contiguous 
thereto;  and  it  does  not  appear  to  me  to  be  too  broad  if  we 
include  within  its  scope  those  peritonitides  of  hematogenic  or 
metastatic  origin,  for  it  is  well  established  that  the  specific 
germs  of  diphtheria,  scarlet  fever,  pneumonia,  and  erysipelas 
have  produced  acute  general  peritonitis. 

Peritonitis  by  continuity  is  the  uninterrupted  extension  of 
the  inflammation  from  an  infected  area  to  the  peritoneum,  and 
is  accomplished  by  the  invading  army  of  micro-organisms 
through  the  lymphatics,  blood  channels,  or  by  direct  penetra- 
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tion  of  tissues.  The  reactionary  inflammation  which  deter- 
mines the  localization  or  diffusion  depends  upon  the  virulence 
of  the  bacteria,  the  resistance  of  the  tissues,  and,  what  is  too 
frequently  overlooked,  but  impressively  stated  by  McBurney, 
the  individual  resistance  of  the  patient.  Puerperal  peritonitis 
of  streptococcus  origin  conspicuously  illustrates  inflammation 
by  continuity.  It  is  immaterial  whether  the  infection  atrium 
is  the  vagina,  cervix,  or  at  the  placental  site.  The  progress  of 
the  infection  to  its  fatal  termination,  leaving  the  uterine  muscle 
relaxed,  succulent,  and  paralyzed,  the  connective  tissue  soft, 
edematous,  and  jelly-like,  the  lymphatics  varicosed,  "  dilated 
like  the  beads  of  a  rosary"  (Winckel),  their  walls  thickened, 
contents  often  purulent  throughout,  intramuscular  lacunfe  of 
pus,  destroyed  thrombi,  is  the  wasted  territory  over  which  the 
avenging  army  of  invasion  has  marched  to  the  peritoneum; 
or  else  they  may  creep  through  the  tissues,  leaving  no  trace 
of  their  progress  until  the  field  of  battle,  the  peritoneum,  is 
reached.  That  there  are  local  and  constitutional  conditions 
in  the  puerperal  state  rendering  these  patients  susceptible  to 
the  diffusion  of  infection,  which  do  not  obtain  under  other 
circumstances,  goes  without  saying.  Yet  septic  areas  in  the 
liver,  spleen,  pancreas,  appendix,  kidneys,  mesenteric  glands, 
vertebrae,  lungs,  pleura,  abdominal  parietes,  genito-urinary 
tract  and  neoplasms,  by  extension  without  perforation  may 
give  rise  to  a  general  peritonitis.  The  peculiar  pathogenic 
organism  in  a  peritonitis  so  excited  varies  with  the  character 
of  the  initial  cause.  In  the  beginning  we  may  have  been  con- 
cerned alone  with  the  streptococcus,  the  staphylococcus,  or  the 
diplococcus,  a  bacillus  typhosus,  or  the  ameba  dysenterica.  It 
is  the  exception  for  a  consecutive  or  secondary  peritonitis  to 
yield  a  pure  culture;  sooner  or  later  the  colon  bacillus  enters 
upon  the  stage  to  play  its  part,  whatever  that  may  be.  In 
intestinal  obstruction  with  arrested  peristalsis,  stagnant  circu- 
lation/ and  fermenting  contents,  we  have  the  well-appointed 
stage,  the  locus  minoris  resistentice,  upon  which  the  bacillus 
coli  plays  the  star  engagement. 

Perforation  peritonitis  is  the  next  subdivision  of  secondary 
peritonitis.  The  sudden  opening  of  a  focus  of  suppuration  and 
the  discharge  of  its  contents  into  the  peritoneal  cavity,  whether 
it  be  from  hepatic  abscess,  a  pus  tube,  or  a  mesenteric  gland,  is 
a  true  illustration  of  perforation  peritonitis,  yet  the  inflamma- 
tion and  systemic  infection  following  are  not  necessarily  so  con- 
spicuous.    The  duration  of  the  primary  disease,  the  virulence 
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of  the  micro-organism,  the  preparedness  of  the  peritoneum  by 
fortifications  of  adhesions,  the  general  condition  of  the  patient, 
are  all  circumstances  which  may  modify  and  circumscribe  the 
peritonitis.  It  is  more  common  for  perforation  peritonitis  to 
-occur  as  a  result  of  ulceration  of  the  wall  of  some  of  the  hollow 
viscera,  as  in  peptic  ulcer,  typhoid  and  dysenteric  intestinal 
ulceration,  duodenal  and  appendicular  ulceration.  Such  a 
pathological  communication  established  with  the  peritoneal 
cavity  is  vastly  more  important  than  any  of  the  other  second- 
ary forms;  for  then  escape  in  activity  and  virulence  large 
numbers  of  bacteria  accompanied  by  the  contents  of  the  viscus 
so  perforated,  which  in  itself,  if  rendered  sterile,  would  by  its 
mechanical  and  chemical  action  excite  an  aseptic  inflammation. 
With  perforation,  then,  we  have  the  three  essential  prerequi- 
sites for  an  active  inflammation — a  foreign  substance,  chemical 
irritation  (hence  lowered  resistance),  and  bacteria.  It  is  not 
s  urprising,  then,  that  the  majority  of  cases  of  acute  general 
peritonitis  fall  under  the  etiological  class  of  perforation  peri- 
tonitis. The  disease  process  leading  to  perforation  may  have 
been  exceedingly  slow,  so  latent  in  its  form  and  symptoms  as 
to  be  wholly  unsuspected,  as  in  duodenal  or  gastric  perfora- 
tions; or  it  may  occur  as  the  legitimate  pathology  of  a  specific 
disease,  as  in  typhoid  ulceration.  However  that  may  be,  the 
knowledge  that  perforation  peritonitis  is  a  symptomatic  condi- 
tion should  direct  us  at  once  in  our  clinical  investigation;  and 
we  know  that  certain  areas  of  the  peritoneum,  certain  districts 
of  the  abdominal  cavity — the  appendicular,  duodenal,  and 
stomach  regions,  in  the  order  named — are  particularly  liable  to 
invasion  by  perforation,  just  as  we  know  that  the  pelvis  is 
more  frequently  the  site  of  localized  peritonitis  by  continuity. 
The  location  of  the  perforation  has  other  than  a  diagnostic 
bearing.  Unless  the  process  has  been  gradual  and  Nature  has 
had  time  to  establish  adhesions,  the  higher  in  the  peritoneal 
cavity  the  perforation  the  greater  the  tendency  to  diffusion  and 
general  infection.  For  this  reason  a  duodenal  or  gall-bladder 
perforation  is  relatively  more  serious  than  a  ruptured  Fallopian 
tube.  I  do  not  wish  to  convey  the  idea,  however,  which  seems 
to  possess  more  than  one  writer  on  this  subject,  that  infection 
does  not  spread  from  the  pelvis  because  it  is  up-hill,  and  that 
a  gastric  ulcer  is  generally  surrounded  by  adhesions,  and  the 
peritoneum  escapes  general  infection  because  the  bacteria  can- 
not climb  over  the  transverse  colon. 

We  all  know  that  general  peritonitis  and  profound  septic 
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intoxication  may  follow  perforation  of  the  appendix  when  that 
organ  lies  deep  in  the  cavity  of  the  pelvis.  The  intraperitoneal 
currents  quickly  carry  the  toxins  to  the  great  absorptive  area, 
the  under-surface  of  the  diaphragm. 

The  conclusions  that  we  may  draw  from  this  etiological  study 
of  peritonitis  may  be  thus  summarized:  Traumatic  peritonitis, 
especially  the  post-operative  variety,  is  essentially  a  grave  con- 
dition^ not  only  because  there  is  immediate  or  primary  inocula- 
tion of  the  peritoneum,  but  the  conditions  are  all  favorable  for 
germ  culture  and  dissemination.  Peritonitis  by  continuity 
may  become  general  and  prove  rapidly  fatal,  but  this  is  not  the 
rule  except  in  puerperal  cases.  Contrary  to  the  expressed 
opinion  of  more  than  one  writer,  there  is  nothing  peculiar  about 
the  peritoneum,  or  the  cecum  or  appendix,  or  the  true  pelvis 
which  accounts  for  the  more  frequent  localization  of  inflamma- 
tion in  these  regions  than  in  other  areas  of  the  abdomen.  The 
method  of  invasion,  the  activity  of  the  process,  and  the  resist- 
ance of  the  patient  alone  determine  the  local  or  general  type  of 
peritonitis.  The  force  of  gravity  is  a  minor  element  in  limiting 
peritonitis  to  the  pelvis.  Visceral  perforation,  whether  trau- 
matic or  pathologic,  is  an  ideal  condition  for  germ  culture  and 
the  elaboration  of  toxins.  Their  rapid  absorption  and  general 
diffusion  throughout  the  peritoneum  sufficiently  explain  the 
grave  state  into  which  the  patient  is  precipitated.  It  may  be 
asserted  that  the  clinical  course  and  pathological  expression 
depend  largely  upon  the  nature  of  the  exciting  cause,  the 
character  of  the  pre-existing  disease  or  injury,  and  the  mode  of 
invasion. 

Without  attempting  to  formulate  any  definite  pathological 
classification  of  general  peritonitis  and  to  adapt  each  to  its 
special  cause,  I  prefer  to  direct  my  efforts  to  simplifying  and 
dispelling  the  confusion  that  exists.  I  accept,  with  slight 
reservation,  the  now  almost  universally  conceded  idea  that 
acute  general  peritonitis  is  and  must  be  septic — that  is,  of 
bacterial  origin.  But  I  maintain  that  we  as  surgeons  do  not 
understand  each  other,  nor  have  all  of  us  a  clear  conception  of 
what  is  meant  by  septic  peritonitis.  It  has  been  a  race  for  life 
between  the  practical  surgeon  and  the  bacteriologist  as  to  who 
should  claim  the  honor  of  naming  the  pathological  phenomena 
in  this  great  serous  bursa.  I  maintain  that  the  surgeon  is 
alone  competent  to  define,  classify,  and  prognosticate  the  pro- 
tean types  of  this  disease.  The  confusion  that  exists  is  at- 
tributable to  his  courteous  effort  to  adapt  his  clinical  observa- 
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tions  to  the  findings  of  the  bacteriologist.  That  men  are  honest, 
painstaking,  and  accurate  goes  without  saying,  yet  how  can  we 
reconcile  the  report  of  McCosh's  last  series  of  eight  cases  of 
general  septic  peritonitis  and  six  operative  recoveries  with  the 
experience  of  Senn  "of  many  cases  of  diffuse  septic  peritonitis 
without  a  single  successful  result "  ?  The  answer  certainly  is 
not  in  the  superior  skill  or  special  technique  of  the  operator,  but 
it  is  to  be  found  in  an  analytical  study  of  McCosh's  cases:  six 
of  them  were  purulent  peritonitis  and  two  serous  peritonitis — 
not  the  class  of  cases  referred  to  by  Senn  at  all.  Again,  that 
beautiful  English  writer  and  eminent  surgeon,  Lockwood, 
defines  septic  peritonitis  as  a  bacterial  invasion  with  varied 
clinical  reflexions,  unmindful  of  the  pressing  necessity  of 
specifically  defining  septic  peritonitis.  But  his  colleague, 
Frederick  Treves,  is  more  practical  and  draws  a  sharp  dis- 
tinction between  the  varieties  of  peritonitis,  and  is  unmistakably 
clear  in  his  definition  of  diffuse  septic  peritonitis,  emphasizing 
its  virulent  feature,  septicemia,  and  the  comparatively  insig- 
nificant peritoneal  pathology.  The  German  surgeons  are  more 
in  accord  with  each  other.  Enthusiastic  bacteriologists,  they 
are  none  the  less  expert  pathologists  and  skilled  surgeons,  and 
they  have  clearly  differentiated  the  deadly  dift'use  septic  peri- 
tonitis from  all  forms  bearing  effusion.  Their  conception  of 
the  condition  is  clearly  stated  by  Tietze,  who  defines  diffuse 
septic  peritonitis  to  be  ''  that  form  of  peritonitis  in  which  there 
is  little  or  no  exudate,  severe  symptoms  of  intoxication,  and 
terminating  rapidly  fatally."  That  this  definition  most  appro- 
priately describes  many  cases  of  post-operative  and  perforation 
peritonitis  every  Fellow  of  this  Society  will  sadly  admit,  and 
that  there  is  a  wide  difference,  as  yet  an  unbridged  chasm, 
separating  these  foudroyant  types  of  infection  from  the  milder 
cases.  Some  four  years  ago  I  submitted  at  our  Charleston 
meeting  a  report  of  eight  cases  of  general  peritonitis  subjected 
to  operation,  with  four  recoveries  and  four  deaths.  I  dealt 
with  them  all  as  cases  of  general  septic  peritonitis  from  a  mis- 
conception of  the  term.  Two  of  them  only  properly  belonged 
to  this  class,  and  they  terminated  fatally.  The  others  were 
cases  of  general  purulent  peritonitis,  with  two  deaths  and  four 
recoveries.  I  am  very  well  pleased  with  my  percentage  of 
recoveries  yet,  but  disgusted  with  my  classification.  I  did  not 
discriminate  between  diffuse  septic  peritonitis,  dying  in  twelve 
hours  with  profound  toxemia  and  dry  peritoneum  after  perfo- 
ration of  an  appendix,  and  one  of  perforation  with  enormous 


DOUGLAS:   ACUTE   GENERAL   PERITONITIS.  155 

purulent  effusion  but  mild  symptoms  of  sepsis.  This  error  of 
mine  is  the  common  one  with  the  profession,  and  it  is  the  out- 
come of  an  attempt  to  classify  peritonitis  by  the  character  of 
the  exudate.  The  terms  serous,  hemorrhagic,  fibrinous,  sup- 
purative, and  putrid  peritonitis  convey  but  a  superficial  obser- 
vation that  the  merest  tyro  might  make,  and  in  no  sense  desig- 
nate the  origin,  define  the  general  condition  of  the  patient,  nor 
indicate  the  prognosis  of  the  case.  The  various  effusions  are 
but  physical  expressions  of  the  intensity  of  the  infective  pro- 
cess upon  the  one  hand  and  the  degree  of  phagocytosis  on  the 
other.  Or,  expressed  otherwise,  a  fibrinous  peritonitis  indicates 
a  mild  infection  or  a  strong  effort  on  the  part  of  the  peritoneum 
to  limit  or  localize  a  severe  inflammatory  condition,  while  a 
purulent  accumulation  denotes  a  virulent  infection  or  else 
weaker  resistance,  breaking  down  Nature's  attempt  at  fibrinous 
barriers.  Our  surgical  memoranda  abound  with  cases  bombas- 
tically described  as  "general  septic  peritonitis,"  ''belly  full  of 
pus,"  " intestines  swimming  in  pus,"  "quarts  of  pus  gushing 
forth,"  "pus  from  diaphragm  to  pelvis," " operation  and  recov- 
ery " ! — conveying  the  idea  that  the  more  pus  the  greater  the 
skill  of  the  surgeon. 

If  we  are  correct  in  assuming  that  acute  general  peritonitis 
has  as  one  of  the  potent  factors  in  its  production  bacteria  and 
their  products,  it  is  unfortunate  to  confound  our  nomenclature 
with  the  term  septic  peritonitis.  It  is  true  that  if  it  could  be 
suflQciently  explained  that  the  word  septic  referred  to  the  general 
condition  of  the  patient,  perhaps  it  would  not  be  so  delusive; 
but  even  then  it  would  be  unfortunate,  for  it  would  be  only  a 
relative  term.  All  of  us  have  seen  cases,  exceptional  it  is  true, 
that  have  gone  on  for  some  hours,  perhaps  days,  bearing  a 
large  purulent  effusion,  with  pulse,  temperature,  and  respira- 
tion within  normal  bounds.  Is  it  not  more  descriptive  and  less 
confusing,  when  we  wish  to  convey  the  idea  of  intense  systemic 
infection,  to  accept  the  term  intestino-peritoneal  septicemia, 
first  used,  I  believe,  by  Dr.  Malcome,  of  Edinburgh,  and  use 
this  term  synonymously  with  that  of  diffuse  or  general  septic 
peritonitis?  The  macroscopical  appearance  of  the  peritoneum 
in  this  condition  is  not  indicative  of  the  intense  systemic  infec- 
tion. Death  occurs  in  these  cases  from  nerve  shock  and  the 
rapid  absorption  of  intestinal  toxins  escaping  through  the 
perforation  before  pronounced  peritoneal  inflammation  can 
occur.  A  few  ounces  or  less  of  indifferent  fluid  is  all  that  we 
may  see  in  some  instances.     If  the  patient  survives  long  enough 
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the  general  peritoneum  may  appear  scarlet  red  and  dry  (Rob- 
inson). 

Intesfcino-peritoneal  septicemia  is,  then,  acute  general  septic 
peritonitis;  it  is  the  acute  diffuse  septic  peritonitis  of  some 
authors.  The  word  diffuse  is  misleading;  Greig  Smith  defines 
"diffusive  peritonitis "  to  be  "  from  extravasation  of  aseptic 
fluids,"  but,  as  I  understand,  it  implies  a  widespread,  boundless 
dissemination  of  an  infection.  A  serous,  hemorrhagic,  or 
purulent  effusion  is  general  when  it  is  diffuse;  therefore  when 
we  say  general  peritonitis  we  have  no  use  for  the  additional 
adjective  diffuse. 

The  etiological  classification  of  peritonitis  places  it  as  subsid- 
iary to  the  primary  lesion  which  produces  it,  and  its  practi- 
cal import  is  its  local  origin.  A  painstaking  investigation 
into  the  clinical  history  will  usually  determine  the  organ  or 
structure  primarily  involved.  The  symptoms  and  physical 
signs,  if  the  case  is  seen  sufficiently  early,  will  still  further  aid 
us  in  incriminating  the  part  under  suspicion.  This  valuable 
diagnostic  evidence  does  not  conform  to  any  stereotyped  ex- 
pression; the  symptomatology  of  peritonitis  is  as  varied  as  its 
causes.  We  cannot  by  the  presence  of  any  striking  symptom 
or  group  of  symptoms  arrive  at  a  decision  in  a  doubtful  case, 
but  from  the  whole  picture  we  form  our  conclusions. 
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Inasmuch  as  the  majority  of  medical  men,  having  rare  oc- 
casion to  refer  to  them,  are  not  well  up  in  the  anatomy  of  the 
pelvic  nerves,  I  will  give  such  description  of  them  as  may  be 
needful  for  the  understanding  of  this  article. 

Excepting  the  obturator  and  the  lumbo-sacral,  the  nerves 
found  in  the  true  pelvis  are  derived  from  the  sacral  nerves  and 
from  the  sympathetic.  The  sacral  nerves  are  separated  into 
anterior  and  posterior.  The  posterior  are  distributed  outside 
of  the  true  pelvis.  The  anterior  sacral  nerves  go  to  form  the 
sacral  plexus,  excepting  one  branch  from  the  fourth,  which. 


McDonald:  pelvic  neuritis  in  women.  157 

"  communicating  with  the  sympathetic,  it  forms  the  hypo- 
gastric plexus."  It  communicates  also  with  the  fifth  sacral, 
and  it  furnishes  visceral  branches  which,  in  the  female,  ascend 
upon  the  vagina  and  bladder.  The  fifth  anterior  sacral  also 
does  not  assist  in  the  formation  of  the  sacral  plexus,  as  a  rule. 
The  sacral  plexus  of  nerves  is  derived  from  the  lumbo-sacral 
nerve,  the  first,  second,  third,  and  from  one  branch  of  the 
fourth  anterior  sacral  nerves.  All  of  the  anterior  sacral  re- 
ceive twigs  from  the  sympathetic,  according  to  Harrison  Al- 
len. The  pudic  nerve,  according  to  the  same  authority,  arises 
from  the  second,  third,  fourth,  and  at  times  from  the  fifth  an- 
terior sacral  nerves,  which  form  a  plexiform  arrangement  with 
branches  from  the  sympathetic.  The  trunk  of  the  pudic  passes 
along  the  outer  wall  of  the  ischio-rectal  fossa,  out  of  the  pelvis 
through  the  greater  notch,  into  it  again  through  the  lesser 
notch,  along  the  inner  surfaces  of  the  tuber  and  ramus  of  the 
ischium,  to  be  lost  in  forming  a  nervous  sheath  for  the  clitoris. 
In  its  passage  it  gives  branches,  the  inferior  hemorrhoidal  to 
the  sphincter  and  rectum,  the  anterior  and  posterior  superfi- 
cial and  the  anastomotic  to  the  small  sciatic. 

Neurologists  speak  of  neuritis,  neuralgia,  and  neurosis.  Of 
neuritis  O'Connor  says:  "As  the  terminology  of  the  word 
indicates,  this  means  inflammation  of  a  nerve."  Of  neuralgia 
he  says:  "The  word  neuralgia  means  nerve  pain,  but  it  is 
applied  only  to  pain  existing  in  a  nerve  without  anatomical 
change  in  the  latter."  Gowers  says  that  neuritis  is  indicated 
by  tenderness  and  pain  in  the  trunk  and  area  of  distribution  of 
a  nerve.  The  tenderness  appears  to  be  the  essential  symptom, 
and  its  persistency  is  its  great  characteristic.  I  recognize  two 
forms:  one  where  tenderness  alone  exists — this  I  have  called 
the  dormant  form;  in  the  other  tenderness  and  spontaneous 
pain  coexist,  and  this  I  have  styled  the  active  form.  This 
classification  possesses  some  merit  on  clinical  grounds.  I  have 
not  thus  far  met  with  a  case  where,  the  tenderness  once  being 
developed  in  a  nerve  trunk,  it  has  ever  entirely  disappeared 
afterward.  I  have  repeatedly  examined  cases  in  which  the 
patient  had  no  suspicion  that  the  nerve  trunk  was  tender  until 
I  had  palpated  it.  The  pain,  whether  spontaneous  or  excited 
by  pressure,  is  rather  apt  to  radiate;  these  excursions  I  have 
not  studied,  but  I  have  observed  that  they  go  into  the  limbs,  to 
the  feet  at  times,  more  often  only  to  the  thighs  or  knees,  into 
the  buttocks,  hips,  iliac,  inguinal,  and  hypogastric  regions, 
the  whole  length  of  the  spine,  and  even  to  the  head.     In  a 
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general  way,  when  a  woman  complains  of  persistent  pelvic 
pain  she  has  neuritis,  no  matter  what  else  she  may  have.  The 
great  physical  characteristic  is  the  tenderness  which  exists  in 
the  soft  parts  covering  the  inner  surfaces  of  the  walls  of  the 
pelvis.  By  careful  palpation  it  will  usually  be  found  that  this 
tenderness  reaches  its  greatest  development  in  the  trunk  of  the 
pudic  nerve. 

I  have  thus  far  seen  no  book,  manual,  or  article  which  di- 
rects that  the  condition  of  the  pelvic  walls  should  be  investi- 
gated, with  one  exception.  I  am  not  able  to  make  the  reference 
exact,  but  I  think  it  is  in  Veit. '  He  directs,  if  my  memory 
serves  me  well,  that  the  sciatic  ligaments  should  be  palpated, 
inasmuch  as  they  are  prone  to  be  affected  by  rheumatic  inflam- 
mation. 

It  is  because  gynecologists  have  not  examined  the  pelvic 
walls  from  within  in  making  their  digital  examinations  that 
they  have  failed  for  so  long  a  time  to  observe  the  existence  of 
this  affection.  To  ascertain  the  condition  of  the  pudic  nerves 
as  to  tenderness,  it  is  needful  that  the  palpation  should  be  made 
after  a  peculiar  fashion.  It  is  my  custom,  after  introducing 
my  finger  into  the  vagina,  to  seek  for  the  evidences  of  inflam- 
mation of  the  pudic  nerves  before  I  palpate  the  cervix.  For  the 
left  side  of  the  pelvis  the  left  index  finger  should  be  used,  for 
the  right  side  the  right  index.  I  first  seek  for  the  tuber  of  the 
ischium.  Resting  my  thumb  on  this  as  a  guide  to  the  topog- 
raphy, I  sweep  the  point  of  the  index  finger  backward,  mak- 
ing pressures,  so  to  speak,  at  short  intervals  over  the  great 
sciatic  notch,  backward  on  the  latero-posterior  pelvic  wall, 
deep  into  the  sacral  fossa  by  the  side  of  the  rectum,  on  the 
latero-anterior  surface  of  the  sacrum  as  far  as  I  can  reach 
toward  the  upper  border  of  the  bone,  endeavoring  to  pass  over 
the  area  of  the  sacral  plexus  and  the  trunk  of  the  pudic  nerve; 
then  bringing  the  index  finger  forward,  I  press  on  the  inner 
surfaces  of  the  tuber  and  ramus  of  the  ischium  until  I  get  up 
pretty  close  to  the  clitoris.  This  sweep  of  the  finger  comprises 
the  extent  of  the  pudic  nerve  trunk.  The  tenderness  may  ex- 
tend wide  of  this  into  the  area  of  distribution,  but  the  greatest 
tenderness  will  be  found  by  pressure  on  the  trunk  itself.  Then 
using  the  right  index  finger,  I  go  through  the  same  procedure 
on  the  right  side. 

Pudic  nerve  inflammation  may  affect  the  part  of  the  nerve 
behind  the  ischiatic  tuber  or  the  part  in  front,  posterior  or  ante- 
'  Gynakologische  Diagnostik. 
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rior.  It  may  exist  on  one  side  or  on  both;  it  may  coincide  with 
inflammation  of  all  the  nerves  of  the  sacral  plexus,  on  one  side 
or  both,  with  inflammation  of  the  posterior  sacral  nerves,  with 
similar  disease  of  the  nerves  of  the  lumbar  region ;  or  it  may  be 
simply  i^art  of  a  more  or  less  general  peripheral  neuritis. 

According  to  my  experience,  pudic  neuritis  is  the  most  com- 
mon disease  of  the  pelvic  organs  of  the  adult  woman.  In  a 
series  of  50  cases  taken  consecutively  from  my  record,  in  which 
I  made  pelvic  examinations,  I  found  inflammation  of  the  pudic 
nerve  to  exist  in  24,  nearly  50  per  cent  !  And  my  subsequent 
studies  do  not  lead  me  to  suppose  that  this  result  over-indi- 
cates the  frequency  of  the  disease.  I  am  not  aware  that  the 
disease  possesses  any  literature  excepting  such  notices  as  I 
have  published. 

Under  the  name  of  sciatica,  inflammation  of  the  sacral 
plexus  has  been  extensively  exploited. 

Puerperal  neuritis  has  received  a  good  deal  of  attention  in 
print,  but  the  form  to  which  I  feel  tempted  to  apply  the  term 
"gynecological"  has  been  practically  ignored.  My  attention 
was  first  called  to  the  disease  by  Prof.  J.  T.  O'Connor,  of  this 
city,  who  stated  that  some  ten  or  twelve  years  ago  he  had  met 
with  a  small  group  of  three  or  four  cases  of  a  rather  severe 
type.  He  then  said  he  believed  that  "there  were  a  lot  of 
them."  When  asked  how  the  afi^ection  was  to  be  recognized, 
he  replied  that  the  only  thing  really  distinctive  was  the  ten- 
derness of  the  nerve  trunks.  The  cases  noted  by  me  have  in 
the  main  been  of  a  mild  type,  but  the  importance  of  recogniz- 
ing these  is  immense. 

It  is  the  pain- producing  link  in  the  chain  of  morbid  lesions 
which  are  held  to  result  from  scars,  cicatrices,  bands,  and  adhe- 
sions. 

It  is  this  neuritis  which  in  many  cases  furnishes  the  pain  and 
sensibility  in  vaginismus  and  dyspareunia. 

It  is  the  pain  inducing  condition  which  makes  some  cases  of 
deviation  and  dislocation  of  the  uterus  productive  of  acute 
suffering. 

It  is  the  affection  which  produces  the  severe  pain  of  cancer. 

It  is  the  cause  of  the  severe  and  persistent  "  neuralgias,"  so- 
called,  which  now  and  then  appear  late  in  cases  of  pelvic  peri- 
tonitis. 

It  is  the  usual  cause  of  the  pelvic  pain  and  distress  which  go 
so  far  toward  incapacitating  women,  who,  if  they  are  prone  to 
become  hysterical  and  are  subjected  to  improper  influences, 
are  apt  to  degenerate  into  bed-ridden  invalids. 
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It  is  the  malady  the  existence  of  which  explains  the  fact  that 
so  many  women  suffering  from  pelvic  disease  fail  to  get  well, 
no  matter  how  long  they  may  be  treated. 

It  is  this  lesion  which  is  the  cause  of  the  incapacity  to  endure 
physical  exertion  and  effort,  shown  so  commonly  by  women 
who  have  borne  children  or  had  iniscarriages  and  abortions. 
If  they  go  beyond  a  certain  point,  which  is  soon  arrived  at, 
they  are  laid  up  by  pelvic  pain  and  distress  due  to  an  attack  of 
neuritis.  This  incapacity  often  endures  long  after  the  meno- 
pause. 

It  is  the  malady  which  usually  produces  the  persistent  pelvic 
and  abdominal  pain  for  which  so  many  oophorectomies,  sal- 
pingectomies, and,  in  these  latter  days,  hysterectomies  have 
been  done  and  are  still  being  done,  as  young  operators  and  the 
surgeons  in  small  cities  and  towns  are  still  doing  these  muti- 
lating operations  for  the  relief  of  pain,  the  source  of  which 
they  are  ignorant  of  and  the  nature  of  which  they  cannot 
explain. 

With  reference  to  the  etiology  there  is  not  much  to  be  said. 
Without  a  predisposition  probably  no  case  of  neuritis  would 
persist.  In  case  of  injury  or  abuse  the  nerve  tissue  would, 
like  other  tissues,  become  inflamed  and,  like  other  tissues,  re- 
cover. In  case  the  tissues  in  which  the  nerve  fibres  are  em- 
bedded should  fail  to  recover,  it  is  not  difficult  to  suppose  that 
the  nerve  tissues  would  fare  in  the  same  way;  but  when  we 
find  the  other  tissues  getting  well  and  the  nerve  tissue  failing 
to  do  so,  it  is  fair  to  call  in  a  predisposition  to  account  for  this 
failure.  Given  such  predisposition,  it  would  appear  that  the 
abuses  sufficient  to  excite  and  maintain  neuritis  must  be  rather 
numerous  and  effective  during  and  after  childbirth. 

As  far  as  time  is  concerned,  it  has  appeared  to  me  that  the 
neuritides  due  to  childbirth  can  be  placed  in  two  groups:  first, 
those  due  to  such  traumatism  and  infection  as  is  incidental  to 
the  process  of  delivery;  second,  those  which  appear  later,  and  I 
have  associated  these  with  the  scars  and  other  damages  which 
are  characteristic  of  laceration  of  the  cervix.  That  there  is 
a  late-developing  pudic  nerve  neuritis  following  childbirth  I 
feel  sure,  and  I  have  never  seen  it  unassociated  with  damage, 
greater  or  lesser,  of  the  cervix.  In  a  general  way  it  is  my  im- 
pression that  the  role  of  the  poisons  in  causing  pelvic  neuritis 
has  been  in  the  way  of  developing  the  predisposition — abuse, 
mechanical-traumatic,  being  rulably  recognizable  as  the  ex- 
citing. 
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Pretty  much  all  of  my  cases  have  originated  during  the 
period  of  menstrual  life,  a  few  only  after  it  seemingly;  pretty 
much  all  have  either  had  children,  miscarried,  or  aborted,  or, 
having  deviation  or  dislocation  of  the  uterus,  had  been  sub- 
jected to  much  rough  treatment.  In  some  the  neuritis  ap- 
peared to  be  the  sequence  of  some  other  tissue  inflammation,  as 
peritonitis,  for  instance.  It  has  appeared  to  me  that  neuritis 
could  and  did  originate  in  another  way.  It  is  the  function  of 
the  sensory  nerve  fibre  to  inform  the  brain  that  the  tissues  to 
which  it  is  distributed  are  being  abused,  and  pain  is  the  message. 
The  temporary  and  intermittent  conveyance  of  this  message 
may,  for  the  purpose  of  illustration,  be  styled  physiological, 
but  the  persistent  and  constant  carriage  of  this  message  be- 
comes pathological,  and  in  course  of  time  amounts  to  enough 
of  an  abuse  in  itself  to  excite  inflammatory  action  in  the  carrier, 
the  nerve  trunk  in  the  predisposed. 

I  have  said  that  the  affection  is  without  literature.  I  do  not 
mean  to  convey  the  impression  that  it  has  escaped  the  notice 
of  physicians.  One  female  physician,  who  came  to  me  for  ex- 
amination of  her  own  case,  said  she  was  aware  that  the  pelvic 
peritonitis  from  which  she  had  suffered  for  many  months  was 
getting  better,  but  coincidently  a  neuritis,  situated  within  the 
pelvis,  was  getting  correspondingly  worse.  Again  I  have 
read  at  times,  in  printed  reports  of  cases  in  journals,  that  "neu- 
ritis "or  "a  high  grade  of  neuritis"  existed. 

In  publishing  this  article  I  am  prepared  for  the  expression  of 
doubt  and  incredulity,  perhaps,  by  the  majority  of  those  who 
read  it.  In  response  I  have  only  to  ask  whether  they  have 
ever  sought  for  the  evidences  of  the  affection  and  failed  to  find 
them.  If  they  have  so  failed,  then  I  am  in  the  position  of  the 
traditional  small  boy  who,  when  informed  that  the  condition  of 
his  small  clothes  did  not  meet  with  approval,  simply  subsided. 
To  those  who  have  not  sought  for  the  disease  somewhat  after 
the  manner  and  fashion  described  by  me,  I  would  urge  that 
they  should  abstain  from  the  formation  of  an  opinion  until 
after  having  examined  a  series  of  cases  sufficiently  numerous  to 
warrant  them  in  assuming  that  they  are  entitled  to  speak 
with  authority. 

My  purpose  in  publishing  this  article  is  to  call  attention  to 
the  existence  of  the  disease,  to  indicate  approximately  its  fre- 
quency, and  to  suggest  the  propriety  of  its  being  studied  by  a 
multiplicity  of  workers.  I  am  well  aware  that  I  have  only 
"tapped  "the  subject,  as  it  were.  I  would  be  glad  to  hear 
11 
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from  those  who,  having  large  numbers  of  patients  at  their  dis- 
posal, will  be  able  to  report  the  results  of  the  investigation  of  a 
great  many  cases  in  a  comparatively  short  period  of  time. 
That  the  disease  exists  as  I  have  described  it,  that  its  fre- 
quency is  great,  that  its  importance  is  even  greater  than  I 
have  stated,  I  am  confident.  I  simply  submit  the  contents  of 
this  paper  as  a  foundation  upon  which  other  students  may  rear 
a  superstructure  of  information. 
117  West  Forty-fourth  street. 


DYSTOCIA  DUE  TO  "  ACCIDENTAL  HEMORRHAGE,' 

WITH   CLINICAL  NOTES   OF   FOUR   CASES.' 


STANLEY  P.  WARREN,  M.D  , 
Portland,  Me. 


Hemorrhage  accompanying  labor  is  always  an  emergency. 
So  long  ago  as  1776  Rigby  emphasized  this  fact  in  his  paper, 
'^  An  Essay  on  the  Uterine  Hemorrhage."  The  two  names  he 
then  gave  to  it  are  still  retained  in  our  modern  obstetric  no- 
menclature— apt,  though  hardly  scientific  enough  for  to-day — 
"unavoidable  hemorrhage"  and  "accidental  hemorrhage." 
Unavoidable,  because  "  it  is  clear  that  the  child  cannot  be  born 
without  separation  of  the  placenta,"  when  previa;  accidental, 
because  "in  this  case"  (when  the  normally  situated  placenta 
is  prematurely  detached)  "separation  of  the  placenta  is  no 
necessary  part  of  the  process  of  delivery,  but  is  an  unfortunate 
accident." 

The  thesis  of  Moreau,  1888,  gives  the  following  history  of 
the  literature,  up  to  that  year,  of  "accidental  hemorrhage." 
Its  most  characteristic  symptom,  the  internal  hemorrhage,  was 
first  mentioned  by  Guillemeau,  1621,  and  next  by  Portal. 
Mauriceau,  1738,  and  later  Baudelocque  the  younger,  reported 
several  cases,  and  still  later  Mme.  Boivin,  Lachapelle,  and 
Velpeau  denied  the  possibility  of  premature  separation  of  the 
normal  placenta.  Rigby  published  his  paper  on  uterine  hemor- 
rhage, mentioned  above,  in  1776.  He  made  the  first  systematic 
examination  into  the  causes  of  the  accident,  and  even  to-day 
this  paper  is  authoritative.  Early  in  this  century  Braxton 
'  Read  before  the  Lister  Club,  Portland,  November,  1898. 


''accidental  hemorrhage."  163 

Hicks,  among  others,  wrote  upon  the  subject  and  collected 
reports  of  23  cases.  Goodell,  of  Philadelphia,  in  1869,  pre- 
pared a  most  complete  monograph  upon  the  accident,  which 
was  published  in  The  American  Journal  of  Obstetrics 
for  September,  1869.  The  article  was  based  upon  the  study  of 
106  cases,  the  total  number  he  could  collect  up  to  that  time, 
and  is  much  the  best  paper  upon  the  subject  yet  found  in 
any  language.  Pilat  wrote  about  this  accident  in  1874  and 
Brunton  in  1875.  Cazny,  1891,  was  one  of  the  first  to  claim 
a  relation  of  cause  and  effect  between  albuminuria  and  pla- 
cental hemorrhages,  and  about  that  year  Mme.  Henry  and 
Pilardy  also  reported  cases  and  advocated  the  same  theory. 
Twelve  cases  of  fetal  death  caused  by  albuminuria  were  re- 
ported by  Oui,  1893,  in  one  of  which  there  was  in  all  probabil- 
ity a  premature  separation  of  the  normal  placenta.  Meyer, 
with  5  cases  of  his  own  of  "accidental  hemorrhage,"  could 
find,  in  1894,  only  138  cases  reported  up  to  that  year.  Weiss 
(extract  from  Archiv.  filr  Gyndk.)  reports  8  cases  with  full 
clinical  data — a  very  valuable  paper  for  study  of  treatment. 
(This  bibliography  is  condensed  from  The  American  Jour- 
nal OF  Obstetrics,  October,  1894.) 

The  best  magazine  article  (English)  is  by  Goodell  and  has 
been  the  principal  source  of  both  theoretical  and  practical 
reference  for  other  writers.  One  of  the  best  text-book  articles 
upon  the  subject  is  in  Reynolds'  ''Practical  Midwifery,"  ed. 
1897. 

Statistics  of  the  frequency  of  "accidental  hemorrhage"  are 
unreliable,  because  it  is  certain  that  many  cases  have  not 
been  published.  Personally  I  have  met  with  the  accident  four 
times  with  only  1,000  private  cases  of  delivery,  which  I  think 
must  be  an  unusual  experience. 

The  explanation  of  the  accident  is  not  yet  clear.  The  various 
writers  and  reporters  upon  the  subject  show  little  originality 
in  their  ideas  of  causation,  most  being  content  to  quote  from 
the  paper  of  Goodell.  Analysis  of  these  different  opinions 
groups  the  causes  into  remote  or  extrauterine,  and  direct  or 
intrauterine.  Some  writers  ascribe  all  cases  to  mechanical 
violence — falls,  blows ;  etc. ;  others  to  the  emotions — fright,  sud- 
den anger,  etc.  Inflammations  of  the  uterus  or  of  the  appen- 
dages, placentitis,  disorders  of  the  cord  or  membranes,  syphilis, 
and  lately  albuminuria,  each  have  advocates  as  direct  causes. 
These  supposed  causes   are  probably    only  suppositions  and 
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simply  coincidences.  The  albuminuria  theory  seems  to  have 
a  better  basis  for  acceptance,  though  certain  facts  in  the  phe- 
nomena of  puerperal  eclampsia  still  argue  against  it,  as  will  be 
noticed  later. 

The  successive  phases  of  the  accident  within  the  uterus  seem 
to  be  these:  First,  a  rupture  of  the  vessels  of  the  decidua  vera 
at  the  placental  site  or  of  the  vessels  of  the  placenta  itself,  with, 
second,  a  separation  of  the  placenta  by  this  effused  blood,  at 
first  in  part  and  later  even  to  the  whole  surface — a  vicious 
circle  of  cause  and  effect;  and,  third,  sometimes  "a  slight 
external  leakage  of  blood  and  serum,  though  in  a  quantity  in- 
sufiScient  to  account  for  the  symptoms."  That  these  tearings- 
apart  of  the  two  deciduse  result  from  either  slight  contractions 
of  the  general  uterine  musculature  or  of  distinct  groups  of 
muscles  at  the  uterine  site  is  evident,  but  what  is  the  stimulus 
which  immediately  induces  them  is  still  the  question.  Placen- 
tal pathology  is  yet  most  unsettled. 

Ten  cases  of  accidental  hemorrhage  are  reported  in  abstract 
in  The  Americax  Journal  of  Obstetrics,  October,  1894, 
five  of  which  were  accompanied  with  acute  nephritis.  One  of 
these  abstracts  ends  thus:  "  These  observations  confirm  the  fact 
that  a  nephritis  may  cause  changes  in  the  decidua — namely, 
an  exudative  inflammation  or  degeneration — which  make  the 
attachment  of  the  placenta  less  firm  and  result  in  accidental 
hemorrhage.  Bat  they  also  call  attention  to  an  exceedingly 
grave  condition,  myometritis,  which  is  hardly  mentioned  in 
obstetrical  text  books."  Yet,  anent  this  idea  that  nephritis 
causes  "  accidental  hemorrhage,"  Herman  says:  "  There  is  no 
doubt  that  Bright's  disease  leads  to  hemorrhage  into  the  pla- 
centa. From  this  fact  it  is  reasonable  to  expect  that  accidental 
hemorrhage  would  be  common  in  Bright's  disease,  but  it  has 
not  yet  been  demonstrated  that  it  is  so  "  ("Difficult  Labor," 
q.  v.). 

Finally,  after  all  has  been  said,  the  clinical  fact  happens, 
without  satisfactory  explanation. 

The  symptoms  vary  with  the  amount  of  detachment  and 
hemorrhage,  from  that  condition  of  the  patient  in  which  the 
obstetrician  feels  only  intuitively  that  something  is  going 
wrong,  but  cannot  prove  it,  up  to  a  fatal  collapse.  If  the  pla- 
cental separation  or  the  symptomatic  external  flow  is  slight,  the 
accident  is  not  usually  recognized  until  the  uterus  is  emptied. 
Then  the  presence  of  unusual  clots  or  excessive  flooding  might 
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suggest  it  and  examination  of  the  placenta  confirm  it.  These 
are  the  cases  of  the  "mikP'  variety  of  Goodell.  Sometimes, 
though  fortunately  not  often,  the  initial  symptom  is  sudden 
and  unexplainable  flooding.  Now  the  story  will  be  that  after 
a  trifling  injury,  or  not  infrequently  while  sleeping  quietly 
during  the  night,  there  comes  on  severe  abdominal  pain  and  a 
feeling  as  if  the  womb  would  burst.  The  belly  and  uterus 
grow  bigger  and  bigger  and  increasingly  tender.  There  may 
also  be  flooding,  but  there  is  general  agreement  that  this  is  out 
of  proportion  to  the  severity  of  the  suffering.  In  this  "  grave  " 
variety  the  experienced  eye  sees  at  a  glance  unmistakable 
tokens  of  progressive  concealed  hemorrhage.  The  fainting, 
pallor  of  lips  and  face,  the  extreme  anxiety,  all  mean  only  one 
thing,  all  establish  it.  Further  corroborative  signs  of  the 
accident  are,  usually,  irregular  contour  of  the  uterus,  less  or 
greater  according  to  the  quantity  of  the  effusion,  and  the  ordi- 
nary fetal  prominences  and  motions  are  absent,  as  well  as  the 
heart  sounds.  Vaginal  examination  shows  that  the  cervix  is 
opened  a  little,  through  which  the  membranes  are  bulging,  and 
that  the  placenta  is  not  presenting.  Labor  is  early,  with  pre- 
mature separation,  but  is  not  progressive,  the  muscular  action 
being  paralyzed  by  over-distension.  The  patient  complains  not 
so  much  of  pains  as  pain.  This  picture  is  drawn  from  nature, 
as  seen  in  my  fourth  case,  reported  later. 

'' Accidental  hemorrhage"  is,  of  course,  an  antepartum 
hemorrhage,  the  separation  of  the  placenta  beginning  either 
before  the  first  stage  or  else  coming  on  early  in  it.  Continuous 
external  flooding  at  this  time,  with  collapse,  establishes  the 
diagnosis.  More  definitely,  if  a  pregnant  woman,  after  the 
seventh  month  and  up  to  term,  begins  flowing,  and  this  flowing 
is  continuous,  not  intermittent,  and  is  also  increasing,  with  the 
presence  also  of  pains,  the  source  of  the  bleeding  is  utero-pla- 
cental.  If  the  placenta  cannot  be  felt  in  the  cervix,  then  the 
case  is  almost  certainly  one  of  those  rare  emergencies,  pre- 
mature separation  of  the  normally-placed  placenta,  so-called 
"accidental  hemorrhage."  Such  a  condition  warrants  a  resort 
to  active  measures  for  immediate  delivery,  and  this  practice  is 
authorized  by  the  best  obstetricians.  In  all  these  emergencies 
of  childbirth  it  is  better  to  drive  than  be  driven,  to  operate  too 
early  rather  than  too  late.  None  will  more  certainly  blame  a 
fatal  procrastination  than  those  who  are  always  ready  to  raise 
the  cry  of  "  meddlesome  midwifery."  And  if  ever  counsel  is 
needed  in  obstetrics,  now  is  surely  the  time. 
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As  further  points  of  differential  diagnosis,  placenta  previa 
is  felt  in  the  cervix;  and,  strictly  speaking,  the  bleeding  in 
placenta  previa  is  intermittent  and  greatest  during  the  con- 
traction, while  with  "  accidental  hemorrhage  "'  the  flow  is  con- 
tinuous without  regard  to  the  contractions,  though  this  is  rather 
a  hook  symptom  than  an  actual  fact.  Uterine  sensitiveness 
and  tension  is  absent  in  placenta  previa. 

Acute  hydramnios  has  no  hemorrhage,  though  abdominal 
pain,  unusual  distension  of  the  uterus  and  belly,  and  embar- 
rassed breathing  are  common  to  both. 

Rupture  of  the  uterus  follows  rupture  of  the  membranes, 
portions  of  the  child  pass  into  the  abdominal  cavity,  and  the 
uterine  tear  can  often  be  perceived. 

Case  reports  are  so  often  worthless  for  purposes  of  study  that 
I  hesitate  to  offer  the  following.  But  this  accident  is  so  un- 
usual that  any  clinical  details  of  it  ought  to  be  of  some  advan- 
tage in  helping  to  formulate  definite  plans  for  its  management. 
So  I  venture  to  offer  the  following  clinical  history  of  my  four 
cases.  The  first  three  are  extracts  from  a  paper  read  before 
the  Maine  State  Medical  Society  in  1888,  which  paper  was 
published  in  The  American  Journal  of  Obstetrics,  Octo- 
ber, 1888.  The  fourth  case  occurred  quite  lately  and  is  now 
given  for  the  first  time. 

Case  I.— May  16,  1880.  Irish,  35,  Xpara,  strong  and 
healthy;  labor  in  progress  through  the  day.  Attended  by  a 
stupid  compatriot.  Was  called  because  of  the  delay  in  de- 
livery. Patient  was  found  with  extreme  pallor  and  exhaus- 
tion, head  low  in  pelvis,  in  third  position,  and  a  little  blood  was 
running  from  the  uterus.  Pains  had  been  feeble  for  several 
hours,  but  while  examining  a  sudden  contraction  expelled  a 
large,  stillborn  child.  Placenta  came  away  at  once  spontane- 
ously with  a  quantity  of  large,  firm  coagula.  Firm  manual 
compression  caused  good  contractions,  and  the  patient  slowly 
rallied.  It  was  found  that  there  was  an  extensive  rupture  of 
the  vessels  of  the  cord  at  their  juncture  with  the  placenta, 
which  break  must  have  taken  place  in  utero,  since  no  traction 
was  made  by  myself  upon  the  cord.  No  cause  for  the  flooding 
found  except  the  break  in  the  cord  mentioned. 

The  noticeable  points  in  the  history  are  antepartum  hemor- 
rhage from  rupture  of  cord  vessels,  inertia,  and  shock  from 
loss  of  blood;  patient  multipara  and  child  stillborn. 

Case    II.— December    27,    188G.     American,    25,    Illpara, 
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healthy,  previous  labors  normal.  Flooding  began  at  10  a.m. 
while  doing  housework;  three  attacks  before  I  saw  her  at  noon. 
Had  fallen  down  a  flight  of  stairs  several  days  before  without 
apparent  serious  injury,  gestation  otherwise  normal;  last  men- 
struation April  6,  and  connection  after  April  15.  At  present 
in  eighth  month  and  first  week  of  pregnancy.  Apart  from  the 
flowing,  the  only  complaint  made  was  of  flatulent  colic.  Put 
in  bed  at  2  p.m.  with  slight  bleeding  present,  No  wound  of 
the  canal  found,  cervix  an  inch  long  and  open  to  the  finger, 
head  presenting.  Child  active  and  its  heart  sounds  distinct, 
placental  souflle  at  left  fundus. 

Induction  of  labor  decided  upon  for  the  following  reasons: 
the  bleeding  was  intrauterine  and  not  due  to  placenta  previa, 
hence  most  probably  from  premature  detachment  of  the  pla- 
centa; the  quantity  of  blood  lost  negatived  reliance  upon  ergot 
and  rest  in  bed;  the  pelvis  would  offer  no  obstruction  to  de- 
livery, judging  from  past  labors;  though  the  child  was  at 
present  viable,  its  death  was  imminent  unless  the  drain  could 
be  stopped;  the  mother's  condition  was  good,  and  her  consent 
readily  given  to  operation. 

Dilatation  commenced  with  the  finger  and  continued  at  in- 
tervals of  three  hours,  when  the  internal  os  opened  and 
head  had  descended  to  the  outlet.  Slight  contractions  were 
felt  by  the  operator,  though  not  by  the  patient.  When  woman 
was  upon  the  left  side  there  was  a  little  continuous  flow, 
which  stopped  if  she  turned  upon  the  back.  After  four  hours 
the  external  os  admitted  two  fingers;  the  head  was  fully  en- 
gaged in  superior  strait;  labor  was  in  active  progress.  The 
membranes  were  then  broken,  but  no  water  escaped  until  after 
the  head  was  lifted,  when  a  large  quantity  flowed  out.  No 
hemorrhage  after  rupture  of  the  membranes,  and  pains  stopped 
also.  Patient  slept  two  hours,  all  the  time  lying  on  the  side. 
To  arouse  the  uterus,  quinine  (grains  x.)  was  given,  but  with- 
out much  effect.  General  condition  good;  occasionally  the 
outlet  was  stretched  by  the  flnger,  for  at  no  time  did  it  seem  to 
open  naturally. 

Finally,  after  eight  hours,  pains  became  energetic,  even  to 
extreme  agony.  Ether  to  full  extent  was  given,  cervix  pulled 
over  the  caput,  and  child  born  with  five  or  six  pains.  Cord 
around  the  neck  loosely.  Third  stage  perfectly  normal,  placenta 
expelled  spontaneously.  Child  hardly  full  grown,  skin  wrin- 
kled, weight  eight  pounds,  cried  lustily,  and  is  now  (1898) 
strong  and  well.     The  placenta  was  large;  fully  one-quarter 
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had  been  torn  off  from  its  site  antepartum,  and  upon  this  side 
was  a  thick,  firm  clot.  Flooding  threatened  after  delivery  of 
the  secundines,  but  was  prevented  by  steady  compression. 
Lying-in  was  perfectly  normal. 

I  have  attended  this  patient  several  times  before  and  since 
this  case,  and  all  these  other  births  have  been  normal. 

Interesting  points  in  this  case  are:  A  fall  before  the  flooding, 
flatulent  colic  coincident,  the  effect  of  puncturing  the  sac  upon 
the  hemorrhage,  the  ease  with  which  labor  was  induced — the 
method  being  that  advocated  before  the  Maine  State  Medical 
Association  in  1883  by  our  venerable  associate,  Dr.  Burbank — 
the  stubborn  inflexibility  oi  the  uterine  outlet,  which  persisted 
to  the  last.  The  case  is  apparently  one  of  typical  "  accidental 
hemorrhage." 

Case  III. — January  17,  1888.  Irish,  30,  IVpara,  strong  and 
well;  gestation  natural;  in  active  housework  up  to  labor. 
Pains  began  in  morning.  Sac  ruptured  at  7  p.m.,  just  as  I  wa& 
summoned;  waters  abundant;  pelvis  and  canal  ample;  uterine 
outlet  wide  open,  cephalic  presentation;  pains  feeble;  no  fetal 
or  placental  pulsations.  Uterus  appeared  to  be  in  two  parts 
on  left  side,  where  a  deep  groove  could  be  seen  and  felt  in  it. 
Soon  after  the  sac  broke  blood  began  to  trickle  out  of  the 
womb,  and  the  flow  increased  to  be  quite  a  stream.  No  appa- 
rent reason  for  this  hemorrhage,  nor  had  the  cervix  been  in- 
jured in  the  examination.  Changing  from  left  side  to  back 
lessened  the  flow  but  increased  the  pains;  the  patient,  how- 
ever, refused  to  remain  in  the  dorsal  posture  because  of  the 
increased  discomfort.  The  condition  then  was  as  follows:  a 
roomy  pelvis  and  canal  in  a  multipara,  os  fully  dilated,  pains 
ineffective,  head  engaged,  probably  a  dead  child,  and  an  in- 
creasing uterine  hemorrhage.  Simpson's  forceps  were  imme- 
diately applied  at  the  superior  strait  and  head  drawn  in  the 
cavity,  contractions  were  increased,  and  the  head  delivered 
unaided,  with  two  or  three  pains.  Child  dead,  weight  ten 
pounds;  cord  twined  closely  about  the  neck,  where  it  had  made 
a  deep  crease.  Tiiird  stage  normal,  placenta  expelled  sponta- 
neously; a  thick,  dark  clot  covered  its  outer  quadrant,  and  a 
handful  of  soft  coagula  were  removed  with  it.  The  lying-in 
undisturbed.  Patient  said  that,  of  the  four  pregnancies,  the 
two  first  children  were  stillborn. 

Here  are  the  following  interesting  points:  Antepartum 
hemorrhage  and  feeble  contractions  in  second  stage  without 
evident  reason,  irregularity  in  uterine  contour,  coincidence  be- 
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tween  hemorrhage  and  position  of  patient  (as  in  second  case), 
and  strangulation  of  child  by  torsion  of  cord  about  its  neck. 

Case  IV. — Mrs.  B.,  30  (?),  Irish- American,  spare  figure, 
healthy.  She  has  four  other  children,  two  of  whom  I  deliv- 
ered and  two  were  born  before  I  could  reach  her.  Notes  of 
these  cases  are  as  follows:  First  child,  July  2,  1887;  normal 
gestation;  first  position  cephalic;  feeble  pains  in  second  stage; 
delivery  with  short  forceps  and  hard  work;  male,  weight  ten 
pounds;  three  sutures  for  torn  perineum;  lying-in  normal,  five 
hours  labor.  Second  child,  April  28,  1890;  normal  gestation; 
first  position  cephalic;  inertia  in  second  stage,  and  short  for- 
ceps; male,  weight  nine  pounds;  five  hours  labor,  lying-in 
normal.  Third  child,  February  3,  1893;  precipitate  labor,  born 
before  my  arrival;  male,  weight  nine  pounds;  lying-in  normal. 
Fourth  child,  June  14,  1894;  precipitate  labor,  born  before  my 
arrival;  male,  weight  nine  pounds;  one  hour  labor,  lying-in 
normal.  Fifth  child,  June  28,  1898;  gestation  up  to  the  eighth 
month  normal,  so  far  as  known.  At  estimated  eighth  month 
and  one  week  I  found  an  attempt  at  labor.  May  29,  the  cervix 
was  open  about  one  inch,  and  feeble  contractions  occurred  at 
long  intervals  through  the  day  and  night.  Fetal  movements 
active,  and  auscultation  showed  first  cephalic  presentation. 
Uterine  action  was  checked  by  a  hypodermatic  of  morphia  in 
the  morning  of  the  30th,  but  began  again  to  a  like  degree  in 
the  evening,  accompanied  with  several  moderate  chills.  That 
night,  in  my  absence,  another  physician  was  called,  who  found 
nothing  to  explain  the  chills,  and  the  spurious  labor  stopped 
voluntarily  the  next  day. 

At  10  o'clock  a.m.  June  28  I  was  summoned  and  reached  her 
at  10:30.  She  was  said  to  have  been  in  labor  through  the  pre- 
ceding night,  and  was  supposed  by  the  attendants  to  be  ready 
for  delivery.  She  was  undressed  in  bed  and  in  the  following 
condition :  extremely  pale,  pulse  thready  and  rapid,  profuse  cold 
sweat,  complains  of  severe  pain  in  the  belly  and  that  she 
could  lie  only  upon  the  right  side.  I  turned  her  upon  the  back 
to  examine  the  abdomen,  but  she  immediately  collapsed  to  such 
a  degree  that  I  feared  she  would  die  at  once.  Hasty  external 
examination  of  the  uterus  showed  it  to  be  very  hard  and 
tender,  and  no  fetal  sounds  could  be  heard.  She  was  quickly 
returned  to  the  right  side  and  a  hypodermatic  of  strychnia, 
^  grain,  given.  The  cervix  was  open  to  about  the  size  of  a 
silver  dollar,  the  membranes  bulging,  and  the  supposed  head 
presenting.     A  trickle  of  bright  blood  followed  the  examination,. 
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and  this  soon  increased  to  a  steady  flow.  I  diagnosed  prema- 
ture separation  of  the  normally  situated  placenta  and  requested 
counsel.  Dr.  Marshall,  of  this  city,  kindly  answered  and  gave 
me  valuable  help.  Operation  was  delayed  an  hour  and  a 
quarter  in  waiting  for  a  clergyman.  At  1  o'clock  p.m.  ether 
was  given  to  insensibility,  the  cervix  was  manually  dilated, 
Simpson's  forceps  applied  to  the  brim,  and  a  nine-pound  male 
delivered.  Time  in  delivery,  about  ten  minutes.  Following 
extraction  Dr.  Marshall  compressed  the  uterus  and  squeezed 
out  of  it,  at  one  gush,  an  enormous  mass  of  clots,  the  placenta 
which  was  entirely  free,  and  a  quantity  of  blood  which  we 
both  estimated  to  be  fully  one  gallon.  The  child  was  dead, 
pallid  from  hemorrhage,  and  one  loose  coil  of  the  cord  was 
around  the  neck.  The  uterus  was  immediately  irrigated  with 
very  hot  water  and  soon  contracted  firmly.  During  the  next 
two  hours  constant  uterine  compression  was  kept  up;  two  ene- 
mas, of  two  quarts  each,  of  hot  normal  salt  solution  were  given 
and  retained,  and  frequent  hypodermatics  of  strychnia.  After 
an  hour  the  uterus  began  to  relax  and  flowing  began  again. 
A  hypodermatic  of  ergotol  was  followed  by  severe  uterine  pain 
and  typical  ergotic  contraction,  which  morphia  did  not  relieve, 
Death  took  place  just  two  hours  post  partum. 

The  uterine  surface  of  the  placenta  was  covered  with  small, 
firm  coagula,  and  its  decidua  was  partially  dissected  off  by 
extravasated  blood.  In  other  respects  the  placenta  was  nor- 
mal. 

It  was  agreed  that  death  was  immediately  due  to  heart  clot, 
and  consciousness  was  present  up  to  the  last  few  minutes  of 
life. 

There  was  no  edema  of  the  feet,  nor  had  there  ever  been  any 
other  symptomatic  indications  of  defective  kidneys. 

To  recapitulate  these  symptoms  would  be  but  to  repeat  the 
classical  signs  of  this  accident.  The  report  has  been  given 
thus  freely  that  the  picture  may  be  a  clear  one  of  one  of  the 
most  distressing  fatalities  of  labor  which  it  has  been  my  for- 
tune to  witness. 

In  these  four  cases  the  symptoms  are  typical  of  both  "  mild  " 
and  "grave"  forms  of  so-called  "accidental  hemorrhage,"  and 
are  uniform  with  like  clinical  reports  and  statements  in  text 
books. 

1.  The  patients  were  all  multiparas,  which  experience  agrees 
with  others.     In  64  cases  noted  only  8  were  primiparse. 

2.  Each  had  inertia  uteri  in  varying  degree.     (Case  1,  nearly 
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arrest  of  contractions  for  hours;  Case  2,  no  contractions  for 
two  hours  after  rupture  of  membranes;  Case  3,  inertia  in 
second  stage  necessitating  forceps;  Case  4,  feeble,  if  any,  con- 
tractions from  the  first.) 

3.  Two  had  the  irregular  outline  of  the  uterus  that  indicates 
localized  effusion  and  disturbed  muscular  co-ordination. 

4.  All  of  the  four  had  the  peculiar  uterine  sensitiveness  and 
tension  mentioned  by  Goodell  and  others. 

5.  The  effect  upon  the  flowing  produced  by  rupture  of  the 
sac  was  marked  in  the  only  case  where  it  was  possible  to 
observe  it.  The  firmer  parts  of  the  child  are  plainly  a  better 
tampon  against  the  leaky  vessels  than  the  amniotic  fluid. 
Ooodell  says:  "In  the  franker  forms  of  accidental  hemor- 
rhage" (when  the  blood  escapes  at  the  os),  "by  an  early 
evacuation  of  the  waters,  the  hemorrhagic  area  is  rapidly 
diminished." 

6.  Notice  the  large  fetal  mortality.  The  one  child  born 
living  was  saved  only  by  direct  interference  with  the  helpless- 
ness of  Nature.  Desmond  is  quoted  as  saying:  "All  cases 
proved  fatal  except  those  in  which  uterine  action  was  present 
and  the  contents  speedily  evacuated,  either  by  art  or  Nature, 
while  there  is  a  trifling  ratio  in  favor  of  those  where  the  hem- 
orrhage occurred  externally."  "Of  106  cases  of  all  grades  of 
severity,  54  mothers  died;  of  107  children,  101  died.  Death 
terminated  almost  every  case  in  which  suffering  from  pain 
was  either  absent  or  not  a  prominent  symptom"  (Goodell). 

7.  While  there  may  not  be  any  other  relation  than  coinci- 
dence between  antepartum  hemorrhage  and  the  posture  of  the 
woman  in  labor,  yet  in  two  of  my  cases  this  association  was  an 
undoubted  fact.  "When  upon  the  back  there  was  little  flowing 
but  greater  pains;  on  the  contrary,  if  upon  the  side,  pains  were 
less  but  flowing  prominent. 

8.  The  flooding  was  continuous,  not  in  spurts  like  that  of  pla- 
centa previa,  and  thereby  diagnostic  (?)  of  this  special  condi- 
tion. 

9.  One  other  coincidence  in  these  4  cases  is  noticeable — 
the  coiling  of  the  funis.  In  136  cases  at  term  the  cord  was 
21  times  either  naturally  short  (that  is,  short  enough  to  mate- 
rially delay  birth),  or  artificially  so  by  being  twined  around 
some  part  of  the  child.  Though  of  common  occurrence  and 
generally  of  little  importance,  this  brevity  of  the  cord  may 
handicap  the  child,  imperil  the  placenta,  and  even  be  a  direct 
source  of  death.     The  danger  is  that  the  descent  of  the  child 
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may  make  traction  enough  upon  the  cord  to  break  its  vessels, 
either  in  continuity  or  at  their  divergence  upon  the  placenta 
(see  my  own  case,  and  also  case  of  Hamil  in  Philadelphia 
Obstetrical  Society,  reported  April  5,  1888).  The  placenta 
also  may  be  pulled  away  from  its  attachment  (which  appears 
to  be  the  most  usual  effect  of  such  traction),  when  even  a  rela- 
tively small  quantity  of  blood  effused  between  the  two  deciduse 
is  fully  able  to  induce  contractions  that  will  be  fatal  to  the  con- 
tinuance of  gestation.  In  such  cases  the  result  is  disastrous, 
"the  mortality  far  exceeding  placenta  previa  "  (Goodell). 

In  these  four  cases  the  one  who  received  the  fall  had  the  cord 
loosely  about  the  neck,  in  another  it  was  around  the  neck  and 
tight  enough  to  kill  by  strangling,  the  third  had  broken  cord 
vessels  from  probable  intrauterine  traction,  and  the  fourth  had 
the  cord  around  the  neck,  though  loosely. 

I  regret  that  in  none  of  these  cases  was  there  a  urinalysis, 
but  in  only  two  patients  could  there  have  been  any  chance  for 
doing  so,  and  nothing  in  their  appearance  suggested  it.  It  is 
an  oversight  that  will  not  occur  again,  since  there  is  authority 
for  associating  albuminuria  and  hemorrhagic  placentitis. 

The  prognosis  is  self-evident.  Taught  by  the  lessons  of  the 
past,  there  is  hardly  any  condition  of  labor  more  dangerous 
than  this  too  early  separation  of  the  normally  situated  pla- 
centa. If  the  bleeding  shows  itself  externally  and  the  atten- 
dant is  awake  to  the  situation,  accouchement  force  may  save 
the  mother.  In  either  "mild"  or  "grave"  form  of  the  acci- 
dent the  child  will  almost  invariably  be  lost. 

The  rules  for  treatment  of  this  emergency  have  been  changed 
latterly  from  those  of  former  days.  Except  in  merely  trifling 
cases,  temporizing  and  tampons  are  to  court  disaster.  Un- 
der antisepsis  and  anesthesia  forcible  dilatation  is  justifiable, 
and  then  either  forceps  or  version  will  give  the  child  at  least 
a  chance.  "  In  this,  as  in  all  other  forms  of  uterine  hemor- 
rhage, the  one  hope  of  closing  the  open  mouths  of  the  vessels 
lies  in  an  immediate  emptying  of  the  uterus  in  order  to  afford 
an  opportunity  for  complete  contraction  and  retraction  to  occur  " 
(Reynolds,  q.  v.). 

Taking  a  lesson  from  the  abdominal  surgeons,  it  might  be 
well,  if  there  is  time,  to  precede  delivery  by  use  of  the  normal 
salt  solution,  and  after  delivery  it  certainly  should  be  a  routine 
practice.  The  enema,  rather  than  the  venous  or  subcutaneous 
method,  seems  to  practically  be  as  useful  as  the  others,  and  in 
the  emergencies  of  the  situation  is  easier  and  safer.     Accord 
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ing  to  the  degree  of  the  anemia,  so  is  the  usefulness  of  the  salt 
solution. 

To  what  extent  strychnia  as  a  cardiac  stimulant  can  be  given 
in  these  cases  is  a  question  for  argument.  Perhaps  the  flag- 
ging heart  can  be  whipped  to  a  standstill,  but  heroic  doses  are 
justifiable. 

The  fourth  case  illustrates  one  of  the  sequelae  of  these  acci- 
dents which  has  been  noticed  also  by  others — the  secondary 
hemorrhage.  It  is  agreed  that  after  the  actual  delivery  there 
is  a  special  liability  of  postpartum  flooding,  due  to  the  feeble- 
ness of  the  uterine  muscles  from  their  former  over-distension. 
A  point  for  your  discussion  is,  whether  this  woman  should  have 
had  an  intrauterine  tamponade,  and,  generally,  the  practical 
value  of  this  procedure. 
99  Free  street. 
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Assistant  Surgeon  to  the  Gynecean  Hospital, 

Philadelphia,  Pa. 


Last  May  I  presented  to  this  Section  a  report  of  my  experi- 
ence with  mammary  gland  and  parotid  gland  preparations  in 
the  treatment  of  fibroid  tumors  of  the  uterus  and  certain  forms 
of  ovarian  disease,^  and  at  the  twenty-third  annual  meeting  of 
the  American  Gynecological  Society,  held  at  Boston,  May  26, 
1898,  I  had  the  honor,  by  invitation,  of  presenting  the  subject 
to  that  body.'  My  remarks  before  the  American  Gjmecologi- 
cal  Society  were  confined  to  the  use  of  mammary  gland  desic- 
cations in  fibroid  tumors  of  the  uterus,  and  I  reported  four 
cases  in  whom  I  had  obtained  gratifying  results.     These  cases 

>  Read  before  the  Section  on  Gynecology  of  the  College  of  Physicians  of 
Philadelphia,  December  18,  1898. 

*  "The  Use  of  Mammary  Gland  iiT  the  Treatment  of  Fibroids  of  the- 
Uterus,  and  of  Parotid  Gland  for  Ovarian  Disease."    By  John  B.  Shober, 
A.M.,  M.D.,  Philadelphia.    The  American  Journal  of  Obstetrics,  vol. 
xxxviii..  No.  3,  1898. 

'"  The  Physiologic  and  Therapeutic  Action  of   Extract   of    Mammary 
Gland."    The  Medical  News,  August  27,  1898. 
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had  been  under  treatment  from  two  to  six  months,  and  in  all 
of  them  the  general  health  had  steadily  improved,  the  menor- 
rhagia  and  metrorrhagia  had  ceased,  and  the  tumors  had  all 
appreciably  decreased  in  size. 

Unfortunately  I  was  misquoted  in  several  of  the  leading 
journals,  during  the  summer,  in  regard  to  the  physiologic 
action  of  mammary  gland.  The  subject  of  discussion  before 
the  American  Gynecological  Society  at  the  time  I  made  my 
remarks  was  the  use  of  thyroid  extract  in  the  treatment  of 
uterine  fibroids,  and  I  opened  by  giving  my  reasons  for  not 
employing  this  agent  in  these  cases.  I  condemned  it  because 
I  had  found  it  to  be  a  powerful  and  dangerous  depressant  to 
the  heart,  producing  tachycardia  and  extreme  nervous  depres- 
sion, and  that  it  cannot  be  used  with  safety  for  any  extended 
period  of  time  in  doses  larger  than  the  equivalent  of  from 
three  to  six  grains  daily  of  the  desiccated  powder.  These 
observations  in  regard  to  the  action  of  the  thyroid  gland  were 
quoted  as  having  been  made  with  reference  to  the  mammary 
gland.  I  desire  at  this  time,  therefore,  to  state  that  the  mam- 
mary gland  has  never,  in  my  experience,  given  rise  to  any  of 
these  unpleasant  and  dangerous  constitutional  disturbances. 
On  the  contrary,  the  patients  for  whom  I  have  prescribed  it 
have  improved  in  general  health,  and  the  agent  seems  to  act 
as  a  tonic  rather  than  a  depressant  to  the  system.  With  re- 
gard to  the  use  of  parotid  gland  for  certain  forms  of  ovarian 
disease,  I  can  only  say  that  my  original  favorable  impressions 
have  not  been  destroyed  by  subsequent  experience. 

My  object  in  renewing  the  subject  at  this  time  is  twofold: 
first,  I  wish  to  define  the  class  of  cases  in  which  I  have  found 
a  use  for  these  preparations,  in  order  that  they  may  be  em- 
ployed intelligently  and  with  a  reasonable  expectation  of 
obtaining  favorable  results;  and,  second,  in  order  to  request 
any  who  may  see  fit  to  use  them  to  send  me  reports  of  their 
experience. 

The  Mammary  Gland. — Following  the  lead  of  Dr.  Robert 
Bell,  of  Glasgow,  in  a  paper  already  quoted  by  me  in  my  first 
communication,  I  began  the  employment  of  this  agent  over  a 
year  ago  in  cases  of  fibroid  tumors  of  the  uterus.  Since  then  I 
have  operated  upon  only  one  case  of  uterine  fibroid,  and  then 
only  on  account  of  painful  pressure  symptoms  and  at  the 
urgent  request  of  her  physician.  The  constant  hemorrhage 
was  so  profuse  that  it  was  thought  unwise  to  take  any  chances. 
A  number  of   other  cases,  detailed  reports  of  which  will  be 
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reported  later,  ranging  from  large  multinodular  to  small  sub- 
serous nodules  no  larger  than  a  cherry,  have  been  treated  by 
the  employment  of  mammary  gland  desiccations.  The  results 
have  been  most  satisfactory,  in  that  the  menstrual  periods  have 
become  regular  and  less  profuse,  attended  with  but  little  if 
any  pain,  and  the  tumors  are  diminishing  in  size;  and,  to  say 
the  least,  the  patients  have  been  placed  in  far  better  condition 
for  operation,  and  the  operation  itself  rendered  less  difficult. 
The  effect  of  the  drug  in  checking  menorrhagia  and  metror- 
rhagia led  me  to  use  it  in  cases  unattended  by  fibroids,  as  well 
as  in  one  case  of  subinvolution  after  labor,  with  very  gratifying 
results. 

Method  of  Employment. — A  five-grain  tablet  is  composed 
of  two  grains  of  the  desiccated  powder  from  the  mammary 
gland  of  the  sheep  and  three  grains  of  excipient.  Each  grain 
of  the  desiccated  powder  is  equal  to  ten  grains  of  the  fresh 
gland.  Each  tablet,  therefore,  represents  twenty  grains  of 
the  fresh  gland.  The  dose  is  from  three  to  six  tablets  daily. 
The  full  dose  or  larger  doses  produce  cramp-like,  contracting 
pains  in  the  tumor.  These  pains  are  not  intestinal  pains. 
Positive  results  may  be  expected  in  from  six  to  eight  weeks. 
No  other  treatment  is  employed,  except  measures  to  keep  the 
bowels  regular  and  occasionally  tonic  doses  of  strychnia  or 
nux  vomica. 

The  Parotid  Gland. — This  gland  has  been  used  only  in  cases 
of  ovaritis,  enlarged,  congested,  exquisitely  tender  ovaries — 
cases  of  so-called  ovarian  neuralgia  and  ovarian  dysmenorrhea. 
Positive  results  cannot  be  expected  when  there  is  associated 
disease  of  the  Fallopian  tubes,  such  as  hydrosalpinx,  pyosal- 
pinx,  and  pelvic  inflammatory  disease.  When  employed  in 
selected  cases  results  have  been  obtained  far  more  prompt  and 
lasting  than  I  have  ever  observed  by  any  other  form  of  treat- 
ment. 

Method  of  Employment. — The  tablets  are  made  in  the  same 
way  and  of  the  same  strength  as  are  the  mammary  tablets,and  are 
prescribed  in  the  same  doses.  The  only  untoward  result  which 
I  have  observed  was  one  case  in  which  an  urticaria  developed. 
This,  however,  promptly  yielded  to  treatment  after  stopping 
the  parotid  tablet.  This  symptom  was  undoubtedly  due  to 
some  decomposition  in  the  preparation  employed.  Special  tab- 
lets of  these  desiccations  are  prepared  by  the  Armour  Company, 
of  Chicago,  and  the  H.  K.  Mulford  Company,  of  Philadelphia. 

112  South  Seventeenth  street. 
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For  the  facts  in  the  following  history  I  am  indebted  to  my 
liouse  surgeon  at  the  Beth  Israel  Hospital,  Dr.  Kennedy.  Mrs. 
R.,  aet.  38,  admitted  to  hospital  October  7,  1898;  discharged 
October  28,  1898.  This  patient  had  always  been  very  healthy. 
She  began  to  menstruate  at  the  age  of  15  and  was  always 
regular.  Her  oldest  child  is  about  16  years  of  age  and 
healthy.  Her  youngest  child  is  5  years  old  and  also  healthy. 
She  aborted  once  about  fifteen  years  ago.  She  last  menstru- 
ated about  six  weeks  ago.  This  menstruation,  like  the  others, 
was  normal  in  every  respect.  The  present  trouble  began  on 
the  3d  of  October,  though  for  a  week  previously  she  had  com- 
plained of  chills  and  fever.  On  the  above-mentioned  date  she 
was  suddenly  seized  with  severe  pains,  lancinating  in  charac- 
ter, in  the  lower  abdominal  region.  These  pains  continued  at 
intervals  for  the  next  three  days.  On  Thursday,  the  6th,  three 
days  after  the  onset  of  the  pains,  she  was  seized  with  severe 
metrorrhagia  accompanied  by  fainting  spells,  which  could  not 
be  controlled.  She  then  sought  medical  advice.  From  the 
history  she  gave  and  an  examination  per  vaginam  a  diagnosis 
of  extrauterine  pregnancy  was  made,  with  the  resvilt  that  she 
was  sent  to  the  hospital  on  the  evening  of  the  7th. 

Her  temperature  on  admission  was  99.8°  F.  The  pulse  was 
small  but  regular  and  about  80  to  the  minute.  She  had  been 
constipated  for  thirty-six  hours.  I  saw  her  immediately  on  her 
entrance  to  the  hospital.  Examination  per  vaginam  showed 
the  uterus  to  be  enlarged,  cervix  contracted  and  slightly  lace- 
rated. A  slightly  fluctuating  tumor  was  found  behind  the 
uterus,  on  the  right  side.  From  my  examination  and  the  his- 
tory obtained  I  also  concluded  that  she  had  an  ectopic  gesta- 
tion. I  concluded  to  operate.  She  was  immediately  prepared 
for  operation.     At  9:45  P.M.  she  was  on  the  table.     The  Tren- 

•  Patent  and  specimen  pre.sented  before  a  meeting  of  the  Eastern 
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deleuburg  posture  was  chosen.  Ether  was  administered  as  an 
anesthetic.  An  incision  was  made  in  the  median  line  between 
the  umbilicus  and  pubes,  the  recti  muscles  separated,  and  the 
peritoneal  cavity  opened  up.  On  the  right  side,  behind  the 
broad  ligament,  an  elongated  tumor,  about  one  and  a  half 
inches  broad  and  three  inches  in  length,  perfectly  free  from 
adhesions,  was  found.  This  proved  to  be  the  right  Fallo- 
pian tube,  which  was  filled  with  clear  liquid.  The  tumor  was 
conical,  fluctuating,  and  larger  at  the  uterine  than  at  the 
fimbriated  extremity.  The  ovary  was  found  to  be  perfectly 
normal.  The  mass  was  then  removed  without  rupture  and 
the  pedicle  ligated  with  braided  silk.  From  the  time  the  knife 
was  first  applied  to  the  skin  until  the  tumor  was  removed  ex- 
actly ten  minutes  elapsed.  The  peritoneum  was  sewed  with 
fine  catgut,  the  fascia  with  stronger  catgut,  and  the  abdominal 
wound  was  firmly  closed  with  silkworm  gut.  A.  dry  dressing 
of  iodoform  gauze  and  powder  was  applied.  The  patient  was 
now  put  in  the  lithotomy  position  and  dilatation  and  curettage 
performed.  Placental  and  membranous  debris  was  removed. 
The  uterus,  after  irrigation,  was  packed  with  iodoform  gauze; 
then  the  vagina  was  packed  and  the  patient  put  to  bed. 
Throughout  the  operation  the  patient  took  the  anesthetic  well 
and  the  pulse  was  very  good.  N"early  an  hour  was  occupied 
from  the  time  etherization  was  begun  until  the  patient  was  again 
in  bed.  One  hour  after  the  operation  her  temperature  was 
99°  F.,  pulse  86.  At  12  o'clock  P.M.  her  pulse  was  86  and  fairly 
strong  and  her  temperature  100.2°  F.  She  was  now  cathe- 
terized  and  six  ounces  of  urine  drawn  off.  A  thirtieth  grain  of 
strychnine  and  a  small  amount  of  brandy  were  given  every 
three  hours.  The  next  morning  her  temperature  was  100.2°  F. 
She  was  regularly  catheterized  at  stated  intervals.  A  tenth  of 
a  grain  of  calomel  was  now  administered  every  fifteen  minutes 
until  twenty  doses  were  taken.  The  uterine  gauze  was  re- 
moved on  the  second  day  following  the  operation  and  was 
found  only  slightly  blood-stained  and  odorless.  The  patient 
slept  at  intervals  during  the  night  and  day.  She  got  up  a 
slight  diarrhea  following  the  administration  of  Epsom  salts 
given  after  the  calomel,  which  had  to  be  controlled  by  bismuth 
and  opium.  Her  temperature  after  this  was  always  less  than 
100°  F.  and  her  pulse  about  96.  Her  bowels  became  regular  and 
puhe  and  temperature  normal  about  the  fourth  day.  She  was 
kept  on  liquid  diet  up  to  the  twelfth  day.  On  the  eleventh  day 
I^removed  the  sutures.  I  found  that,  besides  being  absolutely 
12 
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painless,  the  wound  had  healed  by  first  intention.  On  the 
fourteenth  day  solid  food  was  given,  and  the  patient  was 
allowed  to  sit  up  on  the  eighteenth  day.  After  this  her  bowels 
remained  regular,  pulse  and  temperature  normal,  and  the 
patient  felt  perfectly  well  on  the  day  of  her  discharge,  the 
twenty-first  after  operation. 

Remarks. — The  case  suggests  a  few  reflections.  It  is  com- 
mon enough  to  overlook  an  ectopic  gestation  and  treat  the  case 
as  one  of  ordinary  intrauterine  pregnancy.  This  happens 
constantly  to  the  best  practitioners.  It  is,  however,  quite  rare 
to  feel  justified  in  excluding  an  intrauterine  pregnancy  in  favor 
of  an  ectopic  gestation.  This  is  exactly  what  happened  in  the 
present  case. 

Irrespective  of  the  fact  that  the  patient  was  sent  into  the  hos- 
pital with  the  diagnosis  of  ectopic  gestation,  in  the  absence  of  a 
previous  acquaintance  with  the  case,  I  was  forced  to  the  same 
conclusion  for  the  following  reasons  : 

1.  The  patient  skipped  her  period  by  two  weeks  and  consid- 
ered herself  pregnant.  In  a  woman  who  had  given  birth  to  a 
number  of  children  this  fact  was  of  great  importance. 

2.  She  was  seized  with  sudden  violent  cramps,  associated  with 
uterine  hemorrhages  and  attacks  of  syncope  during  a  period  of 
three  days.  No  ovum  was  recognized — nothing  but  blood  and 
clots.  These  irregular  hemorrhages  accompanied  by  violent 
cramps  and  syncope  are  present  in  both  intra-  and  extraute- 
rine pregnancy,  but  are  at  times  relied  on  as  sufficient  in 
themselves  to  justify  the  diagnosis  of  extrauterine  pregnancy. 
To  clinch  the  latter  diagnosis  the  presence  of  free  blood  in  the 
abdominal  cavity  or 

3.  A  tumor  in  the  pelvis  ought  to  be  made  out.  This  was 
clearly  present  in  this  woman's  case,  and  justified 

4.  The  opening  of  the  abdomen  for  confirming  the  diagnosis 
and  removing  the  tumor.  The  fact  that  the  nature  of  the 
tumor  was  not  recognized  in  advance  does  not  cast  any  reflec- 
tion upon  the  procedure,  for  the  operation  was  clearly  justifiable 
even  for  the  removal  of  the  hydrosalpinx.  But  by  proceeding 
as  we  did  we  could  next  safely  resort  to 

5.  The  curettage  and  cleansing  of  the  interior  of  the  uterus. 
Had  this  operation  preceded  the  laparatomy  we  certainly  ran 
a  big  risk  of  rupturing  an  ectopic  sac,  if  such  existed,  and 
perhaps  losing  our  case  from  internal  hemorrhage  on  the  table. 
Even  in  the  presence  of  a  tumor,  such  as  a  hydrosalpinx  or  a  pyo- 
salpinx,  common  sense  dictates  that  it  is  much  safer  to  dispose 
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of  the  growth  before  it  has  been  subjected  to  the  risk  of  rup- 
ture in  the  course  of  a  curettage. 

For  these  reasons  I  feel  that  I  should  act  in  a  similar  emer- 
gency in  exactly  a  similar  manner;  and,  as  the  present  casa 
proves,  "  the  end  justifies  the  means." 

112  East  Sixty-first  street. 


A  VESICO-VAGINAL  OPENING  AS  A  MEANS  OF  BLADDER 
DRAINAGE  IN  EXTENSIVE  PLASTIC  WORK  ON  THE  URETHRA. 


H.  S.  CROSSEN,  M.D., 
St.  Louis,  Mo. 


There  is  a  certain  class  of  cases  which  at  first  glance  appear 
easily  curable  by  a  simple  plastic  operation,  but  in  which  the 
results  are  often  very  discouraging.  I  refer  to  cases  of  incon- 
tinence of  urine  following  deep  ulceration  about  the  urethra. 
Last  year  I  assisted  a  friend,  a  member  of  this  Society,  in  an 
operation  of  this  kind.  The  surfaces  were  carefully  denuded 
and  accurately  approximated  by  suture,  and  a  small  catheter 
fastened  in  the  urethra.  The  greater  part  of  the  surfaces 
healed,  but  still  there  was  no  immediate  benefit,  though  some 
months  later,  when  the  scar  tissue  contracted,  the  incontinence 
ceased,  but  returned  later.  The  irritation  of  the  catheter  or  of 
urine  around  the  catheter  had  evidently  interfered  with  the 
healing  of  the  deep  part  of  the  wound  at  the  neck  of  the  blad- 
der. The  remembrance  of  the  experience  just  mentioned  gave 
me  added  interest  in  the  following  case  which  came  under  my 
care:  The  patient,  Ella  F.,  colored,  age  35  years,  came  to  me  in 
December,  1897,  suffering  with  incontinence  of  urine.  Her 
general  health  was  fair.  She  had  had  five  children.  No  trou- 
ble during  or  following  labor.  In  1891  she  contracted  syphilis, 
and  the  following  year  had  severe  ulceration  of  the  urethra 
and  vestibule.  This  ulceration  evidently  extended  into  the 
bladder,  for  she  passed  blood  with  every  act  of  urination,  and 
the  tenesmus  was  so  severe  that  the  straining  therefrom  caused 
a  bowel  movement  with  almost  every  evacuation  of  the  blad- 
der. When  this  subsided  the  patient  was  left  with  a  constant 
dribbling  of  urine.  A  short  time  afterward  she  underwent 
some  kind  of  an  operation  for  the  trouble,  but  without  perma- 
nent benefit.     Examination  revealed  that  there  was  practically 

1  Read  before  the  St.  Louis  Obstetrical  and  Gynecological  Society, 
November  17,  1898. 
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no  urethra.  The  lower  part  of  the  vestibule,  including  the 
lower  wall  of  the  urethra,  had,  by  ulceration,  been  separated 
from  the  upper  and  was  simply  a  short  flap.  At  the  neck  of 
the  bladder  there  was  a  small  opening,  through  which  the  urine 
constantly  escaped.  There  was  scar  tissue  in  every  direction, 
and  a  few  areas  of  superficial  ulceration.  By  catheterization  I 
determined  that  there  was  no  retention,  and  hence  that  the 
escape  of  urine  was  not  due  to  retention  with  overflow.  The 
patient  had  also  a  retroverted  adherent  uterus  and  a  laceration 
of  the  perineum.  She  was  given  potassium  iodide,  and,  after 
treating  the  ulcerations  about  two  weeks,  with  the  result  that 
all  were  healed  except  one  small  area,  an  operation  for  the 
restoration  of  the  urethra  and  relief  of  the  incontinence  was 
performed.  I  brought  the  flap  up  against  the  tissues  beneath 
the  pubic  arch,  denuded  the  surfaces,  leaving  a  narrow  strip  in 
the  centre  above  and  below  for  the  urethra,  and  united  them 
by  suture.  A  retention  catheter  was  placed  in  the  bladder. 
Part  of  the  wound  healed  and  part  did  not.  The  portion  at 
the  neck  of  the  bladder  healed  externally,  but  apparently  did 
not  heal  internally,  for  there  was  no  permanent  relief  from  the 
incontinence.  When  the  scar  tissue  from  the  operation  wound 
began  to  contract  there  was  a  very  slight  control  over  the  urine, 
but  this  soon  disappeared  and  the  incontinence  was  as  bad  as 
•  ever.  About  a  month  after  this  the  patient  developed  syphilitic 
ulcers  on  the  lower  extremities  and  arthritis  of  one  knee,  which 
troubled  her  for  a  nuinber  of  weeks.  In  one  way  and  another 
ishe  was  sick  for  several  months,  and  it  was  June  before  she 
■was  again  in  condition  for  operation.  The  displaced  uterus 
appeared  to  push  the  bladder  downward,  and  this,  in  conjunc- 
tion with  the  laceration  of  the  perineum,  caused  a  descent  of 
the  anterior  vaginal  wall  and  the  base  of  the  bladder.  I 
thought  best  to  do  away  with  this  dragging  on  the  neck  of  the 
bladder,  by  bringing  the  uterus  up  into  position  and  repairing 
the  perineum,  before  making  any  further  direct  attempt  at 
relieving  the  incontinence.  Accordingly  I  opened  the  abdo- 
men, broke  up  the  adhesions,  attached  the  fundus  uteri  to  the 
abdominal  wall,  and  then  repaired  the  perineum.  I  intended, 
when  she  had  recovered  from  this  operation,  to  make  another 
attempt  to  restore  the  urethra,  and  especially  to  unite  the  deep 
tissues  near  the  neck  of  the  bladder  sufficiently  to  get  some 
sphincteric  action.  To  accomplish  this  two  things  would  be 
necessary : 
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1.  The  scar  tissue  must  be  cleared  away  sufficiently  to  allow 
approximation  of  healthy  tissues  containing  sphincter  fibres. 

2.  The  line  of  union,  especially  the  internal  part,  must  be- 
protected  from  irritation  during  the  healing  process. 

To  do  the  first  would  be  comparatively  easy,  but  the  secontl 
gave  me  a  great  deal  of  trouble.  I  searched  through  various 
gynecological  and  genito-urinary  works,  hoping  to  get  some 
help  from  the  recorded  work  of  others,  but  found  very  little 
that  would  help  me  on  this  particular  point.  Believing  that 
the  failure  in  the  first  attempt  was  due  to  the  irritation  by  the 
urine  and  catheter,  preventing  union  deep  in  the  urethra^,  I 
determined  to  do  away  with  both  by  draining  the  bladder 
through  an  opening  in  its  base.  Accordingly,  when  the  patient 
was  anesthetized  for  operation  July  23,  I  made  a  vesico-vagi- 
nal  opening  at  a  convenient  point  in  the  base  of  the  bladder, 
fastened  in  a  medium-sized,  soft-rubber  catheter,  and  then 
proceeded,  as  before,  to  unite  the  surfaces  on  each  side  of 
what  was  formerly  the  urethra.  I  was  particularly  careful  to 
denude  deeply  and  remove  the  scar  tissue  from  the  angles  at 
the  neck  of  the  bladder,  and  also  to  make  the  strip  left  for  the 
urethra  very  nar^^ow.  By  attaching  a  piece  of  rubber  tubing 
to  the  catheter,  fastened  in  the  vesico-vaginal  opening,  the 
urine  was  conveyed  into  a  bottle  beside  the  bed.  The  ninth 
day  the  sutures  were  removed  and  the  wounds  had  healed. 
The  fifteenth  day  the  tube  was  removed  from  the  opening  in 
the  bladder  and  the  patient  was  catheterized  b}^  way  of  the 
urethra  with  a  very  small  catheter.  The  following  day  she 
could  retain  her  urine  two  or  three  hours  and  could  pass  it  vol- 
untarily through  the  urethra.  There  was  no  leakage  through 
the  vesico-vaginal  opening.  Twenty-two  days  after  the  opera- 
tion the  patient  left  the  hospital  feeling  well.  She  could  retain 
her  urine  three  to  four  hours  and  could  pass  it  without  diffi- 
culty. The  vesico-vaginal  opening  had  closed.  The  patient's 
previous  condition,  with  the  constant  flow  of  urine,  was  miser, 
able  indeed,  and  she  was  exceedingly  grateful  for  the  relief 
secured.  t 

For  a  number  of  years  it  has  been  customary  in  cases  of 
severe  chronic  cystitis  to  drain  the  bladder  by  making  a  vesico- 
vaginal fistula  I  understand  that  Trendelenburg  made  supra- 
pubic drainage  in  a  case  of  vesico  vaginal  fistula  sutured  from 
below. 

Two  years  ago  Weir,'  in  writing  upon  rupture  of  the  urethra 
'  Medical  Record,  May  9,  1896. 
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in  the  male,  reported  two  cases  in  which  he  had  sutured  the 
urethra  and  then  drained  the  bladder  through  a  suprapubic 
opening.  But  in  regard  to  making  a  vesico- vaginal  opening 
for  the  purpose  of  protecting  the  operation  wounds  during  the 
healing  process,  I  have  been  able  to  find  no  article  or  report 
of  a  case  in  which  it  has  been  employed  or  even  suggested. 
However,  I  have  not  taken  the  time  to  make  an  exhaustive 
search  of  the  literature  on  the  subject,  and  possibly  the  pro- 
cedure has  been  previously  employed.  If  so,  I  shall  be  under 
obligations  to  any  one  who  will  direct  me  to  a  report  of  the  case 
or  cases.  I  think  this  method  of  protecting  the  wound  from 
the  irritation  of  urine  and  keeping  the  bladder  at  rest  will  be 
found  advantageous  in  all  cases  of  extensive  plastic  work  on 
the  urethra,  especially  when  involving  the  region  of  the  sphinc- 
ter. It  does  not  materially  increase  the  danger  nor  add  to  the 
difficulties  of  the  operation;  it  keeps  the  wound  free  from 
urine  during  and  after  the  operation;  it  keeps  the  approximated 
surfaces  at  rest,  and  it  does  not  constitute  a  serious  item  in  the 
convalescence.  If  the  opening  does  not  close  spontaneously 
within  a  short  time  after  its  usefulness  is  ended,  it  can  be  closed 
by  a  simple  operation.  In  fact,  the  tendency  to  spontaneous 
closure  is  so  strong  that  a  good-sized  catheter  must  be  fastened 
in  the  opening  and  kept  there  as  long  as  drainage  is  required. 


THREE  OPERATIONS  UPON  DIABETIC  PATIENTS. 


CHARLES  P.  NOBLE,   5I.D., 

Surgeon-in-Chief  to  Kensington  Hospital  for  Women, 

Philadelphia. 


The  question  of  operation  upon  patients  suffering  from 
diabetes  is  one  which  must  be  settled  by  the  surgeon  not  infre- 
quently. The  accepted  belief  of  the  profession  is  that  such 
patients  should  not  be  operated  upon,  and  the  ground  upon 
which  this  advice  is  given  is  that  the  wounds  in  diabetic 
patients  are  apt  to  suppurate  or  to  become  gangrenous.  "When 
one  attempts  to  find  the  basis  for  this  opinion  by  consulting 
the  authorities,  it  is  found  that  the  statement  is  given  as  a 

'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of 
Philadelphia,  December  15,  1898. 
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dictum,  without  presenting  much  evidence  in  support  of  it.  It 
is  probable  that  it  is  based  upon  the  experience  of  surgeons  in 
dealing  with  gangrene  of  the  extremities  in  diabetic  patients. 
Having  had  occasion  to  operate  three  times  upon  diabetics,  I 
thought  this  experience  might  be  of  interest  to  the  Section. 

The  first  patient  was  a  multipara  about  50  years  of  age,  suf- 
fering from  cancer  of  the  breast.  The  operation  was  done 
before  the  present  method  of  dealing  with  cancer  of  the  breast, 
but  was  a  radical  operation  for  that  period — that  is,  the  breast 
was  removed  and  the  axillary  glands  dissected  out.  The 
wound  was  dressed,  with  drainage  of  the  axilla.  The  axilla 
suppurated,  but  this  was  due,  in  my  opinion,  to  the  drainage 
rather  than  to  the  presence  of  diabetes.  The  patient  made  a 
good  recovery.  This  operation  was  done  under  a  misappre- 
hension. The  urine  from  two  patients  was  confused,  and 
operation  upon  the  supposed  diabetic  was  postponed  until  the 
error  was  discovered.  The  patient  subsequently  died  from 
cancer. 

The  second  patient  was  also  a  multipara,  about  50  years  of 
age,  upon  whom  the  operation  of  removal  of  the  appendages 
had  been  performed  by  another  surgeon  some  years  previously. 
She  came  under  my  care  for  the  cure  of  a  ventral  hernia. 
Upon  the  discovery  of  glycosuria  the  patient  was  put  upon 
appropriate  diet  and  full  doses  of  codeia  and  strychnia.  Under 
this  treatment  the  amount  of  sugar  very  greatly  diminished. 
The  hernia  was  operated  on  and  the  patient  made  a  good 
recovery.  Three  years  later  her  physician  told  me  that  she 
had  continued  well,  and  that  under  the  continuation  of  the 
treatment  instituted  the  sugar  had  entirely  disappeared  from 
the  urine. 

The  third  patient  was  a  multipara,  age  50  years,  who  was 
suffering  from  complete  procidentia.  The  uterus  was  very 
much  enlarged,  and  she  had  in  addition  a  small  tumor  of  the 
ovary.  She  reported  that  her  physician  had  found  sugar  in 
the  urine  some  years  previously.  In  the  meantime  her  general 
health  had  remained  good  and  she  suffered  only  from  the  pro- 
cidentia, which  made  her  life  miserable.  Careful  examination 
showed  that  she  was  passing  rather  less  than  the  normal 
amount  of  urine,  which  had  a  specific  gravitj'"  of  1026  and 
contained  two  and  a  half  per  cent  of  sugar.  Under  the  influ- 
ence of  restricted  diet,  codeia,  and  strychnia  the  sugar  fell  to 
one  and  three-quarters  per  cent.  In  view  of  my  experience 
with  the  preceding  cases,  taking  into  consideration  the  good 
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general  health  and  nutrition  of  the  patient,  the  absence  of  the 
ordinary  symptoms  of  diabetes,  such  as  extreme  thirst  and 
inordinate  appetite,  I  advised  operation,  but  thought  it  wise  to 
vary  the  procedure  usually  adopted.  Instead  of  amputating 
the  cervix,  performing  anterior  colporrhaphy,  perineorrhaphy, 
and  hysterorrhaphy,  I  decided  to  do  a  vaginal  hysterectomy, 
bringing  the  stumps  into  the  vagina,  so  that  if  sloughing  did 
take  place  the  wounds  would  all  be  outside  of  the  peritoneal 
cavity.  This  was  done,  and  in  addition  an  anterior  colpor- 
rhaphy, leaving  the  perineal  operation  for  a  second  sitting. 
The  patient  did  well  for  four  days,  when  the  percentage  of 
sugar  and  the  amount  of  urine  largely  increased;  symptoms 
of  coma  supervened,  became  rapidly  worse,  and  the  patient 
died  of  diabetic  coma  on  the  sixth  day. 

I  have  reported  these  cases  to  elicit  the  experience  of  the 
Section  in  operations  upon  diabetic  patients  and  as  a  contribu- 
tion to  the  subject. 


CORRESPONDENCE. 


PARTIAL  ABSENCE   OF  UTERUS  AND  VAGINA. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Sir: — The  following  case  came  under  my  observation  re- 
cently and  is  of  sufficient  interest  to  report:  Mrs.  E.,  set.  18, 
married  six  months,  came  to  me  complaining  that  she  had  never 
menstruated,  though  she  began  to  develop  about  the  age  of  14. 
With  the  exception  of  an  anemic  appearance,  the  patient  seemed 
to  be  .very  well  and  robust.  A  short  course  of  treatment  for 
her  anemia  convinced  me  I  had  something  more  than  anemia, 
and  the  patient  was  advised  that  an  examination  was  necessary 
to  clear  up  certain  features  of  her  case.  In  two  weeks  she 
again  presented  herself  for  further  care  at  my  office.  An 
examination  showed  a  well-developed  female  pelvis;  vulva,  etc., 
normal.  A  digital  examination  showed  a  small  canal  that 
ended  abruptly  like  a  cone,  the  whole  length  being  an  inch 
and  a  half.  The  entrance  to  this  vagina  consisted  of  folds 
of  adipose  tissue  covered  with  mucous  membrane.  Separating 
the  vulva  and  everting  the  canal,  which  was  easily  done,  I 
found  nothing  except  at  the  apex   a  slightly  eroded  surface. 
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There  were  no  rugse  common  to  vaginal  tissue,  but  a  perfectly 
smooth  surface.  As  the  patient  was  somewhat  nervous  about 
a  further  examination,  a  subsequent  appointment  was  made 
with  a  view  to  clear  the  case  up  under  an  anesthetic.  This 
was  attended  to  a  few  days  later  in  company  with  a  couple  of 
fellow-practitioners,  with  the  result  that  no  uterus,  ovaries,  or 
tubes  could  be  made  out  through  the  rectum,  the  only  con- 
venient method  of  examination  in  this  case.  At  about  the 
site  of  the  uterus  a  cord-like  mass  of  tissue  seemed  to  exist, 
otherwise  the  pelvis  was  clear,  as  near  as  we  were  able  to  de- 
termine. The  following  appearance  and  symptoms  were  no- 
ticed :  Breasts  greatly  hypertrophied.  There  were  no  constant 
symptoms  of  vicarious  menstruation  other  than  a  backache, 
quite  severe,  occurring  about  once  a  month  for  the  past  four 
years.  She  has  once  vomited  about  a  pint  of  blood,  at  other 
times  has  spit  blood  in  small  quantities.  Her  right  leg  swells 
a  great  deal,  and  she  has  aggravated  headaches  that  occur 
at  any  time.  The  sexual  function  is  normal  and  active.  Ure- 
thra normal,  though  she  cannot  retain  her  urine  at  times.  The 
last  disturbing  period  she  had  there  was  a  tinge  of  blood  with 
the  urine  that  escaped.  She  is  nervous  and  irritable,  and  com- 
plains of  drowsiness  a  great  deal,  saying  that  she  can  go  to  sleep 
at  almost  any  hour  of  the  day,  though  she  sleeps  well  at  night. 
When  approached  with  the  suggestion  of  an  operation  she 
willingly  acquiesced,  saying  she  would  submit  to  anything  to 
be  relieved  of  her  unpleasant  symptoms.  The  distress  she 
suffers  is  hardly  sufficient  to  justify  an  operation  with  a  view 
to  relieve  her  and  bring  on  the  menopause,  though  certainly 
there  is  little  or  no  consolation  in  an  effort  to  treat  the  case 
with  medicine. 

E.  S.   Wright,  M.D. 

Salt  Lake  City,  December  15,  1898. 


NOEMAL  SALT  SOLUTION. 


To  THE  Editor  of  The  American  Journal  of  Obstetrics,  etc. 


Dear  Sir: — I  have  just  read  in  the  January  number  of  your 
Journal  a  communication  from  Dr.  Henry  K.  Leake,  who 
criticises  the  stand  I  took  in  the  October  Journal  in  defence  of 
the  term  '^'normal "  salt  solution  as  applied  to  the  physiological 
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solution.  It  is  quite  evident  that  one's  conclusion  would  differ 
according  as  to  whether  or  not  he  views  this  subject  from  the 
physiological  or  the  volumetric  standpoint.  Dr.  Leake  con- 
tends that  in  the  use  of  the  word  "normal  "  we  should  be  gov- 
erned by  the  definition  given  in  the  United  States  Dispensatory 
in  connection  with  volumetric  solutions;  while  I  claim  that 
our  use  of  the  word  "  normal "  in  this  instance  is  derived  from 
the  close  resemblance  between  the  0. 6  per  cent  salt  solution  and 
the  salts  in  solution  in  the  normal  human  blood.  By  this  lat- 
ter statement  I  mean  that,  according  to  Landois  and  Sterling 
in  their  work  on  "Human  Physiology"  (fourth  edition),  in 
each  thousand  parts  of  the  human  blood  there  are  six  of  inor- 
ganic salts,  and  this  proportion  is  the  one  maintained  in  mak- 
ing the  "normal  "  or  physiological  salt  solution. 

It  is  certainly  quite  a  coincidence  that  a  volumetric  solution 
of  sodium  chloride  should  be  practically  ten  times  the  strength 
of  the  salts  in  the  blood.  But  let  me  say  just  here  that  I  think 
Dr.  Leake  makes  a  mistake  in  calling  a  volumetric  solution  of 
sodium  chloride  a  "salt  solution."  As  a  salt  is  the  compound 
formed  by  the  union  of  an  acid  and  a  base,  when  speaking,  in 
a  volumetric  sense,  of  a  solution  of  any  salt  the  name  of  the 
salt  should  properly  appear;  therefore  it  would  not  be  correct 
to  make  the  terms  "salt  solution  "  and  "  solution  of  sodium 
chloride  "  synonymous. 

However,  as  applying  the  term  "normal  salt  solution"  to 
the  0. 6  per  cent  solution  of  common  table  salt,  and  the  term 
*'  normal  sodium  chloride  solution  "  to  the  volumetric  solution 
of  sodium  chloride,  might  lead  to  confusion,  why  bother  our- 
selves about  this  latter  solution  at  all? — for  it  is  practically 
never  used  and  only  exists  by  grace  of  the  United  States  Dis- 
pensatory. It  is  the  physiological  salt  solution  we,  as  physi- 
cians and  surgeons,  wish  to  use,  not  the  volumetric;  and,  as 
before  stated,  as  the  former  corresponds  almost  exactly  in  the 
strength  of  its  saline  constituents  to  those  in  the  normal 
human  blood,  we  feel  obliged,  and  rightly,  too,  I  think,  to 
continue  to  call  it  "normal  salt  solution." 

Yours  truly, 

W.  H.  Roberts.  M.D. 
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TRANSACTIONS  OF  THE   SECTION  ON 

GYNEOOLOaY  OP  THE  COLLEGE  OP 

PHYSICIANS  OP  PHILADELPHIA. 


Stated  Meeting,  December  15,  1898. 
The  Chairman,  E.  P.  Davis,  M.D.,  in  the  Chair. 

Dr.  Charles  P,  Noble  read  a  paper  on 

THE  report  of  THREE  OPERATIONS  UPON  DIABETIC  PATIENTS* 

Dr.  J.  M.  Baldy. — It  is  surprising  the  number  of  supersti- 
tions which  are  handed  down  in  surgical  Hterature  which  on  in- 
vestigation prove  to  be  so  absolutely  untrue  that  it  is  a  matter 
of  surprise  that  they  have  hung  fire  even  as  long  as  they  have. 
This  question  of  surgical  procedures  being  contraindicated  on 
account  of  the  fear  of  diabetic  gangrene  seems  to  be  one  of  the 
worst.  Since  seeing  the  announcement  of  Dr.  Noble's  paper  I 
have  not  had  a  chance  to  look  at  my  records,  but  I  distinctly 
recall  three  cases  of  diabetes  on  which  I  have  operated.  When 
they  came  under  my  care  the  condition  had  not  been  recog- 
nized. In  one  case  the  condition  was  discovered  by  the  nurses 
in  the  hospital.  One  was  some  six  years  ago,  a  case  of  com- 
plete tear  of  sphincter  ani  muscle.  She  was  a  stout  woman 
with  an  immense  amount  of  sugar  in  her  urine.  The  operation 
was  done  in  spite  of  the  diabetes.  The  wounds  healed  kindly 
and  without  any  complication  whatever.  The  patient  was  put 
on  diabetic  treatment  subsequently,  and  when  she  left  the  hos- 
pital the  sugar  and  quantity  of  urine  had  been  reduced  very 
materially.  She  was  also  an  opium-eater.  The  opium  was 
gradually  withdrawn,  and  she  left  the  hospital  taking  only 
one-quarter  to  one-sixth  of  a  grain  daily.  She  went  home,  and 
being  used  to  a  generous  diet,  both  as  regards  alcoholic  stimu- 
lants and  rich  food,  she  became  worse  and  suffered  more  or 
less  from  her  diabetes.  She  kept  on  taking  opium  to  relieve 
her  trouble.  To-day  she  is  still  an  opium-eater  and  still  suffers 
from  diabetes. 

The  second  case  was  one  of  procidentia.  We  discovered 
diabetes  after  she  had  had  the  operation  performed.  She  had 
the  usual  plastic  work  and  hysterorrhaphy.  After  the  opera- 
tion the  nurse  called  my  attention  to  the  fact  that  she  was  pass- 
ing an  inordinate  amount  of  urine.  I  had  her  urine  examined 
and  found  sugar  in  abundance. 

The  third  case  was  an  operation  that  involved  a  general 
clearing  out  of  the  pelvis,  and  though  the  fact  was  known  that 

'  See  original  article,  p.  182. 
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she  had  diabetes  before  operation,  it  was  not  delayed  on  ac- 
count of  that  disease.  She  had  no  trouble  whatever.  I  am 
very  sure  if  I  could  go  over  my  records  I  would  find  other 
cases.  These  three  I  can  recall  very  distinctly.  I  have  never 
yet  had  one  that  behaved  badly.  I  have  never  yet  had  one  in 
which  the  operation  has  increased  the  sugar  in  any  shape  or 
form,  and  I  cannot  see  why  there  has  been  this  inordinate  fear 
of  touching  diabetic  patients  with  the  knife. 

Dr.  Richard  C.  JSTorris. — I  have  had  very  limited  experi- 
ence in  this  subject,  but  I  cannot  take  the  same  view  of  these 
cases  that  Dr.  Baldy  does.  I  know  of  one  case  where  a  patient 
underwent  the  operation  of  simple  dilatation  of  the  uterus  and 
curettage.  It  was  discovered  afterward  that  she  had  diabetes, 
and  the  patient  died  within  three  days  in  diabetic  coma.  She- 
was  not  under  my  immediate  care,  but  I  saw  her  in  consulta- 
tion. I  have  had  some  experience  with  diabetic  women  in  labor 
at  term.  One  patient,  to  whom  it  was  necessary  to  give  an 
anesthetic,  almost  died  in  diabetic  coma.  She  fortunately  sur- 
vived. I  think  the  possibility  of  an  accident  is  sufl&ciently 
important  to  warrant  an  examination  of  the  urine  always  before 
operating  on  a  patient.  The  surgeon  should  not  wait  until 
after  operation  to  learn  if  she  has  diabetes.  It  is  not  only  a 
question  of  primary  union  of  a  wound.  The  administration  of 
an  anesthetic  sometimes  affects  diabetic  patients  unfavorably. 
My  own  limited  experience  has  been  such  as  to  make  me  be- 
lieve we  should  be  cautious  about  operating  on  diabetic  patients. 
Dr.  Noble  has  reported  three  cases,  one  of  which  died.  Where 
even  in  a  limited  number  of  cases  we  find  there  are  a  few 
deaths,  that  fact  is  enough  to  make  us  cautious. 

Dr.  H.  D.  Be  ye  a. — In  this  relation  I  wish  to  present  be- 
fore you  the  history  of  a  case  which  has  been  of  the  greatest 
interest  to  me.  A  woman  about  52  years  of  age  was  admitted 
to  the  University  Hospital  a  year  ago  last  summer  having  a 
large  multilocular,  colloid,  oophoritic  cyst.  After  it  was  re- 
moved the  cyst  weighed  twenty-two  pounds.  The  patient  was 
in  the  hospital  three  days  preceding  operation,  and  in  making 
the  customary  examination  the  urine  was  found  to  contain  a 
large  amount  of  sugar — seven  per  cent.  Also,  in  the  opinion 
of  Prof.  Tyson,  she  had  all  of  the  characteristic  symptoms  of 
diabetes.  There  were  great  thirst  and  a  ravenous  appetite. 
The  tumor  was  so  large  and  causing  such  prominent  symp- 
toms that  it  seemed  that  operation  was  demanded.  Regardless 
of  the  presence  of  seven  per  cent  of  sugar  in  the  urine,  and 
the  other  symptoms,  I  therefore  deemed  it  most  warrantable  to 
operate.  The  tumor  was  removed  without  much  difficulty, 
and  after  the  immediate  surgical  convalescence,  which  was 
perfectly  normal,  I  asked  Prof.  Tyson  to  take  charge  of  the 
further  treatment.  The  sugar  gradually  decreased  in  amount, 
and  at  the  end  of  four  weeks,  when  she  left  the  hospital,  it  was 
estimated  at  four  per  cent.  After  two  months  her  physician 
wrote  me  that  the  sugar  had  practically  disappeared,  and  he 
discontinued  the  treatment  for  diabetes.     At  the  end  of  six 
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months  he  again  wrote  me  saying  the  patient  was  perfectly 
well;  she  had  gained  much  in  flesh  and  strength  and  was  daily 
walking  five  miles;  the  sugar  had  been  absent  for  some  time. 
The  rapid  and  uncomplicated  convalescence  after  the  removal 
of  a  large  cyst  of  the  ovary  in  a  woman  having  all  the  symp- 
toms of  diabetes  gave  rise  to  the  thought  that  there  must  be 
some  relation  between  the  presence  of  the  cyst  and  the  dia- 
betes. I  have  partially  looked  through  the  literature  for  simi- 
lar cases  and  have  been  able  to  find  only  one.  This  patient 
also  had  a  multilocular  colloid  cyst,  and  she  too  got  well. 
Whether  this  was  a  true  diabetes  or  a  functional  glycosuria  is 
a  question  to  be  considered.  The  only  theory  which  might 
explain  the  presence  of  the  sugar  in  such  case  is  that  the  tumor 
pressed  upon  the  pancreas.  We  know  that  diseases  of  the 
pancreas  are  sometimes  associated  with  diabetes. 

Dr.  G.  E.  Shoemaker. — My  experience  with  diabetes  in  my 
own  practice  is  nothing.  I  have  never  happened  to  have  a  case 
directly  under  my  care  that  happened  to  have  diabetes,  but  I 
have  been  in  a  position  to  observe  the  result  in  three  cases  of 
diabetes  which  have  been  operation  cases.  One  of  them  I  was 
asked  to  see  with  regard  to  the  question  of  advisability  of  ope- 
ration. I  would  say  that  Prof.  Ashton  was  afterward  con- 
sulted in  this  case,  and  he  advised  that  unless  the  sugar  were 
very  abundant  in  amount  the  case  be  treated  and  operated 
upon.  This  was  done,  and  the  result  was  favorable.  Another 
case  was  that  of  glycosuria,  and  that  case  was  under  my 
charge,  but,  as  I  was  about  to  go  on  my  vacation,  she  went  into 
the  hands  of  another  surgeon  of  this  city  without  my  know- 
ledge and  was  operated  upon,  and  died  within  two  or  three  days 
of  the  operation.  The  other  case  was  the  same  one  Dr.  Norris 
referred  to ;  it  was  under  the  care  of  a  man  we  both  know 
and  was  an  exceedingly  simple  condition,  and  the  case  very 
promptly  died  with  symptoms  which  were  referable  to  the  kid- 
ney condition.  I  believe,  as  far  as  this  fear  of  operation  in 
diabetes  has  any  foundation,  that  the  foundation  has  no  relation 
to  the  occurrence  of  suppuration  in  the  wound;  that,  except  for 
the  fact  that  a  profound  diabetic  condition  is  one  of  great 
asthenia,  there  would  be  no  difference  in  the  healing  of  the 
wound;  but  I  feel  that  the  fear  of  the  effect  of  ether  and  shock 
upon  the  diabetic  is  not  entirely  without  foundation.  In  my 
own  work  I  should  operate  without  hesitation  if  the  sugar 
were  not  abundant,  after  preliminary  treatment  in  the  case  of 
cysts.  >^^ 

Dr.  J.  M.  Baldy. — Dr.  Shoemaker  spoke  of  a  patient  dying 
of  symptoms  directly  referable  to  the  kidney.  What  did  he 
mean  ? 

Dr.  Shoemaker — I  mean  to  the  diabetic  condition. 

Dr.  Baldy. — It  seems  to  me  the  question  of  deaths  follow- 
ing operation  in  diabetics  is  not  one  to  be  wholly  attributed  to 
diabetes.  In  considering  the  subject  it  is  entirely  unjust  to 
attribute  any  death  which  may  follow  an  operation  to  the  dia- 
betes.    We  know  of  lots  of  patients  who  die  after  operation 
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without  any  such  disease.  Again,  the  whole  question  of  the 
general  condition  of  patient  comes  in.  In  the  three  cases  I 
quote  but  one  of  them  was  known  to  have  diabetes,  but  they 
were  not  bad  cases  in  the  sense  that  their  general  condition 
was  a  bad  one.  If  we  find  patient  badly  broken  down  from 
any  disease  we  would  hesitate  to  give  anesthetic  and  operate. 
We  must  take  into  account  the  condition  of  the  patient;  if  she 
is  a  miserable  wreck  of  humanity  and  dying  on  her  feet,  at  any 
rate  we  must  not  attribute  her  death  altogether  to  diabetes 
simply  because  there  is  sugar  present.  I  think  this  is  borne 
out  somewhat  by  patients  in  good  condition  who  have  failed  to 
die. 

Dr.  C.  p.  Noble. — My  patients,  too,  were  in  excellent  gene- 
ral health. 

Dr.  Baldy. — In  spite  of  the  diabetic  condition  ? 

Dr.  Xoble. — Yes. 

Dr.  Baldy. — The  general  condition  of  the  patient  is  a  mat- 
ter to  be  taken  into  consideration  on  general  principles.  If  the 
patient  is  in  a  bad  condition  I  should  hesitate  to  operate.  But 
the  fact  that  young  women  have  died  decides  nothing  finally. 
I  have  seen  just  as  young  women  die  in  the  hands  of  operators, 
who  have  never  had  any  diabetes.  It  does  not  seem  to  me 
because  a  few  cases  have  died  that  a  single  one  of  these  cases 
died  from  diabetes  alone.  We  have  all  seen  patients  die  just 
as  unaccountably.  I  would  say  most  emphatically  I  have 
never  seen  a  single  solitary  bad  symptom  follow  the  etheriza- 
tion in  a  diabetic.  If  one  is  to  judge  from  his  own  experi- 
ence, I  should  be  inclined  to  give  little  heed  to  fear  of  opera- 
tion in  a  diabetic  condition,  unless  the  patient  were  in  a 
distinctly  bad  physical  condition. 

Dr.  Daniel  Longaker. — I  am  not  in  a  position  to  discuss 
the  subject  of  diabetes  in  relation  to  operative  interference  in  a 
special  case.  During  the  past  summer  I  had  a  series  of  inte- 
resting observations  on  a  man  in  whom  there  was  present  an 
intra-abdominal  condition.  This  was  as  follows:  There  was 
an  enormous  enlargement  of  the  liver:  it  extended  down  to  the 
level  of  the  umbilicus.  When  he  first  came  under  my  observa- 
tion the  urinary  condition  was  that  which  one  would  find  in 
typical  diabetes.  This  man  was  passing  over  two  quarts  of 
urine  containing  about  6  per  cent  of  sugar.  In  about  two  weeks 
there  was  a  complete  absence  of  sugar.  The  case  afterward, 
on  postmortem,  proved  to  have  been  a  large  abscess  of  the 
liver — a  subdiaphragmatic  abscess.  He  was  not  operated  on, 
but  the  swelling  was  punctured  with  an  aspirating  needle.  In 
order  to  clear  our  minds  on  this  subject,  we  must  realize  the 
fact  that  the  presence  of  sugar,  even  in  large  percentage,  may 
mean  various  underlying  pathological  conditions,  and  what  is 
diabetes  in  one  given  instance  is  certainly  a  very  different  con- 
dition in  another.  One,  a  woman  in  middle  life,  a  rather  high 
liver,  keeper  of  a  brothel,  comes  to  me  with  such  an  eczema- 
tous  condition  of  her  vulva  and  thighs  as  I  have  never  seen. 
Immediately  the  first  thought  that  came  to  me  was  diabetes. 
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She  complained  of  pruritic  itching.  An  examination  of  urine 
showed  a  high  percentage  (something  like  6  per  cent)  of  sugar, 
which,  on  treatment  continued  over  about  two  weeks,  disap- 
peared entirely,  and  she  is  practically  well,  and  of  course  her 
eczema  disappeared  promptly.  Another  case  of  diabetes  seen 
recently  was  a  woman  in  old  age,  the  first  woman  being  in  mid- 
dle life.  I  was  called  to  see  this  case  by  Dr.  Robertson,  who 
thought  he  had  a  bad  case  of  leg  ulcer,  on  which  he  desired  to 
operate.  This  ulcerated  patch  on  the  lower  aspect  of  the  leg 
just  above  the  outer  ankle  had  a  very  suspicious  appearance 
of  diabetic  gangrene,  and  I  suggested  an  examination  of  the 
urine  for  sugar;  and  truly  this  proved  to  be  a  case  of  diabetes 
and  the  woman  died  quite  recently,  in  about  a  month  after  I 
had  seen  her.  The  point  that  these  cases  illustrate  is  that 
diabetes  may  mean  very  various  underlying  pathological  con- 
ditions in  different  cases. 

Dr.  G.  E.  Shoemaker,-— I  would  like  to  know  if  Dr.  Noble 
refers  to  saccharine  diabetes  or  diabetes  insipidus. 

Dr.  C.  p.  Noble. — I  had  intended  to  look  up  the  literature 
of  the  subject,  but  lack  of  time  prevented  my  doing  so.     There 
are  a  number  of  points  brought  out  in  discussion.     As  to  the 
wisdom  of  examining  the  urine  of  all  patients  on  whom  opera- 
tion is   to  be  done,    early  in  my   surgical   experience  I  had 
patients  operated  on  who  had  chronic  Bright's  disease,  and  they 
all  died  then,  because  at  that  time  we  had  practically  no  means 
of  treating  suppression  of  urine  that  were  effectual.     Therefore 
for  the  last  eight  years  every  patient  I  have  operated  upon  has 
had  the  urine  examined,  and  these  three  are  the  only  saccha- 
rine diabetics  in  the  number.     So  far  as  I  know  there  has  been 
only  one  case  of  diabetes  insipidus  in  addition.     I  had  one 
case  that  passed  gallons  of   water.     By   putting  her  to  bed 
for  several  weeks  the  amount  of  urine  came  down  to  a  mod- 
erate point  and  I  operated  upon  her.     She  also  had  a  proci- 
dentia, which  had  been  operated  on  three  times  by  other  sur- 
geons.    I   presume    one  reason  for  the   recurrence  was  the 
enormous  amount  of  urine,  the  weight  of  the  bladder  with 
contained  urine  helping  to  bring  about  the  condition.     She 
remained  well  for  three  years  after  the  prolapse  operation,  and 
when  I  last  saw  her  the  uterus  stayed  in  position.      Of  course 
we  have  all  seen  cases  of  polyuria  of  moderate  extent,  but  I 
do  not  take  these  into  consideration.     I  believe  the  general 
idea  had  about  operations  on  diabetics  is  that  one  should  not 
operate  lest  the  wounds  become  gangrenous.     My  experience 
and  the  experience  of  the  other  men  who  have  spoken  indicate 
that  this  is  a  mistake,  that  if  the  patient's  general  nutrition 
is  good  there  is  no  reason  to  feel  that  the   wound  will  not 
heal,  and  that  the  real  thing  to  be  afraid  of  is  diabetic  coma. 
The  deaths  reported  by  Dr.  Norris  and  Dr.  Shoemaker  were 
from  coma,  and  the  death  in  my  hands  was  from  coma.     She 
was  certainly  as  favorable  a  subject  for  operation  as  any  of  the 
three  I   operated  on  ;   yet   she   died  undoubtedly  of  diabetic 
coma,  and  she  died  in  spite  of  vigorous  treatment,  including 
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the  very  large  use  of  salt  solutions  under  the  skin,  but  nothing 
did  any  good  whatever.  It  therefore  se^ms  to  me  that  this  is 
the  possible  cause  of  death  which  we  cannot  provide  against, 
and  it  should  influence  our  prognosis  wherever  we  have  to 
operate  on  a  diabetic  case.  My  own  conclusion  about  the  mat- 
ter is  that  in  such  cases,  if  their  lives  are  made  miserable,  it 
is  the  surgeon's  duty  to  operate,  provided  the  facts  have  been 
put  before  the  patient  and  her  friends.  As  to  diabetes  in  gen- 
eral, I  think  all  gj^necologists  see  a  goodly  number  of  diabe- 
tics, and  our  experience  in  dealing  with  them  is  so  favorable  as 
a  rule  that  one  is  inclined  to  take  a  more  favorable  view  of 
diabetes  than  that  which  is  held  by  the  profession  in  general. 
I  have  seen  a  large  number  of  diabetics  who  have  come  to  me 
for  pruritus  vulvae  from  eczema,  and  they  have  done  well  under 
treatment  with  codeine  and  strychnia.  They  have  improved 
and  many  hav^e  remained  practically  entirely  free  from  sugar 
in  the  urine  and  have  had  good  health.  These  were  women 
from  middle  age  to  old  age,  and  are  therefore  more  amenable 
to  treatment  than  younger  women.  I  should  prefer  to  operate 
on  an  old  diabetic  rather  than  on  a  young  one,  because  the  dis- 
ease seems  to  be  much  less  serious  than  in  young  people. 

Dr.  John  B.  Shober  read  a  paper  upon 

THE  USE   OF   MAMMARY   GLAND   AND    PAROTID   GLAND   DESIC- 
CATIONS  IN   GYNECOLOGY.' 

Dr.  C.  p.  Noble. — In  one  aspect  of  this  subject  I  have  had 
some  experience — that  is,  as  to  the  use  of  the  thyroid  extract. 
I  have  given  thyroid  extract  to  about  ten  patients,  and  in  doses 
much  larger  than  those  mentioned  by  the  doctor,  and  I  have 
never  seen  any  symptoms  from  it  at  all,  and  I  have  been  led  to 
question  whether  the  preparation  was  a  reliable  one.  These 
patients  have  all  taken  fifteen  grains  a  day  for  months.  The 
thyroid  extract  was  given  to  them  largely  to  reduce  fat,  and 
consequently  they  have  not  very  good  hearts;  but  it  has  pro- 
duced absolutely  no  depressing  effect  upon  the  heart.  These 
patients  were  told  to  take  one  tablet  a  day,  then  two,  and  then 
three.  I  have  never  used  the  mammary  gland  extract,  but  Dr. 
Shober's  experience  is  so  favorable  that  if  I  have  a  patient 
who  refuses  operation  I  will  try  it.  Parotid  extract,  at  first 
thought,  would  cause  wonder  why  it  should  be  serviceable  or 
have  any  effect  upon  the  ovaries.  I  suppose  the  only  thing  in 
medicine  that  would  throw  any  light  on  it  is  that  patients  with 
mumps  get  ovaritis  and  patients  with  ovaritis  get  mumps.  I 
had  a  patient  in  the  hospital  on  whom  I  did  a  conservative 
operation  on  her  ovaries  about  two  weeks  ago.  This  patient 
had  a  large  Graafian-follicle  cyst  in  the  right  ovary  and  had 
niultiple  cysts  in  the  left  ovary,  with  cirrhosis  of  the  stroma. 
She  was  recently  married  and  very  desirous  of  preserving  the 
possibility  of  conception.  We  enucleated  a  cyst  from  one  ovary, 
split  the  other,  and  sewed  up  what  was  left  of  the  ovaries. 

'  See  original  article,  p.  173. 
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On  the  third  day  she  had  a  paz'otitis.  I  have  seen  two  other 
cases  of  parotitis.  In  neither  of  the  cases  was  there  any 
question  about  pyemia.  None  of  them  were  septic.  I  have 
seen  one  case  of  pyemia  involving  the  parotid  gland,  in  the 
practice  of  another  surgeon. 

Dr.  Shober. — Dr.  Noble  has  stated  the  only  basis  upon 
which  these  preparations  are  used,  as  was  pointed  out  by  me 
last  May.  I  was  led  to  employ  them  because  of  the  known 
relationship  existing  between  the  mammae  and  uterus  and  the 
parotid  gland  and  the  ovaries.  Dr.  A.  Duval  Atkinson,'  of 
Baltimore,  reports  two  cases  of  parotitis  following  visceral 
inflammation,  and  quotes  Stephen  Paget  in  the  Bi^itish  Medi- 
cal Journal  in  1897,  who  reports  a  series  of  cases  of  parotitis 
following  injury  and  diseases  of  the  peritoneum,  generative 
organs,  and  abdominal  viscera.  All  this  is  very  significant  in 
connection  with  the  therapeutics  of  this  gland.  A  very  curious 
observation  in  relation  to  the  use  of  thyroid  gland  in  fibroid 
tumors  of  the  uterus,  and  also  in  cases  of  menorrhagia,  is  that 
women  who  have  disease  of  the  thyroid  gland  invariably  are 
sufferers  from  menorrhagia.  We  do  not  know  the  meaning  of 
all  these  things.  We  are  using  these  preparations  empirically, 
and  the  time  will  come,  perhaps,  when  we  will  be  able  to  show 
good  reason  for  their  use  beyond  the  fact  that  results  can  be 
obtained.  I  have  found,  however,  in  my  experience  with 
mammary  gland,  which  I  have  used  much  more  largely  and 
extensively  than  the  parotid  gland  in  ovarian  disease,  that  it 
does  seem  to  have  some  positive  influence  upon  the  uterus. 
The  fact  that  large  doses  of  the  mammary  gland  produce 
cramp-like  pains  in  the  uterus  is  extremely  interesting.  I  con- 
vinced myself  in  two  of  these  cases  that  these  pains  were  not 
intestinal  pains.  One  could  feel  the  tumor  grow  hard  under 
the  hand  when  the  paroxysm  of  pain  came  on.  How  this 
gland  acts  upon  the  uterus  is,  of  course,  unknown.  It  may 
perhaps  stimulate  the  mammae  of  the  patient  in  such  a  way 
as  to  have  some  influence  upon  the  uterus,  as  is  observed  dur- 
ing lactation,  aiding  the  involution  of  the  uterus.  It  may 
have  some  effect  upon  the  muscular  walls  of  the  uterus  or 
upon  the  glandular  elements.  That  it  does  have  an  influence 
upon  the  excessive  flow,  checking  it,  that  it  prevents  the  met- 
rorrhagia and  lessens  the  menorrhagia,  is  positive.  I  should 
be  glad,  if  any  of  the  members  see  fit  to  try  this  treatment,  if 
they  would  send  me  their  results,  in  order  that  I  may  complete 
my  observations  in  this  line. 

Dr.  G.  M.  Boyd  presented  a  specimen  of  a 

RAPIDLY   GROWING   SOLID   TUMOR   OF   THE   OVARY. 

Mrs.  F.  was  admitted  to  the  Philadelphia  Lying-in  Charity 
four  days  ago,  in  an  exhausted  condition,  so  much  so  that 
immediate  operation  was  not  wise.  She  was  married,  age 
30    years;  has   had   two   children.     The  younger  child  is    18 

'  Johns  Hopkins  Hospital  Bulletin,  No.  79,  October,  1897. 
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months  old.  It  was  born  at  term,  the  labor  in  no  way  com- 
plicated. She  states  that  she  was  well  prior  to  the  birth  of  this 
child,  and  only  noticed  six  months  ago  a  swelling.  In  the 
past  two  months  the  abdomen  has  become  more  and  more  dis- 
tended with  ascitic  fluid.  This  great  distension  of  abdomen 
on  admission  made  it  difficult  to  determine  the  exact  nature 
of  the  pelvic  growth.  By  deep  palpation  an  irregular  mass 
could  be  felt,  which  seemed  to  be  connected  with  the  uterus. 
Although  the  patient  was  young,  she  had  the  cachexia  of  a 
malignant  growth. 

Three  days  after  her  admission  to  the  hospital  it  was  neces- 
sary, because  of  great  dyspnea,  to  perform  paracentesis  abdom- 


Sarcoma  of  ovary. 


inalis,  drawing  away  five  quarts  of  a  rather  dark,  albu- 
minous fluid.  With  the  removal  of  this  fluid  the  tumor  stood 
out  nicely;  it  could  easily  be  diagnosticated  the  ovary.  The 
tapping  relieved  promptly  the  dyspnea,  but  made  no  change 
in  the  pulse.  She  felt  much  improved  and  had  a  good  night's 
rest — the  first  for  a  month.  The  following  day  the  growth 
was  removed.  The  mass  is  soft,  irregular  on  surface,  with  a 
deep,  crater-like  cavity.  The  whole  broad  ligament  was  the 
seat  of  disease,  the  omentum  and  peritoneum  studded  with 
secondary  deposits. 

The  case  illustrates  the  inadvisability  of  waiting  in  cases  of 
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rapid  growth.  The  case  is  presented  to  bring  forth  the  discus- 
sion of  the  danger  of  delaying  operations;  also  to  bring  forth 
a  discussion  of  the  advisability  of  emptying  the  abdomen  of 
ascitic  fluid  which  is  complicating  a  tumor  at  a  time  prior  to 
performing  a  more  radical  procedure. 

Dr.  E.  p.  Davis. — Was  it  possible  to  form  a  pedicle  in  this 
case? 

Dr.  Boyd. — Yes;  it  was  possible  to  form  a  pedicle  in  this 
case  by  extensive  ligation.  In  placing  the  sutures  there  was 
extensive  hemorrhage,  rather  difficult  to  control. 

Dr.  C.  p.  Noble. — Were  there  any  evidences  of  systemic 
infection  ? 

Dr.  Boyd. — She  was  slim;  had  lost  flesh  rapidly;  had  rapid 
pulse;  no  febrile  disturbance. 

Dr.  Noble. — I  have  had  occasion  to  operate  on  five  solid 
tumors  of  the  ovary.  In  one  of  these  diagnosis  was  not  made 
- — I  suppose  it  was  a  sarcoma.  One  of  them  was  clearly  a  sar- 
coma weighing  eight  pounds;  extended  way  up  under  the  ribs. 
Another  case  the  pathologist  diagnosed  as  sarcoma,  but  I  think 
he  made  a  mistake,  because  I  did  not  take  it  out  and  the  woman. 
is  perfectly  well  now,  six  years  later.  As  to  the  result  of  ope- 
rations in  these  cases:  In  the  very  large  sarcoma  I  did  a  hys- 
terectomy with  an  extensive  enucleation  of  the  broad  ligament 
some  three  years  ago,  and  that  patient  has  remained  well.  I 
have  heard  from  her  physician  within  a  short  time.  In  that 
case  I  was  fearful  that  if  no  secondary  infection  occurred 
through  the  broad  ligament  there  would  be  an  adherent  bowel. 
One  tumor,  which  was  lost,  I  believe  was  a  sarcoma.  The 
woman  has  remained  well.  The  most  interesting  case  was 
one  in  which  the  pathologist  diagnosed  sarcoma.  She  had 
been  operated  upon  before  I  saw  her.  The  surgeon  who  ope- 
rated on  her  told  her  that  if  he  removed  the  ovary  she  would 
bleed  to  death.  I  did  not  attach  ixiuch  importance  to  his  dic- 
tum before  operating.  However,  on  separating  bowels  and 
omentum  I  came  into  a  mass  of  brain-like  tissue  which  filled 
the  left  side  of  pelvis  and  oozed  everywhere.  I  believed  if  I 
continued  the  operation  she  would  bleed  to  death.  I  packed 
the  pelvis  full  of  gauze  and  put  a  tight  bandage  on  to  control 
bleeding.  I  have  seen  her  within  a  year,  and,  six  or  eight 
years  after  the  operation,  the  pelvis  is  entirely  clear  and  she  is 
perfectly  well.  My  personal  experience  with  sarcoma  has  been 
very  satisfactory.  Of  carcinomatous  solid  tumors,  or  appa- 
rently solid  tumors,  I  have  had  two.  Both  of  the  patients  were 
operated  on  within  the  past  year.  The  first  one  was  70  years 
of  age.  She  remained  a  maiden  lady  until  70,  and  some  three 
months  after  marriage  she  came  into  my  hands  on  account  of 
obstruction  in  the  pelvis  The  pathologist  reported  it  was  a 
papillomatous  cyst.  The  other  solid  tumor  was  somewhat  sim- 
ilar to  this,  an  old  lady  65  years  of  age,  suddenly  and  rapidly 
enlarged,  and  she  was  in  very  bad  shape  on  account  of  pressure. 
I  opened  the  abdomen,  and  there  were  three  gallons  of  free 
bloody  fluid  and  a  carcinomatous  tumor  in  the  pelvis.     Fool- 
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ishly  I  took  it  out.  It  was  one  of  the  most  difficult  opera- 
tions I  have  ever  done.  The  tumor  was  retroperitoneal. 
When  tumor  was  out  there  was  no  peritoneum  from  kidney 
down  to  pelvis.  As  it  was  carcinomatous,  there  was  oozing 
from  the  kidney  down  to  control.  I  controlled  it  by  a  con- 
tinuous catgut  suture,  all  the  time  wondering  whether  each 
suture  would  catch  the  ureter.  She  made  a  recover}"  from  the 
operation,  but  the  growth  is  already  advancing,  and,  while  she 
feels  perfectly  well,  I  have  no  doubt  she  will  live  only  a  short 
time.  As  to  whether  to  tap  these  cases  or  open  the  abdomen, 
I  personally  think  it  is  not  much  more  dangerous  to  open  the 
abdomen  than  it  is  to  tap.  Unless  the  patient's  condition  is  so 
grave  that  the  chances  are  she  will  die  on  the  table,  I  would 
be  in  favor  of  opening  the  abdomen.  On  the  other  hand,  if 
one  could  make  the  diagnosis  of  malignant  disease  it  would  do 
away  with  operation,  for  it  does  no  good  to  remove  such 
tumors. 

Dr.  J.  M.  Baldy. — There  is  a  good  deal  we  do  not  know 
about  malignant  growths  of  the  abdomen,  and  I  think  we  are 
all  brought  more  closely  face  to  face  with  that  fact  as  we  see 
more  of  that  condition.  I  remember  a  patient  Dr.  Penrose 
operated  on;  he  sent  her  home  to  die.  and  to  all  intents  and 
purposes  she  is  perfectly  well  some  years  afterward.  I  myself 
saw  a  patient  in  whom  there  were  solid  masses  (Dr.  Morton 
and  Dr.  Stimson  operated),  a  horrible  condition  inside  the  ab- 
domen. They  took  out  handfuls.  I  thought  of  course  the 
man  would  bleed  to  death  on  the  table,  but  he  didn't,  and  the 
last  heard  of  the  man,  a  year  afterward,  was  that  he  was 
gaining  flesh  and  getting  well.  I  stood  in  Dr.  Keen's  private 
practising  room  and  discussed  with  him  the  advisability  of  re- 
moving a  solid  growth  from  the  stomach,  and  decided,  as  the 
man  was  in  such  a  bad  condition,  he  had  better  be  left  to  die. 
This  man  got  well  and  the  tumor  disappeared.  I  am  feeling 
much  chagrined  myself  over  a  case  I  operated  on  and  sent 
home  with  the  absolute  prediction  that  in  six  months  or  less 
the  woman  would  die,  as  her  case  was  hopeless.  It  is  two 
years  now  and  the  patient  and  her  friends  take  great  pleasure 
in  joking  me  on  my  prognosis.  I  think  we  can  reduplicate 
these  cases  time  and  again.  It  all  simply  means  there  is  con- 
siderable about  the  disease  we  do  not  understand,  that  we  are 
still  in  the  dark,  and  very  badly  in  the  dark,  in  regard  to  these 
conditions.  In  all  four  of  these  cases  I  have  mentioned  any 
surgeon  would  have  predicted  beyond  any  possibility  that  the 
patient  would  die  within  six  months  or  a  year. 

The  question  Dr.  Boyd  asks  in  regard  to  these  tumors  I 
think  is  a  perfectly  plain  one.  If  the  patient  dies  it  is  not  the 
fault  of  the  surgeon;  it  is  the  fault  of  the  physicians  through 
whose  hands  the  patient  has  been  passing  the  last  year  or  two. 
They  should  be  referred  earlier  for  operation. 

It  is  notorious  that  malignant  tumors  that  have  remained 
quiescent  will  begin  suddenly  to  give  trouble,  and  a  tumor 
which  has  been  known  to  exist  as  a  tumor  for  five  or  six  or 
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ten  years  will  suddenly  within  six  months  almost  kill  the 
woman,  whereas  previously  she  only  knew  that  she  had  a 
"lump  "  in  her  belly.  When  a  patient  comes  to  the  surgeon  in 
such  state,  no  one  can  expect  that  you  can  do  more  than  give 
her  the  one  chance  in  a  thousand;  it  is  not  every  man  who 
will  even  do  that,  and  when  he  has  the  courage  to  do  it  he  is 
not  to  be  blamed  for  the  result.  Unfortunately,  however,  it 
does  not  make  much  difference.  The  friends  of  the  patient 
will  always  blame  him  for  doing  the  operation  in  any  event. 
I  am  afraid  Dr.  Boyd  will  have  to  find  his  consolation  in  this 
case  in  the  fact  that  he  did  his  duty. 

As  far  as  tapping  is  concerned,  I  feel  like  Dr.  Noble.  I 
would  rather  make  an  incision  half  an  inch  long  for  explora- 
tion, and  turn  out  a  little  bit  of  peritoneum  to  get  a  glance  at  it 
with  the  eye,  than  to  pass  a  trocar.  If  necessary  it  can  be  done 
under  the  freezing  process.  In  these  cases,  if  the  peritoneum 
is  studded  it  is  useless  to  attempt  to  remove  the  tumors.  I 
know  there  are  some  cases  that  have  gotten  well,  in  spite  of  bad 
prognosis,  where  there  have  been  apparent  secondary  deposits 
all  over.  Still,  from  the  general  run  of  cases  I  think  it  is  best 
to  let  them  alone  when  we  know  that  general  infiltration  has 
taken  place.  I  am  exceedingly  loath  to  operate  in  these  ma- 
lignant cases.  My  own  experience  in  them  has  been  exceed- 
ingly bad.  In  the  first  place,  they  will  not  bear  anj^  shock. 
They  will  not  bear  the  simplest  kind  of  manipulation  without 
throwing  them  into  a  condition  that  will  keep  you  in  fear  that 
they  are  going  to  die  for  the  next  two  or  three  days.  I  have 
known  a  five  minutes'  operation  to  cause  a  patient  to  almost 
die,  and  it  took  weeks  for  her  to  recover.  It  generally  leads  to 
little  good,  and  in  spite  of  the  fact  that  some  of  these  patients 
have  gone  home  and  recovered,  I  prefer  to  not  operate  where  I 
have  the  choice.  Pathologists  thus  far  have  failed  to  give  us 
much  aid.  Those  which  seem  most  favorable  will  return; 
those  that  seem  most  desperate  will  remain  well. 

At  the  same  time  if  you  take  the  solid  malignant  tumors  of 
the  ovary  the  chances  are  good.  I  have  removed  three  or 
four  globular  ones;  no  adhesions  or  infiltrations.  The  pedicles 
were  as  good  as  in  simple  ovarian  cysts,  and  the  patients 
have  gone  six  or  seven  years  without  the  slightest  return  or  ill 
health.  The  three  were  all  pronounced  sarcomata.  Where 
there  is  no  infiltration,  with  free  pedicle,  I  feel  pretty  sure  that 
the  patient  is  going  to  remain  well.  The  chances  are  strongly 
in  favor  of  no  recurrence. 

Dr.  Shoemaker. — I  have  observed  that  those  cases  which 
disappear  spontaneously  are  those  diagnosed  as  probable  sar- 
coma. I  have  never  seen  a  case  which  was  diagnosed  as 
scirrhous  which  disappeared  spontaneously.  It  is  not  without 
interest  that  Dr.  Coley's  serum  proves  efficacious  only  in  cases 
of  sarcoma.  It  may  be  that  sarcoma  is  under  nutritive  in- 
fluences which  we  do  not  understand,  but  that  it  may  be  more 
susceptible  to  treatment  and  favorable  action  of  remedial  in- 
fluences than  the  other  group  of  tumors. 
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Dr.  Noble. — I  think  the  explanation  of  the  cases  that  are 
sent  home  to  die  is  that  we  have  made  a  mistaken  diagnosis. 
Of  course  it  is  well  recognized  pathologically  that  we  have 
papillomatous  tumors  which  are  malignant  and  papillomatous 
tumors  which  are  not  malignant,  and  clinically  1  do  not  know 
how  to  differentiate  one  from  the  other.  I  recollect  very  well 
one  patient  that  I  operated  on  for  two  hours  to  try  to  get  into 
the  peritoneal  cavity,  and  did  not  get  in;  then  I  stripped  out  a 
great  deal  of  tumor  and  papillary  material,  but  it  was  evident 
to  me  that  it  was  impossible  to  get  the  tumor  out,  so  I  scraped 
out  all  I  could  and  sent  her  home  to  die.  She  was  fat  and 
heart}^  in  six  months,  and  years  afterward  she  was  perfectly 
well  and  did  not  have  even  a  fistula.  The  explanation  in  that 
case  was  that  it  was  a  non-malignant  tumor — I  think  that  is 
the  explanation;  but  often  in  cases  where  we  suppose  a  malig- 
nant tumor  has  been  found  we  send  the  patient  home  and  she 
gets  well.  I  have  opened  the  abdomen  a  number  of  times 
where  a  papillary  tumor  was  found  so  infiltrated  it  was  not 
thought  feasible  to  remove.  All  these  cases  were  accompanied 
by  ascites.  I  have  abandoned  operation  and  closed  abdomen 
in  such  cases  when  it  is  not  feasible  to  do  a  clean  enucleation. 
In  the  prognosis  in  these  cases  of  papilloma  we  should  be  care- 
ful not  to  say  that  they  will  die  promptly.  My  experience  has 
been  that  they  have  lived  six  or  eight  years,  each  one  of  them. 

Dr.  E.  p.  Davis. — The  remarkable  results  following  drain- 
age in  tubercular  peritonitis,  and  the  tremendous  absorptive 
power  of  the  peritoneum,  are  two  well-known  facts.  These 
may  serve  to  explain  the  recovery  of  some  of  these  curious 
cases,  and  may  be  a  hint  as  to  the  disposition  of  the  strictly 
non-cancerous  growths. 

Dr.  G.  M.  Boyd. — The  patient  died  a  few  hours  after  the 
abdominal  section.  She  bore  the  tapping  ver}-  well.  It  was 
indicated  last  evening.  Dyspnea  markedly  developed,  and  it 
did  not  seem  advisable  to  me  then  to  give  the  patient  an  anes- 
thetic and  perform  a  section  for  that  purpose,  hoping  that  I 
could  tide  her  over  until  daylight  to  do  something  more  radical. 
The  removal  of  this  mass  was  not  a  very  difficult  procedure, 
and  it  surprised  me  that  it  was  accompanied  with  the  amount 
of  shock.  It  simply  illustrates  the  remark  that  Dr.  Baldy 
made  that  cases  of  sarcoma  do  not  bear  well  operative  inter- 
ference. 
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OP    BALTIMORE. 

Meeting  of  October  11,  1898. 

The  President,  L.  E.  Neale,  M.D.,  in  the  Chair. 

The  annual  election  of  officers  resulted  in  the  choice  of  the 
following-named  gentlemen  to    serve  for   the   ensuing   year: 
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President — Dr.  J.  Whitridge  Williams;  First  Vice-Presi- 
dent— Dr.  T.  S.  Cullen;  Second  Vice-President — Dr.  J.  M. 
Hundley;  Secretary — Dr.  W.  W.  Russell;  Treasurer — Dr. 
J.  M.  Craighill. 

SYMPHYSEOTOMY. 

Dr.  L.  E.  Neale. — In  this,  my  only  experience  with  the 
operation,  the  patient  was  a  colored  girl  about  17  years  of  age, 
unmarried,  had  not  been  previously  pregnant.  She  was  first 
seen  in  the  out-patient  department  of  the  University  of 
Maryland,  and  was  subsequently  brought  into  the  lying-in 
hospital,  where  she  went  into  labor  two  days  later.  The  past 
history  of  the  woman  was,  as  far  as  we  could  elicit,  un- 
eventful, but  she  seemed  to  know  very  little  about  herself. 
Her  parents  were  living,  and,  so  far  as  she  knew,  were 
in  good  health.  She  had  no  brothers  or  sisters.  Her  con- 
dition was  one  of  marked  rachitis.  The  woman  was  within 
the  last  week  of  full  term,  first  pregnancy,  the  child  pre- 
senting in  the  ordinary  left  occipito-anterior  position.  The  pel- 
vic measurements  were  all  below  the  standard,  a  true  conju- 
gate of  3f  inches  being  estimated.  Several  others  besides  my- 
self made  these  measurements  and  agreed  upon  this  point. 
The  diagnosis  of  flat  rachitic  pelvis  was  made.  There  was 
pus  in  the  urine  and  kidney  complications,  so  this  made  the 
operation  look  unfavorable.  She  went  into  labor  on  the  night 
of  the  34:th  of  April;  the  membranes  ruptured  early,  before  the 
full  dilatation  of  the  os,  and  the  head  was  only  partly  engaged 
in  the  pelvic  brim. 

I  think  our  first  mistake  was  made  in  attempting  a  high  for- 
ceps operation  after  the  woman  had  been  in  labor  twelve 
hours.  This  was  done  by  my  chief  of  clinic,  as  I  was  not 
present,  and  it  failed  after  several  vigorous  attempts.  Prepa- 
rations were  made  for  symphyseotomy,  and  after  consultation 
we  determined  on  this  operation,  which  I  think  was  our  second 
mistake.  The  symphysis  was  found  without  diflficulty,  the  in- 
dex finger  was  passed  behind,  and  with  an  ordinary  scalpel 
the  ligament  was  cut  through  from  above  downward  and  from 
without  inward.  There  was  considerable  oozing;  the  wound 
was  immediately  packed  with  sterile  gauze,  and  we  at  once 
proceeded  to  deliver  with  Tarnier  forceps.  I  do  not  think  it 
would  have  been  judicious  to  have  left  it  to  Nature  at  this 
stage,  as  the  woman  was  under  chloroform  for  the  second 
time,  the  fetal  heart  sounds  were  very  weak,  and  I  do  not  be- 
lieve that  delay  would  have  increased  the  chances  of  saving 
the  child's  life. 

The  difficulty  in  delivering  the  head,  even  after  complete 
separation  of  the  ligament,  was  exceedingly  great.  The  sepa- 
ration of  the  bones  occurred  to  the  extent  of  9  centimetres, 
which  is  placed  by  Wehle  as  a  safe  limit,  for  beyond  this,  he 
says,  the  sacro-iliac  joint  might  rupture.  There  was,  however, 
great  difficulty  in  dealing  with  the  forceps,  and  after  consider- 
able time  and  severe  contractions  we  succeeded  in  delivering 
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only  a  still-born  child.  The  head  of  the  child  was  fully  up  to 
the  normal  standard,  and  in  some  directions  in  excess  of  the 
average;  the  occipito-mental  diameter  was  144  centimetres, 
the  suboccipito-bregmatic  10-|-  centimetres,  and  the  biparietal 
9^  centimetres.  It  was  a  fully  developed,  thoroughly  ossified 
head.  We  supposed,  by  careful  examinations  before  operation, 
that  the  head  was  a  fully  developed  one;  but,  of  course,  accu- 
rate measurement  of  the  head  prior  to  birth  was  impossible, 
and  I  think  this  is  one  thing  that  will  always  render  the  results 
of  the  operation  questionable.  The  uncertainty  of  the  result, 
as  compared  with  other  major  operations  for  saving  the  life  of 
the  child,  it  seems  to  me  is  a  very  unfortunate  feature  of  the 
operation  and  would  make  one  hesitate. 

The  child,  as  I  said,  was  still-born.  There  was  some  slight 
injury  to  the  tissues  about  the  region  of  the  anterior  wall,  but 
the  bones  were  united,  and  we  bandaged  with  a  tight  roller 
bandage  and  around  that  placed  a  surcingle.  On  the  second 
day  her  temperature  began  to  rise,  the  bones  failed  to  unite, 
and  on  the  fourth  day  I  performed  a  second  operation  to  bring 
them  firmly  together,  and  succeeded  in  suturing  them  with 
silkworm  gut.  Then  we  put  on  a  plaster-of- Paris  cast  and  she 
was  put  to  bed,  where  she  went  through  a  most  violent  experi- 
ence of  true  streptococcus  septicemia.  Xow,  whether  she  was 
infected  at  the  time  of  operation  or  by  the  pus  organisms  in 
the  urine  I  am  not  prepared  to  say.  Her  temperature  ran  for 
weeks  between  99°  and  1034°.  The  wound  was  dressed  on 
ordinary  surgical  principles,  and  after  a  long  and  tedious  illness 
she  recovered  entirely,  with  complete  use  of  the  bodj^,  as  far 
as  the  use  of  the  limbs,  etc.,  is  concerned,  and  left  the  hospital 
to  all  intents  and  purposes  a  well  woman.  There  is,  of  course, 
no  bony  union,  but  a  fibrous  symphysis. 

Now,  in  considering  this  case,  I  am  disposed  to  think  it  was 
not  handled  in  the  most  scientific  manner.  I  say  that,  of 
course,  with  the  feeling  that  it  is  not  always  pleasant  to 
acknowledge  one's  errors,  but  because  I  think  one  can  learn 
as  much  from  errors  as  from  successes.  I  should  not  attempt 
to  operate  again  in  this  way  upon  a  woman  in  the  same  condi- 
tion. I  think  a  Cesarean  section  would  have  given  a  better 
chance  of  saving  the  living  child,  and  that  the  chances  of  the 
woman  would  also  have  been  greater,  as  she  would  have  had 
less  risk  to  run  from  septicemia.  No  septicemia  existed  at  the 
time  of  operation. 

Again,  this  is  only  another  of  the  futile  attempts  to  deliver  a 
woman  by  high  forceps  and  then  subject  her  to  a  major  opera- 
tion that  should  have  been  done  in  the  beginning.  Indeed,  I 
think  this  error,  which  is  so  common  and  which  I  fear  may  be 
so  in  the  future,  is  one  in  which,  if  we  do  not  condemn  our 
patient,  at  least  renders  her  chances  of  recovery  by  major  ope- 
ration far  less. 

I  may  cite  a  case,  that  has  been  mentioned  here  by  myself, 
where  a  similar  error  was  made.  A  patient  presenting  a  seven 
centimetre  true  conjugate  was  delivered  by  craniotomy  on  a 
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dead  head  after  having  first  attempted  high  forceps.  I  re- 
gretted very  much  that  the  case  had  to  be  terminated  that 
way,  and  made  up  my  mind  that  in  the  next  similar  case  I 
would  act  differently.  Within  three  months  another  case  ap- 
peared with  the  identical  measurements.  I  was  notified  at 
once  when  labor  began,  gathered  my  instruments,  and  started 
there,  but  the  woman  was  spontaneously  delivered  before  my 
arrival.  I  think  Dr.  Williams  has  told  me  that  he  saw  a  de- 
livery take  place  while  the  symphyseotomist  was  preparing  his 
instruments  for  operation.  This  shows  that  we  have  not  yet 
reached  accuracy  of  judgment  in  this  class  of  cases,  which 
should  only  stimulate  us  to  make  the  most  careful  examination 
of  the  patient  before  operation.  I  know  of  no  means  by  which 
we  can  arrive  at  anything  like  as  true  an  opinion  as  to  what 
should  be  done  as  by  careful,  accurate  pelvimetry.  Of  course, 
no  matter  how  accurately  you  measure  the  pelvis,  there  are 
other  things  that  cannot  be  determined,  bearing  directly  upon 
the  result — e.g.,  size  and  compressibility  of  unborn  head,  yield- 
ing of  soft  parts,  etc.;  but  rather  than  that  this  should  dis- 
courage us,  it  ought  to  encourage  us  to  be  more  careful  in  the 
future. 

The  lesson  I  learn  from  this  case,  then,  is  the  same  I  thought 
I  had  learned  before — not  to  attempt  any  other  method  of  con- 
servative delivery  prior  to  the  major  operation  by  which  we  must 
ultimately  deliver.  So  long  as  we  attempt  versions,  forceps, 
etc.,  first,  just  so  long  will  our  results  be  bad. 

Dr.  Williams. — I  saw  this  case  with  Dr.  Neale,  and,  while 
I  regret  the  unfortunate  ending  of  it,  I  do  not  feel  like  indors- 
ing Dr.  Neale's  conclusions.  I  examined  the  woman  before 
the  operation  and  found  the  cervix  torn  and  lacerated  from  the 
forceps  operation.  I  thought  the  operation  of  Cesarean  section 
was  contraindicated,  because  any  woman  who  had  been  sub- 
jected to  such  vigorous  manipulations  must  already  be  in- 
fected. The  only  other  thing  to  be  done  was  total  extirpation 
of  the  uterus,  and  in  this  woman  I  did  not  think  the  chances 
were  as  good  as  in  a  symphyseotomy. 

The  moral,  to  my  mind,  is  that  we  should  be  extremely  care- 
ful how  we  apply  our  forceps  to  these  cases.  I  make  it  a  prac- 
tice in  my  hospital  work  to  have  the  woman  put  on  the  table, 
everything  prepared  for  symphyseotomy,  and  then  personally 
apply  my  axis-traction  forceps  to  the  sides  of  the  child's  head, 
and  not  to  the  sides  of  the  pelvis.  1  make  several  tractions, 
not  more  than  three  or  four,  and  if  the  head  follows  I  deliver 
it,  but  if  it  does  not  follow  three  or  four  fairly  strong  tractions  I 
take  off  the  forceps  and  do  a  symphyseotomy.  If  we  apply  the 
high  forceps  and  pull  until  tired  we  subject  the  woman  to  in- 
fection, and  if  we  then  subject  her  to  any  major  operation  the 
probabilities  are  that  she  will  succumb. 

I  must  confess  my  personal  experience  with  symphyseotomy 
is  not  very  encouraging.  We  had  a  large  number  of  cases  at 
the  Johns  Hopkins  Hospital  in  which  we  thought  we  would 
have  to  do  the  operation,  but  in  only  two  cases  has  the  opera- 
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tion  materialized.  One  case  was  reported  to  you  last  year  by 
Dr.  Dobbin.  The  second  case  was  that  of  a  woman  entering 
last  July,  upon  whom  I  made  diagnosis  of  a  tipping  downward 
of  the  vertical  column  into  the  pelvis.  Her  true  conjugate  was 
7i  centimetres,  and  we  determined  to  do  Cesarean  section. 
The  woman  refused,  however,  and  said  if  she  had  to  die  she 
would  prefer  not  to  be  operated  upon.  She  went  a  week  or  ten 
days  over  time,  and  after  going  into  labor  had  to  submit  to 
symphj^seotomy.  She  died  at  the  end  of  a  week  with  symp- 
toms of  embolism.  She  had  no  high  temperature,  but  we  were 
certain  about  the  sepsis  part. 

I  must  say  I  am  not  an  enthusiastic  symphyseotomist,  and  I 
think  the  vast  majoritj^  of  men  who  do  a  large  number  of  these 
operations  do  them  upon  cases  that  do  not  justify  it. 

Dr.  Cullen. — I  think  any  of  us  who  have  had  any  work  to 
do  with  sepsis  can  understand  that  there  may  be  sepsis  no 
matter  how  much  care  is  exercised.  If  symphyseotomy  be 
done  a  future  pregnancy  may  take  place  and  you  may  again 
have  the  same  trouble,  whereas  Cesarean  section  puts  an  end 
to  it. 

The  question  arises  whether,  if  you  do  a  Porro  operation,  you 
should  leave  the  appendages.  I  think  in  the  future  the 
Cesarean  section  will  be  the  operation,  and  that  if  the  uterus  be 
removed  the  appendages  should  be  left  in  nearly  every  case  to 
do  away  with  the  artificial  menopause. 

Dr.  Ashby, — I  reported  last  winter  a  case  in  which  the  wo- 
man had  a  conjugate  of  seven  centimetres,  with  an  apparently 
large  child,  and  I  was  satisfied  that  symphyseotomy  would  be 
required.  Preparation  was  made  for  the  operation,  the  patient 
was  put  on  the  table,  and  I  applied  forceps,  with  the  result  that 
after  a  pretty  good  traction  the  head  came  down  into  the  pel- 
vis and  the  child  was  delivered  without  difSculty.  I  think  the 
method  of  trying  delivery  should  be  miade  in  all  cases,  but  I 
agree  with  you  fully  that  traction  should  not  be  applied  for 
any  great  length  of  time. 

I  saw  a  case  with  Dr.  Brinton  once,  in  which  a  physician 
who  had  seen  the  case  before  Dr.  Brinton  had  tried  several 
times  to  use  the  forceps  and  had  bruised  the  tissues  a  great 
deal.  After  the  symphysis  was  opened  there  was  no  trouble  in 
delivering,  and  the  woman  (I  do  not  know  why)  was  not  in- 
fected. I  learned  a  few  days  ago  that  she  expects  to  be  con- 
fined again  soon. 

Dr.  Brinton. — Those  who  heard  Dr.  Hirst  here  last  winter 
must  have  been  surprised  at  the  statistics  he  gave.  It  shows 
that  men  are  apt  to  publish  their  favorable  cases  only.  The 
mortality  in  Baltimore,  counting  the  two  lives,  has  been,  I  think, 
75  per  cent.  The  average  man,  without  exceptional  facihties, 
cannot  do  Cesarean  section  without  25  per  cent  mortaHty,  or 
symphyseotomy  without  25  to  40  per  cent  It  is  a  very  costly 
operation,  and  unless  men  are  skilled  in  doing  this  kind  of  work 
it  must  give  a  high  mortality.  I  agree  with  Dr  Williams  that 
many  cases  are  operated  upon  that  should  not  be      This  is  espe- 
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cially  true  of  Paris.  I  know  in  Baltimore  of  five  operators  who 
have  operated  seven  times;  4  mothers  have  died  and  2  cliildren 
only  have  lived. 

Dr.  Neale. — I  refrained  from  mentioning  the  statistics  of 
these  operations,  because  one  can  prove  any  point  by  statistical 
evidence.  To  my  mind  the  Cesarean  operation  would  have 
been  preferable  for  this  woman,  because  it  would  have  sub- 
jected her  to  very  little  more  shock,  the  child  would  have  run 
less  danger  to  life,  and,  notwithstanding  the  mutilated  uterus 
and  cervix,  we  would  have  cut  otf  the  chances  of  hemorrhage 
and  sepsis.  As  regards  the  ease  and  facility  of  the  Cesarean 
section,  I  do  think  it  is  no  more  difficult  than  symphyseotomy. 

Dr.  J.  Whitridge  Williams  presented  a  paper  on 

THE    BACTERIA    OP    THE    VAGINA   AND     THEIR    PRACTICAL    SIG- 
NIFICANCE,   BASED   UPON   THE  BACTERIOLOGICAL  EXAM- 
INATION  OF   THE   VAGINAL   SECRETION   OF  NINETY- 
TWO    PREGNANT   WOMEN.' 

Dr.  Brinton. — I  am  verj^  glad  to  hear  Dr.  WiUiams" 
paper,  as  T  had  the  pleasure  of  hearing  his  former  paper  in  1893, 
and  I  am  especially  glad  to  hear  now  the  statement  that  after 
more  thorough  investigation  he  believes  in  the  majority  of  the 
cases  the  poison  must  come  from  without.  It  would  be  a  very 
dangerous  statement  to  say  that  in  a  certain  number  of  cases 
women  might  infect  themselves  at  childbirth.  When  Dr. 
Williams  read  his  paper  in  1893  we  were  somewhat  surprised 
that  he  could  have  found  that  the  woman  was  so  dangerous  to 
herself.  This  present  paper  must  have  required  a  great  deal 
of  labor  and  I  am  sure  must  be  correct.  I  have  always  be- 
lieved that  in  cases  of  puerperal  septicemia  the  poison  came 
from  without  and  not  from  within.  My  own  experience  has 
confirmed  that.  We  have  had  400  cases  in  our  hospital  with- 
out a  death  from  sepsis,  and  I  believe  it  is  possible,  with  rigid 
precautions,  that  a  thousand  women  can  be  delivered  without 
a  death  from  sepsis.  This  could  not  be  true  if  there  was  a 
possibility  of  autoinfection. 

Dr.  Neale. — Even  if  there  was  such  a  thing  as  autoinfec- 
tion, it  would  not  be  a  wise  thing  to  teach.  1  know  it  has 
been  my  habit,  and  perhaps  that  of  Dr.  Williams  also,  to 
teach  that  puerperal  infection  is  always  brought  from  without. 

Another  practical  point  is  the  harmful  nature  of  vaginal 
douching.  That,  I  am  happy  to  say,  the  paper  seems  to  abso- 
lutely settle.  I  need  only  refer  to  my  earlier  days  to  recall  a 
number  of  cases  of  sepsis  that  were  positively  produced  in  this 
way. 

Dr.  Williams. — I  would  just  like  to  add  that  this  second 
series  of  cases  that  I  have  just  reported  shows  what  a  danger- 
ous thing  the  examination  even  by  a  sterile  finger  is.  We 
found  that  in  the  use  of  sterile  glass  specula  we  carried  in 
organisms.  If  done  previous  to  labor  the  vagina  possesses  the 
'  See  this  Journal  for  October,  18t»8. 
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property  of  destroying  the  organisms;  but  when  the  woman  is 
in  labor  this  does  not  hold  good,  because  the  organisms  are  not 
killed  off  so  rapidly,  and  especially  in  the  latter  part  of  labor. 
No  matter  how  carefully  we  scrape  our  fingers,  we  cannot 
thoroughly  sterilize  them,  and  in  a  certain  number  of  cases 
they  must  carry  in  organisms.  That  teaches  us  that  we 
should  limit  vaginal  examinations  to  the  smallest  possible 
number,  or  do  away  with  them  entirely  if  we  can.  We  are 
now  learning  to  perfect  our  technique  so  that  we  can  effect 
delivery  by  external  palpation  alone,  or  at  most  not  to  make 
such  examinations  more  than  once  or  twice.  I  will  say  here 
that  if  restricted  to  external  palpation  or  to  vaginal  exami- 
nation as  the  means  of  determining  the  position  of  the  child, 
I  would  prefer  the  former,  for  you  will  fail  less  frequently 
by  it. 

Dr.  Browne. — I  would  like  to  ask  Dr.  Williams  if  in  any  of 
these  cases  where  he  got  the  secretion  by  means  of  the  glass 
tube  he  used  disinfectants  or  washed  the  external  genitals. 

Dr.  Williams  — No,  sir. 


Meeting  of  Novemher  8,  1898. 
The  President,  J.  Whitridge  Williams,  M.D.,  inthe  Chair. 
Dr.  W.  H.  Mosley  presented  a  case  of 

MYXOFIBROMA;  EXHIBITION   OF   SPECIMEN. 

The  patient  was  a  colored  woman,  about  40  years  of  age, 
whose  family  and  personal  histories  were  perfectly  negative. 
Her  menstruation  for  ten  years  had  been  profuse,  and  for 
three  or  four  years  irregular.  She  says  that  three  or  four  years 
ago  she  noticed  a  tumefaction,  beginning  in  the  right  iliac 
fossa  and  rapidly  extending  upward,  and  soon  afterward 
another  tumor  appeared  in  the  left  side.  She  came  under  my 
care  the  1st  of  last  June,  and  I  had  her  under  observation  for 
some  time,  because  her  general  condition  was  not  of  the  best 
and  I  wished  to  build  her  up.  On  account  of  extensive  bleed- 
ing I  put  her  on  thyroid  extract.  The  bleeding  diminished 
very  much  and  I  sent  her  out  of  the  hospital  for  a  while. 

She  came  back  into  the  hospital  in  October,  and  on  the  14th 
I  removed  this  growth.  It  was  adherent  to  the  upper  portion 
of  the  large  intestine,  and  the  appendix  had  to  be  dissected 
off.  On  the  left  side  the  growth  was  extensively  adherent  to 
the  omentuni.  The  growth  started  from  the  posterior  and 
lateral  portionsH>f  the  uterus,  and  the  cervix  was  stretched  out 
over  the  tumor  "^o  as  to  make  a  little  point  about  one-half 
inch  thick.  The  Vessels  were  very  much  enlarged,  the  ovarian 
veins  extended  up\over  the  face  of  the  tumor,  and  there  was 
bleeding  from  everV  point  where  the  tumor  was  shelled  out. 

The  tumor  has  sWunk  about  twenty-five  per  cent  in  size 
since  its  hardening  \n  formol,  but  it  weighed  after  the  opera- 
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tion  twelve  and  a  half  pounds.  The  patient  has  done  very- 
well,  the  only  trouble  being  extreme  shock  immediately  after 
the  operation,  the  pulse  reaching  150  and  the  temperature 
l(>3-|-°  within  twenty-four  hours,  but  it  gradually  came  down 
and  has  remained  about  normal.  There  has  been  nothing 
eventful  in  the  subsequent  history  of  the  case,  and  she  is  doing 
exceedingly  well. 

The  pathologist's  report  states  simply  that  it  is  a  myxofibroma 
28  centimetres  long,  30  centimetres  broad,  and  62  centimetres 
in  circumference. 

Dr.  T.  a.  Ashby  presented  a  paper  on 

INTESTINAL      LESIONS     ASSOCIATED     WITH     INTRA-ABDOMINAL 

OPERATIONS — REPORT   OF  FIVE   CASES   OF  RESECTION 

OF   THE    ILEUM. 

Dr.  B.  B.  Browne. — I  have  had  no  experience  with  the 
Murphy  button,  but  I  have,  however,  in  malignant  disease  of 
the  ileum  where  it  was  impossible  to  use  the  button,  brought 
out  the  ileum,  made  an  artificial  anus.  In  one  case,  performed 
about  a  year  ago,  although  the  malignant  condition  of  the 
bowel  remained,  the  patient  was  improved  very  much,  is  still 
living  in  very  good  health,  and  does  not  complain  of  much 
inconvenience. 

Dr.  W.  W.  Russell — Dr.  Ashby  spoke  of  the  Halsted 
method  prolonging  the  time.  I  have  had  no  personal  experi- 
ence with  it,  but  Dr.  Halsted  and  his  assistants  claim,  since 
they  have  introduced  the  dilatable  bags,  that  it  can  be  done 
now  within  ten  to  fifteen  minutes. 

This  experience  of  Dr.  Ashby  is  astonishing,  and  I  doubt 
if  any  one  else  has  seen  such  a  number  of  cases.  I  suppose  I 
have  seen  in  this  city  two  or  three  thousand  abdominal  opera- 
tions; there  has  been  among  these  but  one  case  of  end-to-end 
anastomosis  after  resection.  We  have  never  had  positive  in- 
dications for  end-to-end  anastomosis  except  in  this  case.  Fre- 
quently the  bowel  has  been  badly  torn,  but  we  have  always 
been  able  to  repair  it  by  direct  suturing. 

I  would  like  to  ask  Dr.  Ashby  what  he  considers  the  indica- 
tions for  resection  of  the  bowel,  because  it  is  a  very  important 
matter,  and,  considering  his  success,  he  should  be  able  to  tell 
us  exactly  what  they  are. 

Dr.  J.  Whitridge  Williams. — I  have  used  the  Murphy 
button  in  two  cases  and  my  experience  has  been  not  quite  so 
good  as  Dr.  Ashby's.  In  the  first  case  a  woman  with  tubercu- 
losis of  the  lungs  gave  birth  to  a  seven  months  child,  and  com- 
plained, during  a  day  or  so  preceding  the  birth,  of  sharp  pains  in 
the  abdomen.  The  child  was  born  without  any  great  trouble, 
and  for  the  first  day  or  so  the  woman  did  pretty  well,  there 
being  no  temperature,  but  considerable  pain  in  the  lower  part 
of  the  abdomen.  As  the  puerperium  went  on  pain  became 
more  marked,  and  I  found  it  impossible  to  move  the  bowels,  so 
the  diagnosis  of  obstruction  was  made.     The  woman  refused 
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to  be  operated  upon,  and  persisted  in  this  refusal  until  she  had 
been  vomiting  fecal  matter  for  three  days.  I  told  them  then 
that  her  chances  of  recovery  by  operation  were  not  good — in 
fact,  about  nineteen  out  of  twenty  that  she  would  die — but,  as  it 
was  the  only  thing  to  be  done,  I  performed  the  operation.  She 
had  gangrenous  areas  through  the  bowel,  the  starting  point 
having  been  a  tuberculous  ulcer,  and  the  intussusception  was 
several  inches  long;  the  diseased  parts  were  dissected  out  and 
the  Murphy  button  used,  but  the  woman  died  that  night. 

The  second  case  was  one  more  or  less  like  that  of  Dr.  Ash- 
by,  in  which  the  woman  had  an  intense  pelvic  inflammation, 
and  in  the  attempt  to  free  the  tubes  and  ovaries  I  tore  such  a 
large  hole  in  the  intestines  that  it  was  impossible  to  stitch  them 
together  without  almost  entirely  occluding  the  lumen.  This 
woman  made  a  perfect  recovery. 

In  spite  of  the  good  results  in  this  one  case  of  mine  and  the 
four  cases  of  Dr.  Ashby,  I  do  not  think  the  Murphy  button  is 
the  ideal  operation,  unless  the  woman  is  extremely  shocked. 
In  the  average  case,  where  the  woman  is  in  fair  shape,  I  do 
not  think  it  is  as  scientific  an  operation  as  the  end-to-end 
anastomosis. 

There  is  one  other  point  in  Dr.  Ashby's  paper  that  interested 
me — that  was  in  reference  to  the  first  case  with  perforation  of 
the  uterus.  It  is  foreign  tp  the  subject,  but  is  a  matter  much 
discussed  in  the  past  year,  and  you  will  pardon  me  for  referring 
to  it — that  is,  the  readiness  with  which  the  uterus  is  perforated. 
There  have  been  repeated  articles  concerning  the  introduction 
of  the  sound  into  the  uterus  to  a  much  greater  distance  than 
the  normal  length  of  this  organ;  some  observers  have  stated 
that  the  sound  went  into  the  tube,  others  that  the  uterus  was 
pushed  before  it,  while  others  claim  that  the  sound  had  perfo- 
rated the  uterus.  One  man  had  this  happen  to  him,  and  was 
so  pleased  with  it  that  he  took  out  the  sound  and  introduced  it 
again  three  times  to  demonstrate  it  to  the  students.  Nothing 
happened  to  this  woman,  but  I  believe  the  uterus  was  per- 
forated. 

I  remember  one  case  in  which  the  curette  suddenly  slipped 
and  disappeared  up  to  the  handle  in  the  operator's  hand. 
I  do  not  think  in  these  cases  it  is  necessary  to  suppose  that  the 
man  exercised  brute  force,  but  that  the  uterine  walls  were 
abnormally  soft  and  perforation  readily  occurred.  In  the  Cen- 
tralblatt  fiir  Gyndkologie  only  last  month  this  subject  is  con- 
sidered, and  the  author  refers  to  a  condition  which  he  calls 
edema  of  the  uterine  walls.  Through  such  a  uterus  a  sound 
might  perforate  almost  from  its  own  weight. 

Dr.  L.  E.  Neale. — In  connection  with  the  last  case  you 
mentioned,  Mr.  President,  I  would  say  that  there  are  cases  of 
perforation  of  the  uterine  wall  which  do  not  absolutely  necessi- 
tate surgical  procedures  for  their  recovery.  I  remember  one 
that  occurred  in  my  experience  about  fifteen  years  ago.  A 
colored  woman  came  into  the  dispensary  of  the  Maryland 
Hospital  for  a  uterine  hemorrhage  following  supposed  abortion 
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brought  on  with  criminal  intent.  What  instrument  she  had 
used  we  could  not  determine.  She  was  put  under  the  care  of 
two  advanced  students,  who  removed  with  fingers  and  curette 
fragments  of  placenta,  chorion,  etc.,  and  the  woman  walked 
back  to  the  dispensary  the  next  day,  but  on  examination  we 
found  that  the  cervix  was  patulous  and  the  finger  could  pass 
through  the  top  of  the  uterus  into  the  abdominal  cavity  and  be 
felt  on  abdominal  palpation.  Notwithstanding  our  lax  methods 
of  technique  in  those  days — no  less  than  five  men  passed  their 
fingers  through  this  perforation — she  was  put  to  bed,  given  one 
douche,  and  made  an  uninterrupted  recovery,  leaving  the  hos- 
pital within  ten  days  perfectly  well. 

Dr.  Ashby. — It  seems  to  have  been  my  misfortune  to  have 
these  cases.  I  did  not  invite  them  and  didn't  want  them,  but 
I  believe  the  method  I  employed  saved  four  cases  out  of  five, 
and  any  other  method  might  have  resulted  in  greater  mortality. 
As  for  the  indications,  I  think  if  Dr.  Russell  will  follow  each 
of  the  cases  given  they  will  be  found  well  marked.  In  the  first 
case  there  was  nothing  else  to  do.  Whether  I  ruptured  the 
uterus  or  not  I  do  not  know,  but  the  effects  were  the  same.  I 
am  willing  to  admit  that  I  did  the  whole  thing,  but  the  treat- 
ment I  gave  was  the  only  thing  that  could  be  instituted  in  that 
case.  In  the  second  case  I  had  a  large  broad-ligament  cyst, 
and  the  intestine  was  so  tied  up  that  I  could  not  separate  it,  so 
I  resected;  and  I  do  not  believe  any  other  method  of  treatment, 
unless  you  could  have  drained  the  sac,  would  have  done  any 
good  at  all.  To  drain  even  would  not  have  been  a  complete 
operation.  In  the  fourth  case  the  intestine  was  found  honey- 
combed by  abscess  and  was  really  rotten.  If  I  could  have 
taken  out  fifteen  or  twenty  inches  of  intestine  I  might  have 
saved  this  woman,  but  one  portion  was  tied  down  so  by  adhe- 
sions that  I  couldn't  get  it  up  and  approximation  was  not  per- 
fect. The  Murphy  button  did  not  hold,  she  became  infected 
and  died  of  septic  peritonitis.  I  do  not  know  of  any  other 
method  of  treatment  that  would  be  applicable  to  the  fifth  case. 

Of  the  cases  mentioned  by  Dr.  Neale  I  would  say  that  I  do 
not  suppose  there  is  so  much  danger  in  passing  the  hand 
through  a  clean  uterus  into  the  abdominal  cavity,  but  if  there 
was  any  septic  material  present  the  result  would  be  different. 

Dr.  G.  Brown  Miller  read  a  paper  on 

BACTERIOLOGICAL   INVESTIGATION   OF  UTERI   REMOVED   BY 

OPERATION. 

Dr.  J.  Whitridge  Williams. — Dr.  Miller's  paper  is  one 
of  ver}'-  considerable  interest  and  he  should  be  congratulated 
upon  having  done  such  a  large  number  of  cases.  It  is  very 
gratifying  to  know  that  the  gonococcus  is  the  most  frequent 
micro-organism  found  in  the  non-infected  uterus,  and  tliis  is 
the  general  belief.  At  one  time  I  examined  a  considerable 
number  of  pus  tubas  and  I  found  the  gonococcus  in  nearly  all, 
the  tubercle  bacilli  in  a  few  cases.     The  statements  that  Dr. 
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Miller  has  made  concerning  the  uterus  apply  just  as  well  to 
the  tubes. 

There  is  one  point  of  very  great  interest  brought  out  by  Dr. 
Miller — that  is,  that  we  may  get  an  infection  of  the  uterine 
cavity  without  the  introduction  of  the  finger  in  cases  in  which 
we  have  sloughing  material  in  the  cavity  or  a  continuous  dis- 
charge from  the  cervix  downward.  This  is  also  the  case  in 
obstetrics,  in  the  pregnant  woman.  When  one  comes  before 
you  and  says  that  the  vagina  of  the  pregnant  woman  is,  prac- 
tically speaking,  sterile,  you  will  ask  him  how  he  explains 
the  fever  in  neglected  labor  cases  in  which  the  women  are  not 
delivered  and  have  not  been  examined  by  anybody.  We  know 
that,  if  left  alone  in  cases  where  the  head  is  too  large  to  pass 
or  the  woman's  parts  too  small,  she  will  die  of  infection  or  the 
uterus  will  rupture.  The  infection  takes  place  by  direct  ex- 
tension from  the  external  genitalia,  by  the  vagina,  to  the  cervix 
and  into  the  uterus.  That  is  not  autoinfection  and  does  not 
speak  against  the  results  brought  forward  by  a  number  of  ob- 
servers concerning  the  relative  sterility  of  the  vaginal  secre- 
tions in  pregnant  women.  W.  W.  Russell, 

Secretary, 
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Meeting  of  October  20,  189S. 
The  President,  W.  B.  Dorsett,  M.D.,  in  the  chair. 

Dr.  Prewitt,  in  presenting  a  specimen  of 

EXTRAUTERINE   PREGNANCY, 

said:  I  saw  the  woman  for  the  first  time  yesterday  morning, 
and  on  making  inquiries  I  found  that  she  had  menstruated 
last  in  June  and  had  three  weeks  ago  what  was  seemingly  a 
miscarriage  at  the  end  of  the  third  month.  She  had  never 
been  pregnant  before.  The  physician  who  attended  her  at  that 
time  did  not  find  the  fetus,  but  there  were  some  well-defined 
membranes.  I  was  asked  to  see  the  case  yesterday  morning, 
and  on  examining  I  found  a  tumor  plainly  visible  above  the 
pubes,  which  could  not  be  separated  from  the  uterus,  and  was 
fixed  firmly  and  immovably  in  the  pelvis.  The  pelvic  portion 
was  solid,  while  the  upper  portion  was  C5'stic  and  fluctuated 
distinctly.  The  clinical  history  was  ill-defined  and  I  could 
not  learn  that  she  had  had  anything  wrong  about  the  pelvis 
before.  She  did  not  have  a  great  deal  of  pain  when  I  saw  her, 
and  never  had  had  distinct  collapse  in  connection  with  it. 
When  the  first  physician  saw  her  he  found  her  pulse  good— it 


OBSTETRICAL   AND   GYNECOLOGICAL   SOCIETY.  209 

was  never  over  100 — there  was  no  evidence  of  loss  of  blood, 
nothing  to  indicate  that  she  had  had  a  severe  hemorrhage. 
She  had  had  a  little  fever  the  last  few  days — night  before  last 
her  temperature  was  100°,  last  night  99° — and  I  determined  to 
make  an  exploratory  operation.  On  opening  the  belly  I  found 
an  adhesion  of  the  peritoneum  to  the  surface  of  a  distinct,  well- 
defined  sac.  The  peritoneum  was  thoroughly  adherent.  I 
stripped  the  peritoneum  from  the  front  of  the  tumor  and  went 
down  the  side,  and  presently  blood  escaped.  Evidently  I  had 
broken  into  the  sac.  I  then  thought,  This  is  an  extrauterine 
pregnancy.  After  getting  out  the  blood  and  fetus,  I  got  hold 
of  what  seemed  to  be  the  Fallopian  tube  and  tied  it  off.  It  cut 
through  very  suspiciously,  and  I  put  on  clamp  and  allowed  it 
to  remain  to  prevent  bleeding.  The  sac  was  then  packed  with 
gauze,  and,  as  she  was  much  collapsed,  a  pint  and  a  half  of 
salt  solution  was  injected  into  a  vein. 

Dr.  Dorsett. — Is  this  not  an  escape  of  the  fetus  from  the 
fimbriated  extremity,  and  so  a  case  of  abdominal  pregnancy 
rather  than  a  tubal  pregnancy? 

Dr.  LuTZ.^Did  you  find  the  ovary? 

Dr.  Prewitt. — No. 

Dr.  Brown. — Did  you  enucleate  the  sac? 

Dr.  Prewitt. — No;  it  was  a  firm  sac.  I  do  not  see  how 
such  a  sac  could  have  formed  in  three  weeks. 

Dr.  Crossen. — What  were  the  indications  for  an  immediate 
operation? 

Dr.  Prewitt. — The  presence  of  the  tumor  and  the  fever. 

Dr.  Crossen. — Was  she  getting  rapidly  worse? 

Dr.  Prewitt.  —Not  rapidly  worse,  but  she  had  fever. 

Dr.  Moore. — How  was  the  reaction  after  the  operation? 

Dr.  Prewitt. — She  was  pretty  cold. 

Dr.  Moore. — And  after  the  transfusion? 

Dr.  Prewitt. — The  pulse  improved  a  little  immediately,  but 
her  condition  was  one  of  collapse.  This  evening  I  saw  her, 
and  she  is  thoroughly  warmed  up,  bright,  and  cheerful.  The 
amount  of  blood  she  lost  I  do  not  think  was  enough  to  cause 
collapse  in  a  woman  in  ordinary  condition. 

Dr.  Lutz. — We  have  learned  to  make  a  diagnosis  of  extra- 
uterine pregnancy  with  comparative  readiness,  so  that  now, 
like  appendicular  inflammation,  it  is  supposed  to  occur  so 
much  oftener  than  formerly.  There  are  a  great  many  obscure 
things  about  this  case,  more  particularly  the  anatomy  of  it, 
which  unfortunately  cannot  be  cleared  up.  Had  I  anticipated 
this  presentation  I  could  have  brought  a  specimen  which  is 
much  more  simple  than  this,  but  which  illustrates  many  points 
in  connection  with  extrauterine  pregnancy. 

The  case  I  refer  to  was  that  of  a  woman,  about  28  years  old, 
who,  nine  years  prior  to  her  present  difficulty,  had  given  birth 
to  a  child  which  had  lived.  She  had  no  miscarriage  in  the 
meantime,  and,  while  she  was  always  a  delicate  woman,  had 
enjoyed  comparatively  good  health.     She  stated  that  for  two 

14 
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months  she  had  missed  her  menstruation  and  for  a  month 
had  had  very  considerable  pain  on  the  right  side  of  the  abdo- 
men; she  was  anemic,  but  apparently  had  no  evidence  of 
recent  loss  of  blood.  Her  temperature  was  100°,  and  on 
examination  I  found  an  exquisitely  tender  tumor  or  swelling 
covering  the  right  half  of  the  vaginal  roof,  which  could  be 
clearly  made  out  by  bimanual  palpation.  She  had  suffered,  as 
she  said,  pains  the  month  before  which  were  just  like  labor 
pains,  and  she  was  again  suffering  with  what  she  said  were 
clearly  labor  pains.  There  had,  however,  been  no  expulsion, 
or  rather  there  had  been  nothing  observed  in  her  vaginal  dis- 
charges. I  opened  the  abdomen  and  found  a  roof  formed  by 
the  intestines  and  omentum,  and  when  I  separated  the  adhe- 
sions some  blood  welled  up,  not  very  much  though,  and  there 
was  no  other  bleeding.  I  succeeded  in  enucleating  the  tube, 
the  ovary,  and  the  sac,  and  found  the  fetus  in  the  ruptured 
sac,  or  in  a  fossa  distinctly  surrounded  by  membranes,  and 
succeeded  in  removing  the  entire  mass  very  readily.  She  was 
about  two  months  pregnant. 

Now,  another  point  that  comes  up  in  connection  with  this, 
which  Dr.  Prewitt  mentioned  only  casually,  but  which  I  think 
is  a  very  important  matter  in  connection  with  these  cases,  is 
the  question  of  transfusion.  I  believe  that  we  do  not  transfuse 
often  enough;  I  believe  we  allow  our  patients  to  go  on  through 
a,  protracted  recovery,  after  the  loss  of  a  great  deal  of  blood — 
through  a  protracted  period  of  recovery,  which  period  could 
be  materially  shortened  by  transfusion.  In  my  own  experience 
I  am  free  to  confess  that  I  have  been  guilty  of  a  number  of 
sins  of  omission  in  that  direction.  It  is  only  in  extreme  cases 
that  transfusion  is  resorted  to  as  a  rule.  I  think  it  is  a  method 
that  should  be  much  more  often  employed,  especially  in  cases 
such  as  this,  where  a  large  quantity  of  blood  has  been  with- 
drawn and  where  the  heart's  functions  are  materially  influ- 
enced by  the  absence  of  a  proper  quantity  of  blood.  I  had  this 
subject  brought  home  to  me  this  summer  in  a  manner  that 
fairly  made  my  hair  stand  on  end.  I  had  done  a  laparatomy 
for  cystic  ovaries  in  a  young  woman  at  12  o'clock  noon,  and  I 
prided  myself  on  having  done  as  clean  an  operation  as  could 
be,  and  the  patient  seemed  to  get  along  very  well  during  the 
afternoon.  The  wound  had  been  closed  with  buried  suture 
and  an  occlusion  dressing.  At  9  o'clock  that  night  I  was 
hastily  summoned,  and  found  her  pulseless,  blanched,  and 
with  all  the  dressings  saturated  with  blood.  Just  as  rapidly 
as  I  could  I  got  her  into  the  operating  room,  removed  the 
dressings,  and  found  her  intestines  closing  the  abdominal  inci- 
sion; and  as  soon  as  I  put  my  hand  into  the  belly  I  found  the 
whole  abdominal  cavity  filled  with  blood,  and  of  course  the 
woman  was  pulseless  and  blanched.  She  was  so  shocked  that 
it  was  unnecessary  to  give  her  an  anesthetic;  she  lay  there 
almost  lifeless,  and  nothing  could  have  gratified  me  more  than 
to  see  how  her  pulse  came  up  under  the  use  of  an  intravenous 
injection  of  phj'siological  salt  solution;  a  quart  was  injected. 
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It  was  done  while  I  was  attending  to  the  checking  of  the 
bleeding.  I  found  that  both  ligatures  had  slipped  off.  This 
case  brought  home  to  me  very  forcibly  the  fact  that  I  can 
now  look  back  upon  cases  which  I  believe  I  could  have  mate- 
rially benefited  had  I  simply  transfused.  The  mere  mechan- 
ical presence  of  a  physiological  salt  solution  enabled  her  heart 
to  carry  on  its  action;  it  has  something  to  contract  upon.  It 
is  such  a  simple  procedure,  too,  that  no  one  can  object  to  it 
on  the  ground  of  difficulty  in  its  performance.  On  the  other 
hand,  the  objection  to  the  infusion  of  a  salt  solution  into  the 
connective  tissue  is  that  it  is  not  near  as  efficacious;  it  neces- 
sarily takes  some  time  for  this  material  to  be  absorbed;  and 
then  surely  you  do  not  get  the  mechanical  effect  from  the  pres- 
ence of  the  liquid  in  the  circulatory  system  near  as  well  nor 
as  speedily.  I  would  like  to  know  whether  any  of  the  other 
gentlemen  have  been  practising  transfusion  with  any  degree  of 
regularity. 

Dr.  Prewitt. — Did  the  patient  get  well? 

Dr.  Lutz. — Yes,  sir,  she  got  well,  but  through  no  fault  of 
mine. 

Dr.  Moore. — How  long  was  it  after  the  transfusion  before 
you  noticed  the  pulse  improve? 

Dr.  Lutz. — While  she  was  being  transfused. 

Dr.  Moore. — Dr.  Lutz  has  a  most  practical  idea  about  that 
thing,  if  it  is  as  valuable  as  he  imagines;  but  the  last  case  that 
I  remember  was  one  in  which  Dr.  Dorsett  was  present,  in 
which  our  late  colleague.  Dr.  Mooney,  operated  for  extraute- 
rine pregnancy.  The  hemorrhage  was  furious  at  the  time  of 
operation,  and  the  moment  the  packing  had  stopped  it  suffi- 
ciently to  satisfy  both  him  and  Dr.  Dorsett,  the  transfusion 
was  commenced.  The  patient  was  pulseless.  The  transfusion 
was  successfully  made,  and  a  flickering  return  of  the  radial 
pulse  was  perceptible,  but  she  died  in  a  few  hours. 

Dr.  John  Young  Brown. — The  case  presented  by  Dr. 
Prewitt  illustrates  the  importance  of  the  early  exploratory  in- 
cision. While  I  do  not  think  there  would  have  been  any  spe- 
cial danger  of  the  woman  dying  from  the  hemorrhage,  because 
it  was  well  walled  off,  the  dangers  as  presented  by  the  speci- 
men seem  to  have  been  in  the  way  of  septic  infection  of  the 
blood  mass.  From  a  pathological  point  of  view  it  looks  as  if 
the  pregnancy  occurred  in  a  tube  that  had  been  in  a  state  of 
chronic  inflammation  prior  to  the  pregnancy,  and  we  very  fre- 
quently find  this  condition.  As  Dr.  Dorsett  suggested,  there 
is  usually  a  period  of  sterility  prior  to  the  pregnancy.  From 
the  lack  of  shock  and  other  symptoms  when  the  diagnosis  of 
extrauterine  pregnancy  was  made,  it  seems  probable  that  the 
rupture  occurred  in  the  folds  of  the  broad  ligament  and  that 
the  blood  was  well  walled  off. 

Dr.  Dorsett. — In  the  absence  of  any  tissue  here  that  is 
Fallopian  tube,  I  would  say  that  this  is  either  a  case  of  ab- 
dominal pregnancy  or  a  case  of  intraligamentous  rupture.  Of 
course  cases  of  extrauterine  pregnancy  are  originally  tubal; 
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those  which  become  abdominal  are  those  in  which  the  fetus 
escapes  from  the  Fallopian  tube  into  the  abdominal  cavity  or 
passes  through  the  walls  of  the  tube  and  is  not  followed  by 
hemorrhage,  or  they  are  cases  that  escape  through  the  lower 
wall  of  the  Fallopian  tube  into  the  intraligamentous  cellular 
tissue.  Dr.  Prewitt,  of  course,  was  very  much  handicapped 
in  not  having  a  history  of  the  case  and  having  a  chance  to 
make  a  diagnosis  before  he  started  to  operate,  and  from  the 
fact  that  the  patient  was  in  such  a  condition  that  he  could  not 
make  as  much  of  an  examination  at  the  time  of  operating  as 
he  might  have  wished.  The  pedicle  that  he  tied  off  I  do  not 
think  was  Fallopian  tube  or  any  tissue  at  all;  it  was  simply 
blood  clot.  I  wish  to  say,  in  regard  to  the  point  that  Dr.  Lutz 
made  about  the  transfusion,  "that  it  is  a  very  easy  matter," 
that  has  not  been  my  experience.  In  some  individuals  who 
have  lost  a  considerable  quantity  of  blood  the  veins  are  not  as 
prominent  as  they  might  be  and  cannot  be  found  easily.  I  had 
an  experience  of  this  kind  about  three  months  ago  in  hemor- 
rhage after  a  laparatomy,  in  which  it  was  almost  impossible  to 
tap  the  vein;  we  had  to  cut  through  the  skin  and  dissect  down 
some  distance  before  we  could  tap  the  vein,  and  that  case 
taught  me  a  valuable  lesson.  Since  then,  in  everj''  case  where 
I  open  the  abdomen,  if  I  can  possibly  do  so,  particularly  if 
I  suspect  there  will  be  hemorrhage,  I  inject  into  the  bowel, 
after  the  patient  is  placed  on  the  operating  table,  a  large  quan- 
tity of  hot  normal  salt  solution;  then  I  am  prepared  for  any 
hemorrhage  or  shock  that  the  patient  is  likely  to  have.  Strange 
to  say,  it  matters  not  how  much  water  you  put  into  the  bowel; 
if  they  are  under  the  influence  of  chloroform  the}^  do  not  void 
it  when  in  the  Trendelenburg  position.  When  the  patient  is 
taken  back  to  bed  after  the  operation,  even  if  the  operation 
lasts  only  a  short  time,  no  water  comes  from  the  bowel,  show- 
ing that  it  is  absorbed.  Then  if  you  also  give  the  patient  a 
little  strychnia  it  will  help  to  hold  her  up;  and  in  this  way 
you  avoid  the  embarrassment  of  having  the  assistants  caution- 
ing you  to  hurry  up  when  you  have  not  completed  the  opera- 
tion, that  the  patient  is  getting  in  bad  condition,  that  the  respi- 
ration is  getting  bad.  If  you  have  given  strychnia  before  and 
injected  the  water  into  the  bowels  you  are  most  likely  spared 
this.  Clark  and  others  have  advocated  giving  the  patient 
large  quantities  of  water  in  the  rectum  to  prevent  thirst  after 
laparatomy,  and  also  have  them  drink  quantities  of  water  be- 
fore the  operation. 

Dr.  Prewitt. — Since  the  operation,  in  dressing  the  case,  I 
have  removed  the  packing,  passed  my  fingers  into  the  sac,  and 
convinced  m3^self  that  this  was  a  case  of  intraligamentous  rup- 
ture. On  close  examination,  too,  of  the  specimen,  what  seemed 
the  Fallopian  tube  appears  to  be  a  long,  fibrinous  clot. 

Dr.  Gehrung. — I  have  seen  cases  where  a  comparatively 
small  hemorrhage  seemed  to  deplete  the  patient  so  completely 
that  I  thought  she  would  die,  and  to  all  appearance  she  was 
dead.     We  had  no  other  apparatus  on  hand  but  a  number  of 


OBSTETRICAL  AND   GYNECOLOGICAL   SOCIETY.  213 

hypodermatic  syringes,  and  by  means  of  these  we  injected  nor- 
mal salt  solution.  As  rapidly  as  four  or  five  persons  could  fill 
them,  I  plunged  them  into  the  tissues  until  from  one  hundred 
to  one  hundred  and  fifty  punctures  had  been  made  and  the  pa- 
tient was  thoroughly  revived.  I  thought  it  still  advisable  to 
,  make  an  intravenous  injection  for  safety's  sake,  but  found  it 
impossible  on  account  of  the  smallness  of  the  veins. 


Meeting  of  November^  17,  1S98. 
The  President,  W.  B.  Dorsett,  M.D.,  in  the  Chair. 
Dr.  H.  S.  Crossen  read  a  paper  on 

VESICO-VAGINAL  OPENING   AS   A   MEANS   OF   BLADDER 
DRAINAGE   IN   PLASTIC   WORK   ON   THE    URETHRA.' 

Dr.  T.  F.  Prewitt. — I  think  the  doctor  certainly  adopted 
the  proper  course.  In  cases  where  we  make  a  new  urethra  we 
are  obliged  to  divert  the  urine.  I  recently  operated  on  a  boy 
in  whom  I  made  a  new  urethra,  and  I  made  a  suprapubic 
cystotomy  so  as  to  drain  the  bladder;  otherwise  I  should  not 
have  had  complete  union. 

Dr.  Dorsett.— How  do  you  accomplish  suprapubic  drain- 
age ? 

Dr.  Prewitt. — With  a  siphon;  a  long  tube  passing  either 
into  a  bottle  or  along  the  side  of  the  bed. 

Dr.  Neville. — You  would  not  advise  that  in  the  case  of  a 
female  ? 

Dr.  Prewitt. — I  would  in  a  case  of  vesico-vaginal  fistula 
where  you  did  not  have  room  to  make  a  vesico-vaginal  open- 
ing. 

Dr.  Dorsett. — I  saw  a  very  pretty  operation  done  by  Price 
at  one  of  the  hospitals  in  Pittsburg  during  the  last  meeting  of 
the  American  Association  of  Obstetricians  and  Gynecologists, 
in  which  there  was  a  syphilitic  ulceration  and  the  anterior  wall 
of  the  vagina  had  sloughed  away  so  you  could  stick  the  finger 
under  the  pubes  directly  into  the  bladder;  and  he  did  this  opera- 
tion with  silkworm  gut,  and  used  perforated  shot  to  fasten  the 
sutures  on  the  side,  which  was  a  very  pretty  thing.  He  claims 
that  these  syphilitic  lesions  heal  up  very  kindly  with  him,  but 
I  think  that  is  contrary  to  the  general  experience  and  belief. 

Dr.  Willis  Hall  — Did  you  keep  the  patient  under  treat- 
ment after  the  operation  ? 

Dr.  Crossen. — Yes.  I  got  the  ulcers  healed,  except  a  very 
small  area.  The  urine  seemed  to  keep  that  irritated,  and 
there  was  no  further  progress  toward  healing.  Possibly  it 
would  have  been  better  to  have  waited  longer. 

Dr.  Dorsett. — You  made  a  ventral  fixation  of  the  uterus 
first  ? 

^  See  original  article,  p.  179. 
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Dr.  Crossex. — No;  that  was  the  second  operation.  I  simply 
sewed  the  flap  up  the  first  time,  and  that  operation  was  a  fail- 
ure.    That  was  done  without  drainage. 

Dr.  Dorsett. — About  four  weeks  ago  I  did  a  ventrofixation 
in  a  very  nervous,  hysterical  woman,  and  she  has  incontinence 
of  urine  as  a  result.     I  do  not  know  but  what  if  she  were  rid^ 
of  her  neurotic  condition  she  might  retain  the  urine. 

Dr.  Prewitt. — Is  there  any  irritation  of  the  bladder  ? 

Dr.  Dorsett. — I  do  not  know.  She  has  had  no  pain.  She 
does  not  know  when  she  is  going  to  pass  the  urine;  or,  if  she 
has  desire  to  do  so,  before  she  can  get  the  bedpan  under  her 
it  has  passed.  I  never  had  such  a  case.  As  I  said  before,  she 
is  neurotic,  and  it  is  probable  that  has  a  great  deal  to  do  with  it. 

Dr.  Gehrung. — It  is  possible  that  the  uterus  has  been 
pressed  against  the  bladder  sufficiently  to  cause  it  to  overcome 
the  sphincter. 

Dr.  Crossen  presented  a  specimen  of 

ANENCEPHALUS, 

a  fetus  with  the  cranial  bones  and  the  brain  practically'absent, 
the   brain  being  represented    by  an  irregular,  soft,  vascular 


Fig.  1  — Anencephalus— front  view. 


Fig.  2.— Anencephalus— side  view. 


mass  covering  the  base  of  the  skull  (see  photograph).     The 
mother   was  a  colored  woman  25  years  okl   and   apparently 
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healthy.  She  gave  birth  to  a  healthy  child  seven  years  ago. 
No  abortions  or  miscarriages,  no  evidence  of  syphilis.  The 
fetus  was  about  two  weeks  premature  and  lived  one  hour  and 
ten  minutes.  The  heart  pulsation  continued  during  the  time 
mentioned,  but  there  was  no  natural  respiration — only  two  or 
three  feeble  gasps.  Artificial  respiration  was  kept  up  as  long 
as  there  was  any  heart  beat. 

It  was  a  head  presentation,  position  O.  L.  A.  The  deformity 
of  the  head  made  it  difficult  to  determine  the  presentation  in 
the  examination  during  pregnancy.  My  assistant  thought  it 
was  a  breech  presentation,  because  the  hard,  jrounded  vertex 
could  not  be  felt  in  the  lower  part  of  the  uterus.  After  a  care- 
ful examination  I  noted  on  the  history  that  the  head  was  down 
but  that  it  was  very  small.  I  thought  that  the  soft  mass  felt 
where  the  hard  vertex  should  be  was  probably  the  placenta  inter- 
posed between  the  examining  finger  and  the  presenting  part. 
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Abstract  of  the  Proceedings  of  the  Eleventh  Annual  Meeting, 
HELD  AT  Memphis,  December  6,  7,  and  8,  1898. 

The  President,  Richard  Douglas,  M.D.,  of  Nashville, 
Tenn.,  in  the  Chair. 

Dr.  W.  D.  Haggard,  Jr.,  of  Nashville,  Tenn.,  read  a  paper 
entitled 

A  PLEA  FOR  THE  MORE  CORRECT  APPLICATION  OF  THE 
EMMET  METHODS  IN  PLASTIC  SURGERY. 

The  essayist  feelingly  referred  to  the  pioneer  work  of  Sims, 
and  said  that  the  brilliant  achievements  in  abdominal  surgery 
have  so  far  outshone  the  humbler  plastic  operations  that  their 
perfection  has  been  very  much  impaired.  The  apothegm  that 
"  whenever  anything  is  as  good  as  it  can  be,  it  cannot  get 
better"  is  particularly  applicable  to  the  work  of  the  early 
school  of  gynecologists.  It  is  equally  axiomatic  that  when 
progress  approximates  perfection  it  ceases  to  improve  and  de- 
cadence ensues. 

Plastic  surgery  of  the  vaginal  walls  and  cervix  uteri  of  the 
present  is  a  polyglot  of  many  methods,  widely  differing  in 
principle  and  hopelessly  diverging  in  practice.  It  is  usually 
the  hete-noire  of  the  practitioner,  the  unfruitful  field  of  the 
general  surgeon,  and  the  negligee  work  of  the  gynecologist. 
It  is  not  that  we  love  it  less,  be  it  said,  but  that  we  love  major 
work  better. 
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The  extension  of  the  method  of  Sims  in  fistula  to  injuries  of 
the  adjacent  soft  parts  was  made  by  Emmet.  The  essayist 
traced  the  evolution  and  perfection  of  the  operation  on  the 
cervix. 

Dr.  Haggard  described  the  mechanics  of  the  production  of 
rectocele  associated  with  the  common  transverse  tear  of  the 
posterior  vaginal  wall  involving  the  pelvic  fascia,  which  is  the 
essential  pathology  in  this  injury.  The  rational  correction  of 
this  complex  condition  then  would  be,  not  to  sew  the  labia  to- 
gether, which  is  the  popular  procedure  in  one  class  of  opera- 
tions, nor  to  denude  an  arbitrary  area  of  fanciful  shape  on  the 
rectocele  and  bring  the  edges  of  the  raw  patch  together,  after 
the  fashion  of  another  class.  It  would  rather  be,  in  the  lan- 
guage of  Emmet,  "  to  catch  up  the  retracted  pelvic  fascia  at 
such  a  point  and  in  such  a  manner  as  to  take  in  the  slack,"  as 
it  were,  of  the  fascia  throughout  the  pelvis.  By  this  procedure 
the  displaced  posterior  vaginal  wall  is  certainly  lifted  up  and 
drawn  forward  in  contact  with  the  vesico- vaginal  septum.  As 
the  steps  of  the  operation  advance,  the  displaced  anus  is  lifted 
upward  and  forward,  the  everted  tissues  at  the  vaginal  outlet 
gradually  rolled  in,  and  the  separated  levator  ani  muscles 
brought  together.  He  accentuated  the  essential  features  in 
detail.  The  classical  operation  for  the  complex  tear  of  the  peri- 
neum is  more  amenable  to  pictorial  description,  and  he  believes 
it  is  more  generally  understood.     He  minutely  depicted  it. 

In  every  branch  of  art  there  is  a  troop  of  imitators  who  fol- 
low so  closely  the  hall-marks  of  the  original  that  the  specious 
can  scarcely  be  distinguished  from  the  genuine.  So  closelj' 
are  mannerisms  copied  in  literature,  art,  sculpture,  and  the 
drama  that  the  imitators  create  a  distinctive  school.  This  ac- 
curacy of  duplication  is  rendered  possible  by  the  faithful  and 
scrutinizing  study  of  the  original  pattern. 

The  unlimited  opportunities  for  the  study  of  models  in  the 
arts  are  obviously  impracticable  in  plastic  surgery.  We  can- 
not all  have  the  privilege  of  seeing  Emmet,  although  a.  distin- 
guished Fellow  of  this  Association  says  that  every  one  who 
aspires  to  do  this  work  ought  to.  Dr.  Haggard  regrets  that 
many  of  Dr.  Emmet's  jjupils  do  not  or  cannot  copy  his  methods, 
and  he  does  not  hesitate  to  say  that  those  who  do  conscien- 
tiously strive  to  imitate  him  fall  far  short  in  their  efforts,  but 
they  have  at  least  the  satisfaction  of  having  a  correct  concep- 
tion of  the  highest  ideals  in  surgery. 

THE   TREATAIExVT   OF   COMPLETE    RUPTURE    OF   THE   PERINEUM 
BY    DISSECTING    OUT   THE   SPHINCTER   MUSCLE,    AND    ITS 
DIRECT   UNION  BY   BURIED   SUTURES. 

Dr.  Howard  A.  Kelly,  Baltimore,  Md.— The  results  of 
the  best  methods  of  the  treatment  of  complete  tears  of  the  peri- 
neum are  not  entirely  satisfactory  in  a  large  percentage  of 
cases.  The  control  over  liquid  motions  and  flatus  is,  as  a  rule, 
not  secured  immediately,  and  it  is  usually  necessary  to  en- 
courage the   patient    by    telling   her  that  she  "  will  have  to 
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learn  to  control  the  muscle  in  the  course  of  time."  Such  a 
control,  more  or  less  perfect,  is  gained  in  the  course  of  several 
months.  This  defect  in  our  present  procedures  is  due  to  a 
faulty  approximation  of  the  sphincter  ends,  which  lie  buried  in 
a  pit  and  are  therefore  difficult  to  bring  into  accurate  firm 
apposition  by  sutures  embracing  a  considerable  quantity  of 
tissue  surrounding  the  sphincter  ends.  He  proposes,  there- 
fore, the  deliberate  dissection  and  freeing  of  the  sphincter  ends, 
drawing  them  out  about  one  and  a  half  centimetres  from  the 
tissues,  cutting  off  the  scarred  ends,  and  effecting  a  direct 
union  of  the  freshened  ends  by  two  or  three  buried  catgut 
sutures. 

He  was  led  to  do  this  operation  by  his  experience  in  a  case 
which  had  been  operated  upon  six  times  with  a  result  which, 
judged  by  superficial  appearances,  was  perfect,  and  yet  the 
patient  had  no  control  over  her  bowel  functions.  He  made  a 
semilunar  incision  around  the  anterior  periphery  of  the  anus, 
and  found  the  right  sphincter  end  buried  in  scar  tissue  in  the 
median  line,  while  that  of  the  left  side  was  ectopic  and  attached 
out  under  the  ischial  tuberosity.  The  sphincter  ends  were 
united  directly  by  buried  catgut  sutures  and  the  skin  wound 
closed,  and  union  took  place  per  primam.  In  addition  to  these 
buried  catgut  sutures  a  splinting  suture  of  silkworm  gut  is 
passed  through  the  middle  of  the  sphincter  near  the  edges  of 
the  wound,  and  on  up  through  the  septum,  splinting  the  ends 
together  and  taking  the  tension  off  the  catgut  He  has  since 
taken  the  hint  given  by  this  case  and  adopted  a  similar  pro- 
cedure in  six  cases  of  complete  tear  of  the  perineum  due  to 
confinement.  Two  additional  cases  were  operated  upon  by  Dr. 
W.  W.  Russell  and  one  by  Dr.  Ramsay.  In  each  instance 
there  was  a  surprising  difference  between  the  new  and  older 
methods,  noted  at  once  in  the  earlier  stages  of  the  convales- 
cence, and  the  patient  was  immediately  conscious  of  perfect 
control  of  her  functions.  The  bowels  should  never  be  locked 
up. 

Great  care  must  be  taken  not  to  leave  any  dead  spaces  in 
closing  the  remainder  of  the  wound  in  the  usual  way,  in  order 
to  avoid  all  risk  of  infecting  the  buried  sutures. 

He  only  recommends  this  operation  to  those  who  possess 
considerable  skill  in  doing  plastic  operations  and  in  securing  a 
snug,  accurate  adaptation  of  the  parts. 

Dr.  Lewis  S.  McMurtry,  of  Louisville,  Ky.,  read  a  paper 
on 

THE  TREATMENT  OP  CANCER  OF  THE  UTERUS. 

He  said  that  the  treatment  of  uterine  cancer  had  not  shared 
proportionately  in  the  great  advance  of  modern  pelvic  surgery. 
While  other  diseases  which  were  long  the  opprobria  of  medical 
and  surgical  science  and  art  had  been  made  amenable  to  sur- 
gical treatment,  the  treatment  of  cancer  of  the  uterus  was 
practically   where   it   was   twenty  years   ago.     Cancer  of  the 
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uterus  was  a  very  common  disease.  Women  were  more  sub- 
ject to  cancer  than  men,  and  in  quite  one-third  of  all  cases  of 
cancer  in  women  the  uterus  was  the  seat  of  the  disease.  The 
disease  occurred,  as  a  rule,  between  the  ages  of  30  and  50,  at- 
taining its  maximum  prevalence  at  the  menopause.  It  was 
rare  in  unmarried  and  sterile  women,  and  was  most  common 
with  mothers  of  large  families.  Race  and  environment  have 
much  to  do  with  its  development.  It  has  been  the  experience 
of  the  essayist  that  the  disease  is  proportionatelj"  rare  in  the 
negro  race.  From  a  careful  statistical  study  Billings  declares 
that  cancer  is  slowly  but  steadily  on  the  increase,  and  that  its 
greatest  prevalence  is  in  nations  which  have  attained  the  high- 
est state  of  civilization.  In  1893  London  alone  lost  3, -412  of 
her  population  from  this  disease,  a  percen  kage  of  3.73  of  the 
total  death  rate  for  the  year.  Cancer  of  the  corpus  uteri  is 
rare  in  comparison  with  the  common  exhibition  of  the  disease 
in  the  cervix,  but  not  so  uncommon  as  was  formerly  under- 
stood. Cancer  of  the  cervix  originates  (1)  in  the  squamous 
epithelium  of  the  vaginal  portion  of  the  cervix,  (2)  in  the  cj"lin- 
drical  epithelium  of  the  cervical  mucosa,  and  (3)  in  the  epithe- 
lial lining  of  the  cervical  glands.  Cancer  of  the  body  of  the 
uterus  originates  in  the  epithelial  structures  of  the  endome- 
trium. 

The  treatment  of  uterine  cancer  consists  in  a  variety  of  ope- 
rative procedures  leading  up  to  the  most  recent  operation  of 
combined  abdominal  and  vaginal  extirpation.  The  names  of 
Verneuil,  Carl  Braun,  Schroder,  Pawlik,  Koeberle,  and  Byrne 
are  associated  with  high  amputation  of  the  cervix  with  ecra- 
seur,  cautery,  and  knife.  High  amputation,  as  practised  by 
Schroder,  attained  the  greatest  favor  and  maintained  its  posi- 
tion over  hysterectomy  until  1886.  Prior  to  this  time  hyste- 
rectomy had  such  a  high  mortality  (15  per  cent)  that  high 
amputation  deserved  preference.  In  1886  the  operation  of 
total  vaginal  extirpation  was  revived  by  Martin,  Leopold,  and 
Olshausen.  Since  that  time  this  operation  has  been  very  gene- 
rally adopted,  and  is  to-day  the  accepted  treatment  for  the 
radical  cure  of  cancer  limited  to  the  uterus  itself.  With  the 
modern  perfected  technique  the  mortalit}^  of  this  operation  is 
reduced  to  about  4  per  cent. 

The  doctor  referred  to  the  statistics  of  vaginal  hysterectomy 
as  given  by  Pozzi  in  the  third  edition  of  his  treatise  on  gyne- 
cology, an  analysis  of  which  does  not  strengthen  or  inspire 
confidence  in  the  ultimate  results  of  this  procedure.  He  said 
that  claims  are  being  made  for  the  permanent  cure  of  uterine 
cancer  bj^  hysterectomy  which  could  not  be  realized.  Of  all 
the  cases  of  uterine  cancer  which  apply  for  treatment,  only  a 
small  proportion  are  within  the  scope  of  a  clean  extirpation  by 
vaginal  hysterectomy.  The  large  number  of  cases  in  which 
the  disease  recurs  at  the  site  of  operation  within  a  few  weeks 
demonstrates  that  the  operation  is  in  most  cases  simply  a  re- 
section, leaving  behind  sufficient  disease  for  continued  activity. 
His  personal  experience  with  this  operation  has  been  discour- 
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aging.  "Vaginal  hysterectomy  for  cancer  has  never  been  a 
favored  operation  with  him.  During  the  past  year  he  has 
done  the  operation  in  five  cases,  wl:iich  were  selected  as  most 
favorable  for  permanent  cure.  In  all  the  disease  was  discov- 
ered early,  and,  so  far  as  macroscopic  evidence  could  show,  it 
was  limited  to  the  uterus  itself.  The  organ  was  normally  mo- 
bile. Of  these  five  cases  treated  by  vaginal  hysterectomy,  two 
had  recurrence,  one  in  the  bladder,  the  other  in  the  vaginal 
fornix  at  the  cicatrix,  within  five  months  after  operation. 
These  were  selected  cases  in  which  the  disease  was  early  rec- 
ognized; the  patients  were  under  50  years  of  age  and  well 
nourished.  The  operation  was  done  with  a  view  of  going  far 
be5^ond  the  region  of  probable  infiltration  and  removing  the 
appendages  with  the  uterus.  Based  on  his  own  previous  ex- 
perience and  that  of  other  operators,  it  is  doubtful  if  one  of  the 
three  remaining  cases  will  be  living  at  the  end  of  three  years 
from  the  time  of  operation. 

The  histological  structure  of  the  uterus  and  adjacent  struc- 
tures is  exceptionally  favorable  for  disseminating  this  disease. 
The  rich  lymphatic  distribution  here  is  an  active  means  of  in- 
fection, but  the  studies  of  Cullen  show  that  the  activity  of 
lymphatic  invasion  has  been  exaggerated  and  that  the  common 
mode  of  infection  is  along  continuous  structures.  Extension  is 
most  rapid  around  the  vaginal  vault,  forward  and  downward 
under  the  bladder,  and  in  the  base  of  the  broad  ligaments. 
The  common  invasion  of  the  vagina  by  implantation  about  the 
cancerous  cervix  has  suggested  to  Werder  the  method  he  has 
practised  of  total  excision  of  the  uterus  and  vagina  by  supra- 
pubic operation. 

In  conclusion.  Dr.  McMurtry  considered  in  detail  the  choice 
of  operation  for  the  several  classes  of  cases  of  carcinoma  of  the 
uterus  which  are  presented  to  the  surgeon  for  treatment.  For 
advanced  cases,  where  the  entire  field  of  evident  invasion  can- 
not be  removed,  he  advocated  thorough  curettage,  scraping 
away  necrosed  tissue,  emptying  obstructed  pus  accumulations, 
washing  out  debris,  and  establishing  drainage  and  antisepsis. 
Such  local  treatment  will  reduce  septic  intoxication,  prolong 
life,  and  promote  comfort.  All  operations  for  radical  cure 
should  be  limited  to  cases  in  which  the  disease  is  recognized 
suflBciently  early  for  thorough  removal  of  invaded  structures. 
This  will  be  best  accomplished  in  the  majority  of  cases  by  ab- 
dominal section  and  removal  of  uterus  from  above,  including 
liberal  portions  of  adjacent  structures,  especially  the  upper 
portion  of  the  vagina,  where  implantation  from  the  cervix  is  so 
often  found.  While  liberal  excision  of  suspicious  areas  of  tis- 
sue should  be  done,  it  will  rarely  be  found  necessary  to  remove 
the  subperitoneal  lymphatic  glands,  since  their  enlargement 
has  often  been  found  inflammatory  in  character  instead  of  can- 
cerous. The  field  of  vaginal  hysterectomy  should  be  limited 
to  the  few  cases  of  early  diagnosis  in  which  operation  can  be 
done  before  deep  extension  of  the  disease.  Efforts  for  pro- 
phylaxis should  be  most  diligent  and  should  be  of  universal 
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application.     All  ulcerative  and  cicatricial   lacerations  of  the 
cervix  should  be  repaired  as  a  prophylactic  measure. 

Dr.  William  L.  Rodman,  of  Louisville,  asked  the  mem- 
bers to  give  their  experience  relative  to  the  frequency  of  cancer 
in  the  black  and  the  white  races.  He  was  rather  surprised  to 
hear  of  the  inf  requency  of  the  disease  in  the  negro  woman.  Ac- 
cording to  the  last  census  statistics  of  Billings,  cancer  of  the 
uterus  is  more  common  at  all  ages  in  the  black  than  in  the 
white  race.  This  is  also  the  experience  of  Matas,  who  has  ex- 
amined the  records  at  the  Charity  Hospital  in  New  Orleans. 
An  examination  of  all  deaths  recorded  by  the  Health  Depart- 
ment of  Louisville  for  the  past  thirty  years  corroborated  the 
same  view. 

Dr.  Ernest  S.  Lewis,  of  New  Orleans,  stated  that  while  he 
had  not  observed  a  very  marked  difference  in  the  relative  im- 
munity of  negro  women  to  cancer  of  the  uterus,  still,  if  his 
experience  was  not  at  fault,  he  thought,  owing  to  their  unclean- 
liness,  their  mode  of  living,  and  to  the  more  frequent  accidents 
to  which  they  are  subject  during  labor,  they  are  particularly 
prone  to  cancer  of  the  uterus.  With  regard  to  the  results  of 
all  operations  for  cancer  of  the  uterus,  he  indorsed  everything 
Dr.  McMurtry  had  said.  He  could  only  recall  one  case  of 
vaginal  hysterectomy  for  cancer  that  lived  for  eight  years, 
after  which  the  disease  returned  and  the  patient  finally  died. 
The  disease  is  so  liable  to  return  that  he  considered  any  opera- 
tion as  palliative,  and  he  believed  that  would  be  the  result  of 
the  abdominal  operation  advocated  by  Dr.  McMurtry,  particu- 
larly in  advanced  cases;  and  if  cases  are  met  with  in  the  inci- 
piency  of  the  disease,  in  his  opinion  as  much  could  be  accom- 
plished by  the  vaginal  as  by  the  abdominal  operation. 

Dr.  Virgil  O.  Hardon,  of  Atlanta,  said  during  his  seven 
years'  connection  with  the  Grady  Hospital  he  had  reason  to 
believe  that  cancer  of  the  uterus  was  more  frequent  in  negro 
women  than  in  white  women.  He  had  been  led  by  his  experi- 
ence in  the  treatment  of  uterine  cancer  to  the  same  conclusion 
as  that  reached  by  the  essayist,  except  he  had  been  led  to  go 
further.  He  had  operated  for  cancer  of  the  womb  by  vaginal 
extirpation,  by  the  abdominal  method,  and  by  the  combined 
method,  and  he  had  never  yet  operated  upon  a  case  where  re- 
currence did  not  take  place  sooner  or  later,  and  for  this  reason 
he  had  lost  all  confidence  in  operative  measures  as  a  means  of 
effecting  a  permanent  cure.  However,  he  had  no  doubt,  on 
theoretical  grounds,  that  if  cases  are  seen  sufficiently  early  a 
permanent  cure  might  be  effected  by  surgical  interference. 

Dr.  Howard  A.  Kelly,  of  Baltimore,  remarked  that  he 
was  astounded  at  the  trend  the  discussion  had  taken,  because 
he  had  seen  dozens  of  cases  of  cancer  of  the  uterus  that  had 
remained  well  for  a  number  of  years  after  having  undergone 
surgical  intervention,  removing  the  uterus  either  by  vagina  or 
by  the  abdomen.  He  found  carcinoma  of  the  uterus  as  fre- 
quently in  negroes  as  in  white  women. 

Dr.  J.  Wesley  Bovee,  of  Washington,  D.  C,  said  that  his 
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experience  in  the  radical  treatment  of  cancer  of  the  uterus  had 
been  more  satisfactory  than  what  he  had  been  hearing  to-day. 
He  knew  of  a  good  many  cases  upon  which  he  had  operated 
that  had  gone  on  for  three  years  or  more  without  a  recurrence 
of  the  disease.  He  had  done  three  operations  after  the  manner 
described  by  Werder  in  The  American  Journal  of  Obstet- 
rics last  winter,  and  he  was  much  pleased.  In  each  case  he 
adopted  the  abdominal  rather  than  the  vaginal  route,  believing 
a  more  radical  operation  could  be  performed  by  this  method . 
He  had  great  hopes  for  the  future  treatment  of  cancer  of  the 
uterus  by  complete  abdominal  hysterectoiny  undertaken  early. 

Dr.  William  L  Robinson,  of  Danville,  said  that  when  the 
parts  have  become  infected  beyond  the  uterus,  no  dissection, 
however  extensive,  would  ever  remove  the  cause.  When  the 
disease  has  extended  beyond  the  uterus,  he  believed  it  was  be- 
yond the  power  of  any  surgeon  to  thoroughly  remove  it. 
Therefore,  unless  an  operation  be  done  very  early,  he  would 
not  advise  the  removal  of  the  uterus. 

Dr.  W.  E.  B.  Davis  was  profoundly  impressed  with  the 
position  taken  by  Dr.  Lewis  as  to  the  ultimate  outcome  of  cases 
of  cancer  of  the  uterus,  believing  his  position  is  correct.  There 
is  no  man  in  America  who  has  had  a  larger  experience  in  the 
treatment  of  cancer  of  the  uterus  than  Dr.  Lewis,  of  New  Or- 
leans, and  the  profession  were  familiar  with  his  great  skill  as 
a  surgeon,  hence  his  experience  regarding  uterine  cancer  was 
certainly  valuable. 

Dr.  McMurtry,  in  closing  the  discussion,  said  he  could  not 
indorse  the  view  that  Dr.  Kelly  takes  with  reference  to  the 
ultimate  results  of  the  operative  treatment  of  cancer  of  the 
uterus.  He  knew  that  Kelly's  work  in  this  direction  has  been 
extensive  and  that  his  reports  are  sincere  and  reliable,  but 
there  are  a  great  many  surgeons  working  in  the  same  line, 
who  have  done  thorough,  faithful,  skilful  work  in  the  radical 
treatment  of  uterine  cancer,  who  doubt  the  future  confirmation 
of  Dr.  Kelly's  views. 

Dr.  Joseph  Taber  Johnson,  of  Washington,  D.  C,  con- 
tributed a  paper  on 

the  conservative  treatment  of  the  diseased  ovary. 

The  difference  between  the  radical  and  conservative  treat- 
ment of  the  diseased  ovary  is  somewhat  difficult  to  define, 
inasmuch  as  the  most  radical  treatment  under  some  circum- 
stances is  really  the  most  conservative,  while,  in  other  cases,  to 
conserve  the  best  interests  of  some  particular  diseased  ovary 
requires  the  most  radical  surgery. 

In  the  early  part  of  the  present  decade  quite  a  conservative 
wavelet  swept  over  the  country,  and  considerable  harm  was 
done  to  pelvic  and  abdominal  surgery  in  the  mild  and  gentle 
name  of  conservatism.  Incomplete  conservative  operations 
were  done,  some  of  which  had  to  be  completed  later  on  by 
radical  operations.     Some  of  the  men  who  claimed  to  be  the 
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most  conservative,  and  attracted  the  timid  doctors  and  fright- 
ened patients,  were  actually  removing  more  ovaries  and  tubes 
than  many  of  their  so-called  radical  friends.  Much  credit  has 
been  claimed  for  saving  a  part  or  the  whole  of  one  ovary  and 
tube,  when  only  a  simple  catarrhal  salpingitis  existed,  by  an 
operator  posing  before  the  profession  and  community  as  a  con- 
servative, when  the  surgeon  designated  a  dangerous  radical, 
to  be  avoided,  would  actually  not  have  operated  at  all  and 
would  probably  have  cured  his  patient  by  other  means. 

In  some  instances  real,  genuine,  successful,  and  beneficial 
conservatism  was  practised  witb  lasting  beneficial  results,  but 
not  always  from  the  highest  and  purest  motives.  And,  again, 
it  has  been  charged  that  actual  radicalism  has  successfully 
masqueraded  in  the  name  and  guise  of  conservatism  to  the  in- 
jury of  the  trusting  patient  and  the  discredit  of  good  surgery, 
but  let  us  hope  these  instances  have  been  few  and  far  between. 

With  the  wonderful  improvements  in  abdominal  surgery 
within  this  generation  more  and  more  has  been  learned  in 
regard  to  the  toleration  of  the  peritoneum.  Former  fears  of 
opening  and  manipulating  within  its  cavity  have  well-nigh  dis- 
appeared, so  that  now  the  chief  objection  in  the  minds  of  many 
to  an  abdominal  section  has  come  to  be  not  so  much  from  what 
is  done  within  the  abdominal  cavity,  but  as  to  how  it  is  to  be 
closed  when  the  operation  is  finished,  so  as  to  prevent  the  oc- 
currence of  ventral  hernia.  Thomas  Addis  Emmet  said,  two 
decades  ago,  that  the  danger  in  abdominal  surgery  was  not  so 
much  from  what  was  taken  out  as  from  that  which  was  in- 
troduced into  it  during  an  operation.  But  nowadays,  instead 
of  spending  valuable  time  in  sponging  out  every  drop  of  blood 
or  other  fluids,  or  putting  in  a  drainage  tube,  we  frequently 
flood  the  cavity  with  quarts  of  the  normal  salt  solution,  thus 
diluting  and  spreading  the  residual  fluids  over  a  greater  area 
of  absorbing  surface,  warming  up  the  somewhat  cooled  abdomi- 
nal viscera,  floating  the  intestines  away  from  any  overlooked 
raw  surfaces,  and  at  the  same  time  performing  an  actual  trans- 
fusion. 

So  much  has  been  learned  by  accumulating  experience,  as 
the  domain  of  the  gynecologist  has  undergone  so  much  "ex- 
pansion"— to  borrow  a  term  which  has  acquired  a  new  signifi- 
cance in  the  recent  history  of  our  country — that  real  conserva- 
tism is  gradually  gaining  ground  over  real  radicalism,  to  such 
an  extent  that  he  who  presents  ovaries  and  tubes  or  a  fibroid 
uterus  in  a  modern,  up-to-date  medical  society  has  to  state 
very  good  reasons  why  he  sacrificed  these  important  organs  in 
their  entirety  to  escape  criticism  and  possibly  censure. 

Since  Battey  suggested  normal  ovariotomy  for  the  relief  of 
many  of  the  uncontrollable  nervous  and  painful  symptoms  ac- 
companying the  menstrual  molimen  in  1872,  and  Lawson  Tait 
in  the  same  year  the  removal  of  the  uterine  appendages  for 
chronic  inflammatory  and  suppurative  diseases  of  those  organs, 
and  Hegar,  in  Germany,  about  the  same  time  recommended 
the  complete  removal  of  the  ovaries  and  tubes  for  arresting  the 
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growth  and  hemorrhage  of  fibroid  tumors  of  the  uterus,  many 
of  these  important  and  special  organs  of  sex  in  the  female  have 
been  sacrificed  which  accumulating  experience  and  the  im- 
provements in  abdominal  surgery  now  make  it  possible  to  save. 
For  a  score  of  years  Battey,  Hegar,  and  Tait  set  the  pace  in 
three  of  the  greatest  countries  of  the  globe.  Radical  opera- 
tions M'ere  the  rule.  So  great  was  the  fear  of  opening  the  ab- 
domen that,  when  it  had  been  once  opened  for  the  removal  of 
an  ovarian  tumor  and  the  appendages  on  one  side,  the  other 
ovary  was  too  often  removed  also  if  it  showed  any  signs  of 
being  even  slightly  diseased,  and  in  not  a  few  instances  the 
only  reason  given  for  its  sacrifice  was  that  it  might  some  day 
become  diseased  and  had  therefore  better  come  out  while  the 
opportunity  afforded  without  increasing  materially  the  danger 
or  expense  of  the  patient.  In  this  field  he  was  proud  and  happy 
to  say  that  sacrificial  surgery  is  gradually  giving  way  to  more 
conservative  and  humane  methods.  He  believed  there  is  a 
maxim  in  general  surgery  in  favor  of  saving  every  inch  of  the 
human  body  possible,  and  another  that  it  requires  a  higher 
order  of  skill  to  save  a  mutilated  or  diseased  member  than  it 
does  to  cut  it  off  or  to  cut  it  out. 

With  his  present  experience  in  abdominal  surgery  he  was  free 
to  confess  that  he  can  now  save  ovaries  and  tubes  which  he 
formerly  thought  it  necessary  to  totally  remove.  The  increas- 
ing skill  of  abdominal  surgeons  and  their  accumulating  ex- 
perience in  actual  conservative  work  go  to  show  that  surgeons 
are  approaching  nearer  to  that  true  conservatism  which  is  the 
offspring  of  increased  skill  and  experience,  and  is  not  that  kind 
of  clap-trap  conservatism  which  has  been  a  by- play  to  the  gal- 
leries and  publicly  used  as  a  means  of  attracting  practice  and 
increasing  profits.  It  is  just  as  true  in  abdominal  surgery,  if 
not  more  so,  that  it  requires  a  higher  order  of  skill  and  greater 
experience  to  save  an  organ,  or  part  of  an  organ,  than  it  does 
to  remove  it.  When  the  conditions  are  favorable,  especially  is 
it  important  to  save  a  portion  of  one  ovary  where  the  other  has 
been  removed  on  account  of  a  tumor,  an  abscess,  or  for  any 
other  cause.  The  disagreeable  symptoms  accompanying  the 
artificial  and  premature  change  of  life  are  often  stormy  and 
protracted,  in  some  rare  instances  threatening,  if  not  resulting, 
in  actual  insanity.  They  are  happily  prevented  by  saving  one 
or  a  portion  of  one  ovary;  menstruation  is  then  not  interrupted, 
and  the  sexual  and  other  feelings  of  the  patient  undergo  none 
of  those  sudden  and  peculiar  revulsions  which  unfortunately 
sometimes  follow  total  removal  of  both  ovaries  and  tubes. 

Goodell,  of  Philadelphia,  and  Polk,  of  New  York,  are  among 
the  pioneers  in  this  work,  but  at  the  time  of  their  first  emphatic 
utterances  the  profession  was  not  ready  to  accept  their  teach- 
ings or  to  believe  in  their  practice.  Some  of  their  over-zealous, 
too  enthusiastic,  and  less  skilful  followers  did  actual  harm  by 
incomplete  and  badly  executed  operations,  requiring  the  most 
radical  kind  of  sacrificial  surgery  occasionally  to  save  lives  im- 
properly jeopardized  through  a  mistaken  conception  of  what 
conservatism  really  is. 
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Dr.  A.  Palmer  Dudley,  of  New  York,  reported  a  brilliant 
series  of  one  hundred  and  three  conservative  operations  upon 
the  uterine  appendages  without  a  death,  at  the  last  meeting 
of  the  American  Gynecological  Society.     His  paper  was  very 
favorably  discussed  by  Drs.   Kelly,   Gill   Wyhe,  Mann,  and 
others   who  had   done  similar  and  other  conservative  work 
within  the  peritoneal  cavity.     Dr.  Dudley  does  not  hesitate  to 
cut  away  the  diseased  portion  of  a  tube  and  stitch  the  healthy 
end  to  the  healthy  ovary,  and  reported  that  good  results  fol- 
lowed.    In  other  cases  the  remaining  portion  of  the  tube  was 
irrigated  with  an  antiseptic  fluid  and  stitched  to  the  ovary;  and 
still  other  cases,  where  one  ovary  and  tube  have  been  removed 
on  account  of  the  presence  of  a  tumor  or  an  abscess,  and  the 
other  ovary  and  tube  have  been  found  somewhat  involved,  the 
diseased  portions  have  been  resected  and  the  healthy  portions 
stitched   together,  with  perfect  recovery.     Pregnancy  subse- 
quently occurred  in  several  such  cases.     Polk  and  Pryor,  of 
New  York,  and   Kelly,   of  Baltimore,  have  reported  similar 
cases  and  similar  results.     As  a  result  of  the  increasing  con- 
servative treatment  of  the  diseased  ovary,  many  patients  may 
be  saved  from  the  premature  occurrence  of  the  menopause  with 
all  that  it  implies.     Many  patients  would  consent  to  operative 
procedures,  rendered  advisable  by  their  unfortunate  conditions, 
if  they  could  be  assured  that  they  would  not  be  unsexed.  as 
they  call  it,  by  the  operation.     While  menstruation  is  looked 
upon  by  most  women  as  a  curse,  or  a  great  inconvenience  at 
least,  very  few  welcome  its  disappearance  with  any  degree  of 
pleasure.     It  is  believed  to  be  the  beginning  of  the  old  age 
which  is  so  much  dreaded;  and  while  they  may  not  always 
desire  more  children,  the  feeling  that  maternity  has  been  made 
impossible,  and  that  they  have  been  made  so  different  from 
other  women  by  the  complete   removal  of  both  ovaries  and 
tubes,  carries  with  it  an  indescribable  dread  and  often  an  in- 
definable feeling  of  abhorrence. 

Of  course,  what  our  women  patients  all  want  is  restored 
health,  and  if  the  sacrifice  of  their  organs  of  sex  are  necessary 
to  the  accomplishment  of  this  much-desired  object,  they  will 
in  a  large  majority  of  cases  consent  to  follow  the  advice  of 
their  trusted  medical  and  surgical  advisers.  If  increasing 
experience  in  the  abdominal  cavity  and  accumulation  of  evi- 
dence continues  to  favor  more  conservative  and  less  sacrificial 
operative  work,  he  was  sure  that  the  deep  debt  of  gratitude 
now  felt  toward  abdominal  surgeons  by  suffering  women  will 
be  tenfold  increased  and  intensified. 

Dr.  Richard  Douglas,  of  Nashville,  Tenn.,  delivered  the 
President's  address,  on 

ACUTE   GENERAL   PERITONITIS.' 
THE   RARITY    OF   OVARIAN   CYSTS   IN   NEGRESSES. 

Dr.  I.  S.  Stone,  of  Washington,  D.  C,  read  a  paper  on  this 
subject,  in  which  he  said  that  after  several  years'  experience  in 
'  See  original  article,  p.  145. 
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a  hospital  for  women  where  a  large  number  of  negresses  are 
annually  treated  for  gynecological  diseases,  and  where  cases  of 
uterine  myomata  are  frequent,  he  had  noticed  the  extreme 
rarity  of  ovarian  neoplasms,  and  especially  of  the  multilocular 
variety.  He  addressed  letters  to  all  the  members  of  the  Asso- 
ciation and  to  several  other  prominent  surgeons  elsewhere, 
whose  opinions  added  weight  to  the  evidence  furnished.  In 
this  circular  letter  he  inquired  if  they  had  operated  for  multi- 
locular ovarian  cysts  in  negresses,  and,  if  so,  to  state  the  exact 
color  of  the  patient.  Of  the  large  number  who  replied  to  his 
inquiry,  there  was  almost  universal  acquiescence  in  the  posi- 
tion taken  by  him,  save  from  one  important  medical  centre,  the 
city*of  New  Orleans. 

Dr.  Stone  gave  overwhelming  testimony  favoring  the  view 
that  ovarian  tumors  are  exceedingly  rare  in  the  negro  race. 
From  all  sources  outside  the  city  of  New  Orleans,  he  finds,  by 
a  large  correspondence,  but  fifteen  cases  where  dark-skinned 
negresses  were  operated  upon  for  ovarian  tumors,  multilocular 
or  unilocular;  he  has  the  assurance  also  that  in  fully  one-half 
of  these  the  women  were  not  full-blooded  negroes;  and,  finally, 
in  some  of  the  black  women  the  cysts  were  unilocular.  He 
made  a  careful  distinction  between  multilocular  and  unilocular 
cysts,  because  there  can  be  no  doubt  about  a  diagnosis  at  the 
time  of  operation  when  a  multilocular  cyst  is  found.  It  is 
otherwise  with  parovarian  cysts,  or  those  of  the  broad  liga- 
ment, which  are  perhaps  classified  as  ovarian  and  their  re- 
moval called  ovariotomy  in  hospital  reports  or  operation  lists, 
when,  strictly  speaking,  they  are  not  ovarian  tumors.  The 
essayist  has  frequently  operated  for  dermoid,  papillomatous, 
parovarian,  and  broad-ligament  cysts  in  negresses  (although 
most  of  these  in  mixed  cases) ,  but  has  not  seen  a  multilocular 
ovarian  cyst. 

Dr.  W.  L.  Robinson,  of  Danville,  Va.,  presented  a 

CLINICAL   REPORT  ON  THE  USE  OP   ANTISTREPTOCOCCIC  SERUM 
IN  SEVEN  CASES  OF   PUERPERAL   SEPTICEMIA,    FOUR   OF 
POST- OPERATIVE    SEPSIS,    THREE    OF    SEPTIC    CEL- 
LULITIS, AND    TWO    OF    ERYSIPELAS. 

His  experience  in  the  use  of  antistreptococcic  serum  in  puer- 
peral fever,  septic  cellulitis,  post-operative  sepsis,  and  erysipelas 
comprises  seven  cases  of  puerperal  fever  treated  by  him,  with 
high  fever,  rapid  weak  pulse,  characteristic  breath,  chilliness, 
nausea  and  insomnia,  pelvic  tenderness,  with  scanty,  fetid 
lochia.  From  twelve  to  twenty  cubic  centimetres  of  the  serum 
were  injected  after  the  usual  treatment  had  failed — namely, 
including  irrigations,  both  intrauterine  and  vaginal,  sealing 
abrasions  of  the  cervix  and  perineum,  saline  injections,  purga- 
tives, stimulants,  etc. — with  prompt  improvement  in  the  general 
condition,  rapid  fall  of  temperature,  lowering  of  pulse  rate, 
and  complete  recovery.  The  effect  was  manifest  in  from  eight 
to  sixteen  hours  in  the  majority  of  cases. 

15 
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In  the  three  post-operative  cases  of  sepsis,  seemingly  hope- 
less, all  usual  treatment  failing,  the  serum  in  twelve  hours 
transformed  every  symptom  of  high  fever,  chilliness,  rapid 
weak  pulse,  diarrhea,  etc.,  into  a  hopeful  condition,  resulting^ 
in  rapid  recovery.  Pain  subsided  in  twelve  hours;  fever  in 
eight  hours;  diarrhea  in  forty-eight  hours.  The  first  case  was 
a  vaginal  hysterectomy;  the  second  was  operated  on  for  the  re- 
moval of  pus  tubes;  and  the  third  was  a  vaginal  hysterectomy. 

The  three  cases  of  septic  cellulitis  consisted  of  suppurative- 
cellulitis  of  the  hand,  commencing  in  the  finger,  one  of  injury 
from  a  rusty  nail,  and  the  other  from  the  spur  of  a  cock.  Both 
had  been  treated  by  general  alterative  tonics  and  locally  with 
improved  antiseptic  measures,  but  the  disease  steadily  pro- 
gressed, involving  new  tissue,  until  the  serum  was  used,  when 
the  progress  of  the  disease  was  promptly  arrested  in  both  cases 
and  the  hands  saved.  A  third  case  was  a  gunshot  wound  of 
the  ankle,  with  marked  septic  prostration,  chills,  diarrhea,  etc., 
which  was  dissipated  promptly  by  the  use  of  the  serum,  so  far 
as  fever  and  general  septic  symptoms  were  concerned. 

Two  cases  of  erysipelas.  One,  16  j-ears  of  age,  in  which  an 
abscess  developed  following  the  extraction  of  a  tooth,  dis- 
charging at  two  points  on  the  neck.  Redness  and  swelling 
covered  one-half  of  the  face,  nose,  and  head.  Temperature 
104.4°,  pulse  140;  delirium,  vomiting,  chilliness,  etc.  Ten 
cubic  centimetres  of  the  serum  were  injected  at  9  p.m.,  which 
resulted  in  the  decline  of  temperature  to  100°.  The  next  morn- 
ing there  was  complete  arrest  of  all  symptoms,  followed  by 
prompt  recovery.  The  second  case  was  one  of  nephritis  with 
puffed  eyelids  and  face;  erysipelas  of  the  thigh;  a  hard,  red, 
shiny  swelling;  delirium.  Two  injections  of  the  serum  were 
used  in  twenty-four  hours,  and  at  the  end  of  thirty-six  hours 
the  patient  was  convalescent. 

Dr.  R.  R.  Kime,  of  Atlanta,  Ga.,  reported  removing  an 
ovarian  cyst  containing  five  gallons  of  fluid  from  a  small, 
slender  girl  of  17  years  of  age.  The  cyst  was  tied  off  at  three 
points  from  the  omentum,  the  adhesions  to  the  parietal  perito- 
neum separated,  and  at  one  point  a  half-pint  of  pus  was  found, 
which  accounted  for  elevation  of  temperature  and  acceleration 
of  pulse  previous  to  the  operation.  The  patient  developed 
pneumonia  on  the  third  day  after  the  operation,  but  recovered. 
The  tumor  was  of  rapid  growth  and  was  first  noticed  ten 
months  previously.  There  was  a  perceptible  increase  in  its 
size  each  day  previous  to  the  operation. 

He  also  reported  a  case  of  dermoid  cj'st  of  the  right  ovary 
complicating  premature  delivery  in  March.  Suppuration  of 
the  cyst  followed,  accompanied  with  chills  and  fever,  preg- 
nancy occurring  again  in  May.  Patient  refused  surgical  inter- 
vention until  the  following  September,  when  vaginal  incision 
and  drainage  was  performed  as  a  life-saving  measure.  Patient 
miscarried  eight  days  afterward;  the  placenta  was  removed 
with  instruments,  and  the  uterus  tamponed  to  check  hemor- 
rhage; patient  unconscious  and  pulseless,  but  soon  rallied,  and 
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recovered  without  infection  resulting  from  miscarriage.  Tubu- 
lar drainage  of  the  cyst  was  kept  up  until  the  cyst  cavity  was 
filled,  and  the  patient  got  well.  The  cyst  contained  three  pints 
of  cheesy,  purulent,  fetid  material,  with  some  locks  of  hair. 

CELIOTOMY   IN   THE    TREATMENT    OF    THE   INCARCERATED 
PREGNANT   UTERUS  WHEN    IRREDUCIBLE. 

Dr.  Henry  D.  Fry,  of  Washington,  D.  C. — The  retro- 
displaced  pregnant  uterus  becomes  imprisoned  by  the  projecting 
promontory  of  the  sacrum,  and,  unless  relieved  artificially  or 
naturally,  abortion  results  or  serious  pressure  symptoms  de- 
velop. Abortion,  induced  or  natural,  is  more  serious  than 
under  other  conditions,  because  the  angle  of  fiexion  prevents 
complete  evacuation  and  drainage  of  the  uterine  cavity. 

Fortunately,  in  the  majority  of  these  cases,  replacement 
takes  place  spontaneously  about  the  end  of  the  third  month  of 
gestation.  In  the  few  cases  which  do  not  correct  themselves 
manual  reposition  is  generally  successful,  especially  when  em- 
ployed under  anesthesia.  In  the  very  small  proportion  of  cases 
left,  induced  abortion  and  vaginal  hysterectomy  are  recom- 
mended as  the  last  resorts  of  obstetric  art.  Believing  the  first 
never  to  be  justifiable  treatment  for  these  cases,  and  the  latter 
only  when  destructive  inflammatory  changes  have  occurred, 
the  writer  proposes  a  new  method  of  dealing  with  the  compli- 
cation. An  incarcerated  pregnant  uterus  which  is  irreducible 
by  every  effort  of  manipulation  from  below  becomes  readily 
restored  to  its  normal  position  if  manipulated  from  above 
after  celiotomy. 

On  April  24,  1896,  the  writer  operated  upon  a  case  success- 
fully. The  abdomen  was  opened,  the  fundus  lifted  out  from 
beneath  the  sacral  promontory,  and  the  gravid  womb  placed  in 
normal  position.  To  prevent  recurrence  of  displacement  after 
childbirth  and  the  possibility  of  a  similar  complication  in  case 
of  subsequent  pregnancy,  the  uterus  was  attached  to  the  ab- 
dominal wall  by  two  silk  sutures.  The  case  recovered,  passed 
through  a  normal  pregnancy,  and  was  delivered  at  term  with- 
out any  difficulty.  The  uterus  remained  in  normal  position 
after  the  puerperium  had  passed. 
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Meeting  of  November  2,  1898. 
The  President,  C.  J.  Cullingworth,  M.D.,  in  the  Chair. 
Mr.  Bland  Sutton  read  two  papers  on 

TUBAL  PREGNANCY. 

The  first  paper  consisted  of  the  record  of  a  case  of  tubo- 
abdominal  pregnancy  in  which  a  woman,  24  years  of  age,  con- 
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ceived  in  her  left  Fallopian  tube  and  the  pregnancy  went  to 
term.  The  fetus  escaped  from  the  amnion,  and  at  the  opera- 
tion was  alive  and  disporting  among  the  intestines,  merely 
tethered  by  the  umbilical  cord.  The  placenta  was  removed 
without  difficulty  and  with  a  very  trifling  loss  of  blood.  The 
mother  recovered,  but  the  child  survived  extraction  only  three 
hours. 

The  second  paper  consisted  of  criticisms  and  deductions 
based  on  a  report  of  a  specimen  presented  to  the  Society  by 
Mr.  Alban  Doran  in  May,  1898,  purporting  to  be  "hemorrhage 
from  the  Fallopian  tube  without  evidence  of  tubal  pregnancy.'' 
Mr.  Sutton's  object  was  to  prove  that  the  specimen  was  an  ex- 
cellent example  of  "complete  tubal  abortion."  This  conten- 
tion was  supported  by  a  re-examination  of  the  specimen  and 
illustrated  by  additional  cases.  Criticism  was  also  extended 
to  some  other  records  recently  published  in  the  Society's 
Transactions. 

Mr.  Alban  Doran  wished  it  to  be  remembered  that  his 
communication  was  designedly  entitled  "  Hemorrhage  from 
the  Fallopian  Tube  without  Evidence  of  Tubal  Gestation," 
and  not  "  iJidejjendent  of  tubal  gestation."  In  his  paper  he 
further  declared,"  I  am  very  suspicious  of  alleged  cases  of  hem- 
orrhage from  the  tube  into  the  peritoneum  not  due  to  tubal 
gestation."  Mr.  Doran  would  have  been  much  interested  to  see 
a  demonstration  of  chorionic  villi  found  in  the  clot  in  his  speci- 
men, but  Mr.  Sutton  and  Mr.  Shattock  had  failed  to  find  any. 
Walther  had  also  warned  us  against  taking  almost  structure- 
less fibrinous  deposits  for  villi.  There  was  no  reason  why  clots 
from  the  tube  not  associated  with  tubal  gestation  and  abortion 
should  not  be  smooth  and  elliptical.  As  chorionic  villi  had  not 
been  found,  in  his  opinion  the  case  remained  not  proved. 

Dr.  McCann  said  that  the  case  which  was  the  subject  of 
discussion  came  under  his  care.  She  had  suffered  for  some 
weeks  from  constant  and  copious  discharge  of  bright-red  blood, 
which,  in  his  experience,  was  quite  exceptional.  In  another 
case  the  dilated  tube  contained  an  ovoid  blood  clot  with  a  small 
central  cavity,  A  careful  examination  of  the  clot  and  the 
tubal  wall  failed  to  detect  chorionic  villi.  This  case  was  prob- 
ably one  of  hematosalpinx  not  caused  by  tubal  pregnancy. 

Dr.  Eden  said  a  good  deal  of  care  was  necessary  in  examin- 
ing masses  of  blood  clot  for  chorionic  villi.  He  had  known 
fibrin  rings  and  sections  of  the  tubal  plicse  exhibited  as  cho- 
rionic villi.  If  a  careful  search  had  been  made  in  Mr.  Doran's 
specimen  and  no  villi  found,  he  thought  it  pretty  certain  that  it 
was  not  a  mole. 

Dr.  Amand  Routh  said  Mr.  Bland  Sutton's  paper  had 
brought  out  clearly  the  fact  that  after  tubal  rupture  the  Fal- 
lopian tube  might  recover  itself  and  look  normal  in  a  few  days, 
and  after  tubal  abortion  had  been  proved  to  have  resumed  its 
normal  size  and  appearance  even  in  a  few  hours. 

The  President  was  glad  that  Mr,  Sutton  had  called  atten- 
tion to  the  question  as  to  what  happened  in  cases  of  pelvic 
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hematocele  from  incomplete  tubal  abortion  where  the  tubal 
mole  remained  in  the  tube  after  the  hematocele  had  undergone 
absorption.  It  was  a  question  on  which  more  light  was  needed. 
He  himself  was  disposed  to  agree  with  the  author  of  the  papers 
that  an  unremoved  or  unexpelled  tubal  mole  was  apt  to  cause 
trouble,  and  was  not  sure  that  it  was  not  a  source  of  serious 
danger  to  the  patient  He  had  seen  a  case  in  which  the  mole- 
containing  tube  had  become  twisted  on  its  axis,  with  results 
similar  to  those  which  occur  when  the  pedicle  of  a  small  ova- 
rian cyst  becomes  twisted.  He  had  also  seen  a  case  where 
there  was  reason  to  believe  that  the  mole  had  become  septic 
and  set  up  peritonitis. 

Mr.  Bland  Sutton,  in  reply,  contended  that  it  was  idle  to 
deny  that  the  clot  in  question  was  the  product  of  tubal  preg- 
nancy. A  tubal  mole  with  such  definite  characters  indicated 
that  it  was  the  result  of  tubal  pregnancy  as  clearly  as  a  potato 
was  known  to  be  the  product  of  Solanum  tuberosum.  The 
difficulty  of  detecting  the  villi  was  probably  due  to  the  fact  that 
the  mole  had  been  extruded  from  the  tube  for  many  weeks. 
In  reply  to  Mr.  Targett.  he  observed  that  in  some  cases  of 
tubal  abortion  villi  were  demonstrable  in  the  tube;  in  other 
cases  the  tubal  mucous  membrane  was  quite  smooth. 

The  following  specimens  were  exhibited:  Mr.  Alban  Do- 
RAN:  1.  Fibroma  of  broad  ligament  weighing  forty- four  pounds 
eight  ounces  successfully  removed  from  a  woman  aged  28. 
2.  Sarcoma  of  both  ovaries.  Dr.  Tate  :  Sloughing  fibro- 
myoma  of  uterus  occurring  twenty  years  after  the  menopause. 
Mr.  Butler  Smythe:  A  microscopic  section  of  chorionic  villi 
from  case  of  tubal  gestation.  Dr.  Am  and  Routh:  Uterine 
appendages  showing  hematosalpinx.  Dr.  Culltngworth  : 
Edematous  subperitoneal  fibromyoma  removed  by  hysterec- 
tomy. 


Meeting  of  January  4,  1899. 
The  President,  C.  J.  Cullingworth,  M.D,,  in  the  Chair. 

ectopic  gestation. 

Dr.  Archibald  Donald  read  a  paper  on  a  case  of  ectopic 
gestation  at  the  seventh  month  in  which  the  fetus  was  ex- 
tracted by  vaginal  incision.  The  patient,  age  33,  was  admitted 
to  St.  Mary's  Hospital,  Manchester,  on  July  20,  1898.  She 
had  been  married  about  a  year  and  had  been  regular  till  Janu- 
ary 20.  In  February  she  had  a  slight  discharge,  which  in 
March  existed  continuously  for  three  weeks.  On  admission 
the  abdomen  was  uniformly  enlarged  by  a  tumor  which  reached 
about  four  inches  above  the  umbilicus.  A  loud  souffle  was 
distinctly  heard.  The  cervix  was  close  to  the  pubes,  and  the 
uterus  could  be  mapped  out  bimanually  in  front  and  to  the  left, 
and  seemed  about  the  size  of  a  two  months'  pregnant  uterus. 
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The  posterior  vaginal  fornix  was  bulged  by  a  hard  mass  which 
almost  filled  the  brim;  this  mass  was  the  fetal  head,  in  which 
the  sutures  could  be  felt.  On  August  18,  1898,  abdominal  sec- 
tion was  performed  and  the  placenta  was  exposed.  The  wound 
was  therefore  temporarily  covered  and  the  child  delivered 
through  a  posterior  vaginal  incision  by  cranioclasm,  and  the 
sac  packed  from  the  vagina  with  iodoform  gauze.  Alarming 
hemorrhage  occurred  when  the  gauze  was  removed  on  the 
fourth  day.  The  separation  of  the  placenta  occupied  some 
weeks,  but  the  patient  made  a  good  recovery  and  was  dis- 
charged strong  and  well  on  November  12.  The  author  described 
the  position  of  the  fetus  in  the  broad  ligament  and  discussed 
the  advantages  of  the  vaginal  route. 

Dr.  Galabix  said  that  in  intraligamentous  pregnancy  the 
vaginal  methods  of  operating,  when  practicable,  secured  seve- 
ral advantages,  obviating  the  necessity  of  stitching  the  sac  to 
the  abdominal  wall,  and  any  temporary  sinus  caused  little 
inconvenience.  In  several  cases  of  extrauterine  gestation  of 
shorter  duration  than  seven  months  he  had  adopted  the  plan 
followed  by  Dr.  Donald  of  making  an  explorator}^  abdominal 
section,  and,  if  the  case  proved  to  be  one  of  intraligamentous 
pregnancy  unruptured  or  if  the  pelvis  was  completeh'  shut  of£ 
by  adhesions,  opening  the  sac  per  vaginam.  The  advantage 
of  abdominal  exploration  was  shown  in  one  case  where  the  sac 
had  been  ruptured  and  a  large  quantity  of  blood  was  effused 
into  the  peritoneal  cavity.  He  had  removed  the  placenta  in 
one  case  through  the  vaginal  incision  three  days  after  the  ope- 
ration and  the  patient  rapidly  convalesced. 

The  President  said  that  Dr.  Donald  could  already  lay  claim 
to  be  considered  a  pioneer  in  the  treatment  of  early  ectopic 
gestation  by  operation  through  the  vagina,  and  he  had  now 
brought  before  the  Society  a  case  of  advanced  ectopic  gestation 
treated  by  the  same  method.  Dr.  Herman  had  collected  seve- 
ral instances  in  which,  in  the  years  gone  by,  an  extrauterine 
fetus  had  been  extracted  through  an  opening  in  the  vaginal 
roof;  but  Dr.  Donald,  by  opening  the  abdomen,  had  completed 
and  made  certain  the  diagnosis  and  had  thus  made  himself 
master  of  the  situation.  He  (the  President)  asked  if  any 
opinion  had  been  formed  as  to  the  source  of  the  hemorrhage. 

Dr.  Donald,  in  reply,  said  that  Dr.  Walls,  who  was  respon- 
sible for  the  after-treatment  of  the  case,  believed  that  the 
hemorrhage  came  from  a  placental  vessel.  Though  he  had 
not  discussed  in  his  paper  early  tubal  pregnancy,  he  (Dr. 
Donald)  expressed  the  opinion  that  the  vaginal  incision  was 
safer  than  the  abdominal  in  early  cases — i.e.,  up  to  the  third 
month. 

VULVAR  discharges  IN  CHILDREN. 

_  Dr.  Drummond  Robinson  gave  the  results  of  his  investiga- 
tion of  fifty  cases  of  so-called  vulvitis  in  children.  The  con- 
dition was  found  to  be   most  common  in  children  under  5, 
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common  between  5  and  10,  and  uncommon  over  10  years  of 
age.  In  forty  one  of  the  cases  (seventy-six  per  cent)  the  pus 
cells  of  the  discharges  contained  cocci  that  presented  characters 
which,  as  far  as  is  known,  are  peculiar  to  the  gonococcus  of 
Neisser.  The  contagious  character  of  the  discharge  was  illus- 
trated by  several  cases.  The  chief  symptoms  were  painful 
micturition  and  pruritus  vulvae;  occasional  complications  were 
ophthalmia,  peritonitis,  and  arthritis.  In  most  cases  the  in- 
flammation appeared  to  be  superficial  to  the  hymen.  Dr.  Robin- 
son expressed  the  opinion  that  the  majority  of  cases  of  vulvitis 
in  children  were  probably  gonorrheal  in  origin. 

,  Dr.  Boxall  said  that  it  seemed  to  him  remarkable  that  if 
the  whole  of  the  forty-one  cases  were  to  be  regarded  as  gonor- 
rheal, only  one  showed  evidence  of  conjunctivitis. 

Dr.  Snell  said  that  he  had  seen  several  cases  of  vulvitis  in 
children  occurring  in  families  where  in  all  probability  gonor- 
rheal infection  was  impossible.  The  subjects  were  usually 
weakly,  but  the  complaint  was  easily  and  quickly  cured. 

Dr.  a.  Routh  thought  that,  though  at  present  these  diplo- 
cocci  were  indistinguishable  from  gonococci,  it  would  be  found 
that  they  were  not  really  identical.  He  thought  that  vaginitis 
might  be  caused  by  infection  from  the  vulva  during  incautious 
examinations. 

The  President  said  that  Dr.  Robinson's  paper  was  impor- 
tant from  the  scientific  and  from  the  practical  medico-legal 
aspects.  He  asked  whether  by  culture  experiments  Dr.  Robin- 
son had  confirmed  the  diagnosis.  He  called  attention  to  a 
paper  published  in  1859  by  the  late  Sir  W.  Wilde  on  some 
medico-legal  aspects  of  purulent  discharge  in  children.  In  Dr. 
Robinson's  cases  pain  on  micturition  was  recorded  as  a  common 
symptom;  might  not  this  be  due  to  the  inflamed  state  of  the 
vulva  and  not  to  urethritis,  which  was  not  an  essential  feature 
in  acute  gonorrhea  in  the  female?  Vaginitis  was  compara- 
tively rare  in  the  gonorrhea  of  the  adult. 

Dr.  Handfield  Jones  found  it  difficult  to  believe  that  over 
seventy  per  cent  of  all  vulvar  discharges  in  children  depended 
on  gonorrheal  infection.  The  following  points  seemed  to  him  to 
render  the  gonorrheal  theory  doubtful:  (1)  The  disease  had  not 
spread  to  neighboring  tissues;  (2)  it  was  readily  cured;  (3)  the 
inguinal  glands  were  rarely  enlarged;  (4)  the  disease  was 
common  in  delicate,  rare  in  robust  children;  (5)  in  undoubted 
infection  during  rape  the  disease  was  much  more  severe  than 
in  ordinary  cases  of  vulvitis. 

Dr.  Robinson,  in  replying,  stated  that  he  did  not  think  that 
the  absence  of  vaginitis  in  these  cases  was  an  argument  against 
their  gonorrheal  nature,  as  vaginitis  was  rare  in  gonorrhea  in 
the  adult.  He  did  not  agree  with  Dr.  Handfield  Jones  that 
most  of  these  children  were  sickly;  on  the  contrary,  they  were 
generally  in  excellent  health.  Absence  of  enlargement  of  the 
inguinal  glands,  and  the  ease  with  which  the  disease  was  cured, 
showed  that  the   disease   differed   from  that  in   adults.     His 


232  REVIEWS. 

views  were  based,  not  on  the  clinical  aspects  of  the  cases,  but 
upon  bacteriological  investigation. 

The  following  specimens  were  shown:  Dr.  Lea:  A  uterine 
tumor  expelled  during  delivery.  Dr.  Addinsell:  Microscop- 
ical sections  of  an  ovary  and  tube  removed  for  the  relief  of 
intermenstrual  pain.  Dr.  Amand  Routh:  Early  pregnancy 
in  the  uterus  of  a  bitch.  Dr.  Boxall:  Dermoid  tumors  of 
both  ovaries. 


REVIEWS. 


The  Practice  of  Obstetrics.  By  American  Authors. 
Edited  by  Charles  Jewett,  M.D.,  Professor  of  Obstetrics 
and  Diseases  of  Children  in  the  Long  Island  College  Hospi- 
tal, ISTew  York.  Pp.  768,  441  Illustrations  in  text  and  22 
Colored  Plates.  New  York  and  Philadelphia:  Lea  Bros. 
&  Co.,  1899. 

This  volume  is  the  work  of  a  carefully  selected  syndicate  of 
obstetric  teachers  and  of  others  expert  in  the  cognate  lines  on 
which  they  have  written.  It  has  succeeded  well  in  its  aim  to 
be  "a  clear  and  practical  treatise  suited  to  theneeds  of  medical 
classes,  and  also  to  furnish  in  moderate  compass  a  concise  and 
comprehensive  guide  for  the  practitioner."  While  necessarily 
not  so  compact  as  a  work  by  a  single  writer  would  be,  it  is 
singularly  free  from  overlapping  and  bears  evidence  of  careful 
editing.  Part  I.  is  a  most  excellent  exposition  of  the  anatomy 
of  the  female  pelvic  organs  and  of  the  mammary  gland,  by 
William  W.  Browning.  Part  II.,  treating  of  the  physiology 
of  pregnancy,  is  by  Manton,  Palmer,  and  Dickinson,  Here 
the  story  of  the  development  of  the  ovum  is  told  more  clearly 
and  minutely  than  is  usual  in  purely  obstetric  works,  and  the 
chapter  on  the  diagnosis  of  pregnancy  also  deserves  much 
praise.  Part  III. ,  on  the  physiology  of  labor,  includes  chapters 
by  Jewett  on  the  mechanical  elements — i.e.,  the  expelling 
powers,  the  passage,  and  the  passenger;  by  Buckmaster  on 
the  clinical  course  of  normal  labor;  and  by  Jewett  on  the 
management  of  normal  labor.  This  section  is  freely  illustrated 
with  the  well-known  diagrams  of  Faraboeuf.  Part  IV.,  by 
Robb  and  Bartley,  discusses  the  physiology  of  the  puerperium 
and  contains  a  very  good  section  on  the  new-born  child  and  its 
management.  In  Part  V.,  on  the  pathology  of  pregnancy,  the 
chapter  on  multiple  pregnancy  is  by  Manton,  on  diseases  of  the 
fetal  appendages  by  Etheridge,  on  the  pathology  of  the  fetus 
by  Joshua  Van  Cott,  Jr.,  on  abortion  and  premature  labor  by 
Vineberg,  on  ectopic  gestation  by  Henrotin,  and  on  diseases  of 
pregnancy  by  Etheridge.  Part  VL,  on  the  pathology  of  labor, 
includes  chapters  by  Chalmers  Cameron  and  Clarence  Web- 
ster, Etheridge,  Jewett,  and  Edgar.  The  latter  gives  a  clear 
and  forcible  statement  of  his  well-known  views  on  the  treatment 
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of  eclampsia.  In  Part  VII.,  on  the  pathology  of  the  puerpe- 
rium,  the  most  notable  chapter  is  that  on  "  puerperal  infec- 
tion "  by  Whitridge  Williams.  This  is  an  elaborate  and  schol- 
arly paper,  which  can  be  read  by  all  of  us  with  benefit,  even  if 
we  do  not  agree  entirely  with  the  author  in  regard  to  some 
minor  details.  The  section  on  prophylaxis  is  excellent,  special 
stress  being  laid  on  clean  hands,  a  clean  patient,  and  as  little 
manipulation  of  the  genital  canal  as  possible.  Cervical  tears 
are  not  to  be  sought  for  or  sewed  except  for  urgent  reasons, 
routine  vaginal  examination  at  the  end  of  the  third  stage  being 
strongly  deprecated.  Every  perineal  tear  is  to  be  sutured  at 
once  when  it  extends  deeper  than  the  mucosa,  except  when 
contraindicated  b}"  the  patient's  general  condition  or  great 
edema.  Vaginal  douches  during  the  puerperium  are  alloAved 
only  under  exceptional  circumstances  and  should  be  given  by 
the  physician  himself,  unless  he  has  a  nurse  who  is  thoroughly 
versed  in  aseptic  technique.  In  the  treatment  of  an  infected 
case  we  agree  fully  with  Williams  in  his  indications  for  the  use 
of  the  curette  and  douche.  He  says:  ''  As  soon  as  our  patient's 
temperature  reaches  102°  F.,  unless  we  can  certainly  exclude 
uterine  infection,  we  should  investigate  the  uterus.  The  hand 
should  be  carefully  sterilized  and  a  certain  amount  of  the 
lochia  removed  from  the  uterus  for  bacteriological  examination, 
after  which  the  sterilized  index  finger  should  be  introduced  into 
the  uterine  cavity  and  its  interior  carefully  palpated.  After  this 
a  careful  bimanual  examination  should  be  made  to  ascertain 
the  condition  of  the  appendages  and  the  broad  ligaments.  If 
we  find  the  uterine  cavity  perfectly  smooth  and  not  covered 
with  shreds  of  broken-down  tissue,  we  may  give  a  douche  of 
several  litres  of  boiled  water  or  normal  salt  solution,  but 
should  not  think  of  curetting.  On  the  other  hand,  if  we  find 
the  interior  of  the  uterus  rough  and  jagged  and  containing 
more  or  less  debris,  it  should  then  be  thoroughly  curetted  and 
douched  as  above.  The  employment  of  the  curette  is  not  to  be 
recommended  in  all  cases  of  puerperal  endometritis,  for  the 
reason  that  in  many  instances — and  these  are  usually  the  most 
severe  cases — there  is  absolutely  nothing  which  can  be  removed 
by  it,  and  its  employment  can  only  do  harm  by  breaking  down 
the  leucocytic  wall  which  is  intended  to  prevent  the  ingress  of 
organisms  into  the  deeper  layers  of  the  uterus.  If,  however, 
the  uterus  contains  debris  the  use  of  the  curette  is  indicated." 
After  douching  and  packing  with  gauze,  "  if  the  bacteriological 
examination  shows  the  presence  of  strepttcocci,  we  should  at 
once  desist  from  all  further  local  treatment.  If,  on  the  other 
hand,  we  have  to  deal  with  a  putrid  endometritis  and  the 
symptoms  do  not  yield  to  the  first  injection,  still  other  injec- 
tions may  be  resorted  to.  If  the  infection  has  extended  beyond 
the  uterus,  local  treatment  should  not  be  persisted  in.  as  it  will 
then  do  far  more  harm  than  good."  As  to  the  advisability  of 
operative  treatment  in  these  cases,  Williams  writes:  "  Every 
one  is  agreed  as  to  the  advisability  of  opening  parametritic 
abscesses  as  soon  as  fluctuation  appears,  rather  than  allowing 
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them  to  rupture  spontaneously.  In  many  cases  of  parametritis 
we  may  obtain  on  palpation  a  semi-fluctuation,  which  will  lead 
us  to  suppose  that  we  have  to  deal  with  pus;  but  upon  opening 
the  supposed  abscess  through  the  vagina  or  abdominal  wall  we 
find  that  our  tumor  is  a  mass  of  inflammatory  exudate  without 
pus  formation,  and  only  a  small  amount  of  serous  fluid  will 
escape  when  it  is  excised.  The  incision  of  these  masses  fre- 
quently leads  to  as  good  results  as  though  we  had  evacuated  a 
considerable  quantity  of  pus,  just  as  we  obtain  excellent  results 
from  free  incisions  in  ordinary  cases  of  cellulitis  in  other  por- 
tions of  the  body."  When  pus  tubes  can  be  demonstrated 
their  removal  is  urgently  indicated,  by  laparatomy  if  freely 
movable,  by  vagina  if  low  down  and  adherent.  Taking  the 
main  bone  of  contention,  the  question  of  the  removal  of  the 
infected  uterus,  he  believes  that  "in  the  vast  majority  of  cases 
hysterectomy  in  the  early  stages  of  puerperal  infection  is  im- 
practicable, for  if  we  operate  at  a  period  sufficiently  early  to 
prevent  the  extension  of  the  process  to  other  organs  we  shall 
undoubtedly  remove  a  large  number  of  uteri  unnecessarily, 
whereas  if  we  wait  until  a  later  period,  when  other  organs  have 
become  involved,  the  operation  will  be  useless.  There  is,  how- 
ever, a  restricted  field  for  hysterectomy  in  puerperal  infection 
— cases  where  the  process  has  not  extended  materially  beyond 
the  uterus,  but  has  given  rise  to  abscess  formation  within  its 
walls.  In  such  cases,  if  more  conservative  treatment  fails,  we 
should  not  hesitate  to  remove  the  entire  uterus.  In  some  cases 
of  putrid  endometritis  nothing  that  one  can  do  appears  to  check 
the  disease,  and  in  these  cases  also  operation  would  appear 
justified."  As  to  serum,  "  the  results  thus  far  obtained  from 
the  antistreptococcus  serum  are  not  better  than  those  obtained 
by  other  methods  of  treatment.'^  Part  VIII.,  on  obstetric 
surgery,  concludes  the  volume.  It  contains  excellent  chapters 
on  the  immediate  repair  of  lacerations,  the  induction  of  abor- 
tion, Cesarean  section,  the  Porro  operation,  and  symphyseoto- 
my, by  Hunter  Robb;  on  the  forceps,  by  Jewett;  and  version, 
by  Davis.  The  general  make-up  of  the  book  is  good,  and  the 
illustrations,  many  of  which  are  old  friends,  have  been  well 
selected. 

A  Text  Book  of  Obstetrics.  By  Barton  Cooke  Hirst, 
M.D.,  Professor  of  Obstetrics  in  the  University  of  Pennsvl- 
vania.  Pp.  846,  653  Illustrations.  Philadelphia:  W.  B. 
Saunders,  1898. 

After  looking  this  volume  over  carefully  the  dominant  im- 
pression is  that  it  is  a  most  practical  book,  the  outcome  of  large 
practical  experience,  terse,  straightforward,  and  clear,  well  up 
to  date,  and  the  work  of  one  long  accustomed  to  teaching.  As 
a  text  book  it  will  certainly  be  a  success. 

In  its  arrangement  it  follows  a  logical  and  natural  sequence. 
The  anatomy  of  the  pelvis  and  of  the  pelvic  organs,  menstrua- 
tion, ovulation,  fertilization,  the  development  of  the  embryo 
and  fetus,  the  fetal  appendages,  and  diseases  of  the  fetus,  are 
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described  with  as  much  detail  as  is  necessary  to  their  practical 
understanding,  and  fill  the  first  one  hundred  and  fifty  pages. 
Then  come  chapters  on  the  physiology  and  pathology  of  preg- 
nancy, the  physiology  and  management  of  labor  and  the  puer- 
perium,  the  mechanism  of  labor,  the  pathology  of  labor,  the 
pathology  of  the  puerperium,  obstetric  operations,  and  the  new- 
born infant. 

In  the  treatment  of  puerperal  infection  Dr.  Hirst  advises  the 
use  of  the  curette  in  every  case.  He  believes  that  it  is  only 
occasionally  useless  and  very  rarely  actually  harmful.  After 
thorough  disinfection  of  everything  that  may  come  in  contact 
with  the  field  of  operation,  "  an  intrauterine  douche,  sublimate 
solution  1:2000,  at  least  a  quart,  is  administered.  Then  with 
the  curette  and  placental  forceps  in  turn  the  uterine  walls  are 
gone  over  thoroughly  in  all  directions  six  to  twelve  times  until 
nothing  is  brought  away  but  bright  blood.  A  second  intraute- 
rine douche  concludes  the  treatment.  If  the  womb  is  flabby  and 
large,  with  a  tendency  to  flexion,  so  that  the  drainage  of  the 
uterine  cavity  is  not  good,  it  is  advisable  to  pack  the  cavity 
with  iodoform  gauze."  In  addition  any  local  areas  of  inflam- 
mation are  to  be  treated  by  the  application  of  a  strong  solution 
of  silver  nitrate  (one  drachm  to  the  ounce).  When  necessary 
to  repeat  the  douche  only  plain  boiled  water  is  to  be  used.  He 
regards  the  outlook  for  serum  therapy  as  not  at  all  encourag- 
ing, and  believes  that  the  production  of  hyperleucocytosis  by 
the  exhibition  of  albumose  or  nuclein  will  give  more  practical 
results.  Coming  to  the  vexed  question  of  major  operative 
interference,  he  says  regarding  abdominal  section:  "  In  gene- 
ral it  may  be  stated  that  the  operation  is  demanded  most  fre- 
quently for  localized  suppurative  peritonitis;  it  may  be  indi- 
cated, and  often  is,  for  diffuse  suppurative  treatment;  for 
suppurative  salpingitis  and  ovaritis;  for  suppurative  metritis; 
if  the  inflammation  extends  outward  toward  the  peritoneal  in- 
vestment of  the  womb  or  into  the  connective  tissue  of  the 
broad  ligament;  for  abscesses  in  the  pelvic  connective  tissue; 
for  infected  abdominal  or  pelvic  tumors.  On  the  contrary, 
abdominal  section  is  contraindicated  or  not  required  in  simple 
sapremia;  in  septic  endometritis  of  all  forms — diphtheritic, 
ulcerative,  suppurative;  in  dissecting  metritis,  sloughing  intra- 
uterine myomata,  or  in  suppurative  metritis  with  the  abscess 
pointing  into  the  uterine  cavity;  in  phlebitis,  lymphangitis, 
and  direct  infection  of  the  blood  current."  .  .  .  "  It  is  a  safe 
rule  not  to  open  the  abdomen  of  a  puerpera  unless  there  are 
physical  signs  of  inflammation  in  the  abdomen  or  the  pelvis." 
As  to  removal  of  the  uterus  he  says:  "  It  is  not  often  possible 
to  determine  upon  hysterectomy  before  the  abdomen  is  opened, 
but  it  should  be  remembered  that  in  any  abdominal  section  for 
puerperal  sepsis  hysterectomy  may  be  necessary."  Vaginal 
hysterectomy  is,  in  his  opinion,  "  usually  unsuitable  for  cases 
of  puerperal  sepsis,  on  account  of  the  danger  of  clamping  large 
masses  of  infiltrated  and  infected  broad  ligament." 
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Twentieth    Century    Practice.     An  International  Ency- 
clopedia of   Modern  Medical  Science.     By  leading  author- 
ities of    Europe    and    America.      Edited    by   Thomas    L. 
Stedman,    ]\[.D.,    New  York   City.      In  twenty  volumes. 
Vol.  XVII.     New  York:  William  Wood  &  Co.,  1898. 
This  volume,  issued,  because  of  unforeseen  difficulties,  before 
vol.  xvi.,  treats  of  Diphtheria,  Tetanus,  and  Cancer.     The  open- 
ing chapter,  by  William  Hallock  Park,  contains  an  instructive 
and  interesting  resume  of  the  results  of  bacteriological  diagno- 
sis as  obtained  by  the  New  York  Health  Board,  with  which  he 
is  connected.     Dr.  Park  believes  firmly  in  diphtheria  antitoxin^ 
but  holds  that  it  is  a  preventive  of  further  injury  rather  than 
a  curative  agent,  and  should  be  given  early  to  accomplish  the 
most  good. 

Dr.  A.'  Jacobi,  who  writes  the  chapter  on  the  treatment  of 
diphtheria,  also  values  the  serum,  saying  "  that  its  effect  is 
more  frequently  favorable  than  that  of  former  methods,  and 
that  accessory  consequences  do  not  outweigh  the  useful  effects.'^ 
Roger  Williams,  who  is  well  known  as  the  greatest  author- 
ity on  cancer,  contributes  an  elaborate  chapter  on  its  general 
pathology.  This  is  followed  by  one  on  treatment,  by  Coley,  of 
New  York,  also  a  man  having  large  experience  in  this  line. 
In  speaking  of  palliative  treatment  of  uterine  cancer  by  car- 
bide of  calcium,  Coley  says:  "  One  thing  seems  to  be  certain, 
and  that  is  that  the  carbide  of  calcium  at  least  postpones 
death  and  makes  carcinoma  patients  vastly  more  comfortable 
while  they  live  than  any  treatment  known  to  the  writer."'  Of 
sarcoma  the  general  pathology  is  discussed  by  Williams,  while 
Coley  takes  up  its  symptomatology  and  treatment.  While  the 
results  from  the  use  of  the  "mixed  toxins"  introduced  by 
Coley  were  so  unsatisfactory  in  cases  of  carcinoma  that  their 
use  has  been  abandoned  in  these  cases,  in  sarcoma  the  good 
results  have  been  very  decided,  Coley  summarizing  them  as 
follows: 

1.  A  considerable  number  of  inoperable  sarcomata,  the  cor- 
rectness of  the  diagnosis  of  which  is  beyond  question,  have 
entirely  disappeared  under  this  method  of  treatment. 

2.  A  large  proportion  of  these  cases  have  remained  free  from 
recurrence  more  than  three  years  after  treatment. 

3.  Different  varieties  of  sarcoma  differ  widely  as  regards  the 
manner  in  which  they  are  acted  upon  by  the  toxins.  The  re- 
sults thus  far  show  the  treatment  to  be  more  successful  in 
the  spindle-celled  variety,  one-half  of  the  spindle- celled  sarco- 
mata so  far  treated  having  disappeared.  Round-celled  sarco- 
mata yield  less  readily,  although  a  certain  number  have  been 
successfully  treated.  No  case  of  melanotic  sarcoma  has  shown 
more  than  slight  improvement. 

4.  The  action  of  the  toxins  on  sarcoma  must  be  regarded  as 
a  rapidly  progressing  necrobiosis  with  fatty  degeneration. 
This  action  is  not  the  result  of  inflammation,  nor  does  it  re- 
semble the  destructive  action  of  a  local  escharotic,  but  it  is 
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rather  specific  in  character,  exercising  a  direct  influence  upon 
the  tumor  cells. 

5.  The  specific  action  is  further  confirmed  by  the  fact  that  sev- 
eral tumors  have  entirely  disappeared  when  the  injections  were 
made  subcutaneously,  remote  from  the  tumor. 

G.  This  method  of  treatment  is  attended  by  some  risk  unless 
certain  precautions  are  taken.  The  chief  dangers  are:  (1)  col- 
lapse from  too  large  a  dose  of  the  toxins  or  from  injections 
into  a  very  vascular  tumor;  (3)  pyemia  from  insufficient  pre- 
cautions as  regards  asepsis. 

7.  The  action  of  the  toxins  of  erysipelas  upon  sarcomata,  as 
shown  by  clinical  results,  is  in  strict  accord  with  the  known 
action  of  the  living  streptococcus  of  erysipelas;  therefore  the 
method  has  a  perfectly  logical  and  scientific  basis. 

8.  The  toxins,  to  be  of  value,  must  be  prepared  from  highly 
virulent  cultures  of  the  streptococcus  of  erysipelas. 

The  concluding  chapters  take  up  Malignant  New  Growths 
of  the  skin,  by  Bowen,  of  Boston,  and  Cancer  of  the  Female 
Organs  of  Generation,  by  Edward  McGuire,  of  Richmond. 

Transactions  of  the  American  Gynecological  Society. 
Volume  XXIII.  For  the  year  1898.  Pp.  491.  Philadel- 
phia: William  J.  Dornan,  1898. 

This  volume  contains  the  papers  and  discussions  which  came 
before  the  Society  at  its  last  meeting  in  Boston,  and,  as  it  has 
been  for  more  than  twenty  years,  so  now  it  continues  to  be  the 
exponent  of  the  most  advanced  gynecological  thought  of  this 
country. 

Cleft  Palate,  etc.     By  W.  Arbuthnot  Lane,  M.S.    Pp. 

278,  octavo.     London:  The  Medical  Publishing  Co.,  Limited, 

1898. 

This  is  a  volume  of  reprints  of  lectures  and  contains  much  of 
interest  and  value  to  those  interested  in  children  and  their 
diseases. 

The  subjects  considered  include  Cleft  Palate,  Acquired  De- 
formities, Mechanical  or  Traumatic  Arthritis,  Clinical  Observa- 
tions on  the  Principles  Involved  in  the  Treatment  of  Fractures, 
Treatment  of  Simple  Fractures  by  Operation,  Some  of  the 
Consequences  of  Wearing  Boots,  Tubercular  Affections  of 
Joints,  Treatment  of  Inguinal  Hernia,  Treatment  of  Abnormal 
Mechanical  Affections  of  the  Hip  Joint,  Antrectomy  as  a 
Treatment  for  Chronic  Purulent  Otitis  Media. 

The  Medical  News  Pocket  Formulary  for  1899.  By 
E.  QuiN  Thornton,  M.D.,  Demonstrator  of  Therapeutics  in 
the  Jefferson  Medical  College.  Philadelphia:  Lea  Bros.  & 
Co.,  1899. 

This  is  a  book  of  ready-made  prescriptions  arranged  under 
an  alphabetical  list  of  diseases.  It  is  well  done  in  its  way,  but 
aids  of  this  kind  should  not  be  required  by  properly  qualified 
practitioners,  and  when  used  by  men  who  may  find  it  easier  to 
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copy  a  stock  formula  than  to  tax  their  intellects  in  the  endeavor 
to  think  out  one  more  appropriate  to  the  case  in  hand,  they  cer- 
tainly take  away  the  stimulus  of  effort  and  tend  to  dwarf 
mental  progress. 

The  Sexual  Instinct:  Its  Use  and  Dangers  as  Affecting 
Heredity  and  Morals.  By  James  Foster  Scott,  B.A. 
Yale,  M.D.,  CM.  Edinb.,  Late  Obstetrician  to  Columbia 
Hospital  for  Women,  etc.,  Washington,  D.  C.  Pp.  436. 
New  York:  E.  B.  Treat  &  Co.,  1899. 

The  design  of  this  work,  as  stated  in  its  preface,  "is  to  fur- 
nish the  non-professional  man  with  a  suflSciently  thorough 
knowledge  of  matters  pertaining  to  the  sexual  sphere — know- 
ledge that  he  cannot  afford  to  be  without."'  The  author  has  en- 
deavored to  convey  this  knowledge  in  language  free  as  possible 
from  technical  terms  and  intelligible  to  laymen.  It  begins 
with  an  introductory  chapter  on  the  sexual  instinct  and  the  im- 
portance of  a  just  appreciation  of  its  influence,  then  takes  up 
the  physiology  of  the  sexual  life,  the  consequences  of  impurity 
from  the  personal  standpoint,  woman's  role  in  nature,  influ- 
ences which  incite  to  sexual  immorality,  prostitution,  abortion, 
venereal  disease,  onanism,  and  the  perversions.  The  book  is 
well  written,  but  seems  rather  too  diffuse  and  would  be  im- 
proved by  judicious  condensation. 
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OBSTETRICS. 

Function  of  the  Corpus  Luteum.— The  majority  of  papers 
upon  the  corpus  luteum  either  pass  over  its  function  without 
remark  or  conclude  by  saying  that  nothing  is  definitely  known 
concerning  it. 

The  theory  most  usually  advanced  is  that  the  corpus  luteum 
by  its  rapid  growth  fills  out  the  empty  follicle  and  thus  restores 
the  equihbrium  of  the  circulation  and  the  lost  tension  in  the 
ovary  through  which  the  rupture  of  the  mature  follicle  is 
induced. 

About  two  years  ago  J.  G.  Clark"  began  a  study  of  the 
ovarian  circulation  under  the  guidance  of  Prof.  Mall,  of  the 
Johns  Hopkins  University,  which  he  has  continued  in  the  labo- 
ratory of  Prof.  Spalteholz.  In  the  course  of  many  injections 
of  ovaries  obtained  from  individuals  ranging  in  age  from  the 
new-born  child  to  the  woman  past  the  menopause,  he  has  gradu- 
ally been  led  to  the  conclusion,  which  has  been  further  strength- 
ened by  this  special  study  of  the  corpus  luteum,  that  its  office 
is  chiefly  that  of  a  preserver  of  the  circulation  through  which 
the  ovum-bearing  function  is  maintained  throughout  the  years 
of  the  woman's  best  physical  development. 
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In  the  young  individual  the  main  branches  of  the  ovarian 
artery  are  found  lying  between  the  follicle  zone  of  the  ovary 
and  a  spongy-like  central  space,  consisting  of  loose  reticulated 
tissue  and  large  open  spaces.  From  the  main  stems  of  the 
circulatory  tree  radiating  branches  penetrate  the  follicle-bear- 
ing zone,  giving  off  in  their  course  branches  to  each  follicle, 
until  they  reach  the  periphery,  where  they  form  an  intricate 
anastomosis  with  each  other  immediately  beneath  the  surface 
of  the  ovary.  During  the  menstrual  life  of  the  woman  the  cir- 
culation is  constantly  undergoing  changes  due  to  the  develop- 
ment of  the  follicles,  the  organization  of  the  corpus  luteum, 
and  the  retrogression  of  the  fibrous  bodies.  These  changes  in 
the  younger  woman  are  mainly  concerned  with  the  follicle 
branches.  With  the  development  of  each  follicle  a  mighty 
increase  in  its  surrounding  circulation  occurs,  consisting  in  the 
enlargement  in  size  and  number  of  its  vessels.  This  change  is 
first  observed,  as  noted  in  previous  pages,  at  the  time  when  the 
follicle  wall  is  differentiated  into  the  theca  externa  and  interna. 

Instead  of  the  tiny  wreath-like  capillary  net  which  surrounds 
the  young  follicle,  we  find  in  the  mature  follicle  large  arteries 
and  venous  spaces,  constituting  an  exceedingly  rich  vascular 
tissue  within  the  theca  interna.  As  is  at  once  evident,  if  these 
vessels  were  to  remain  undiminished  after  rupture  of  the  folli- 
cle, the  ovary  in  very  early  life  would  be  converted,  through 
their  successive  accumulation  after  each  ovulation,  into  an 
organ  composed  of  teleangectatic  tissue;  if,  on  the  other  hand, 
the  empty  follicle  were  to  be  organized  by  the  usual  granulation 
process  which  occurs  in  open  wounds,  a  dense  resistant  scar 
tissue,  poor  in  blood  vessels,  would  be  left  as  an  end  product, 
which,  through  successive  accumulations,  would  soon  so  impair 
the  circulation  as  to  render  the  development  of  the  follicle 
impossible.  The  peculiar  organization  of  the  corpus  luteum  is 
therefore  established,  according  to  Clark's  opinion,  for  the 
preservation  of  the  circulation.  As  has  been  seen  in  the  pig's 
ovary,  the  vessels  concerned  in  the  organization  of  the  corpus 
luteum  are  rapidly  developed,  and  then  gradually  disappear  in 
the  retrogressive  process,  until  at  last  no  trace  of  them  remains. 

On  the  site  of  the  follicle  is  left  a  slightly  denser  tissue  which 
corresponds  in  appearance  to  the  thickened  theca  externa,  and 
this  in  turn  is  finally  lost  in  the  surrounding  ovarian  stroma. 
In  injected  specimens  of  middle-aged  women  in  active  men- 
strual life  we  find  around  the  remains  of  the  corpus  luteum  a 
wreath  of  large  anastomosing  vessels.  This  wreath  gradually 
falls  together  as  the  degenerating  tissue  of  the  corpus  luteum 
is  removed,  until  they  lie  closely  bunched  together,  all  branches 
which  have  previously  nourished  the  corpus  luteum  having 
been  destroyed.  As  these  vessels  have  approached  closer  and 
closer,  they  have  likewise  increased  in  size,  and,  although 
unable  to  follow  their  further  fate  in  the  tangled  scheme  of  the 
circulation,  one  can  safely  assume  that  they  finally  shrink  to 
insignificant  vessels  which  no  longer  take  any  active  part  in 
the  circulation,  the  blood  current  in  the  meantime  having  been 
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shifted  to  the  circulatory  twigs  surrounding  other  developing 
follicles.  With  the  disappearance  of  the  last  of  these  vessels 
which  have  been  concerned  in  the  organization  of  the  corpus 
luteum,  is  left  a  slightly  denser  ovarian  stroma  at  the  site  of 
the  theca  externa,  but,  notwithstanding  this  lopping-off  of  one 
of  the  twigs,  the  main  stem  of  the  circulation  remains  intact, 
holding  its  normal  position  to  the  inner  side  of  the  follicle  zone. 
As  is  well  known,  the  follicles  are  distributed  in  three  general 
zones  (His),  an  outer  one  consisting  of  primar}-  follicles,  a 
middle  of  slightly  larger,  and  an  inner  of  still  larger  ones. 
The  inner  follicles,  being  the  first  to  develop,  must  push  toward 
the  periphery  as  they  approach  maturity,  thus  displacing  the 
smaller  follicles. 

During  the  first  stage  of  organization  of  the  corpus  luteum  it 
still  occupies  the  position  of  the  ruptured  follicle,  but  as  neigh- 
boring follicles  spring  into  active  growth  it  must  give  way, 
and  either  becomes  flattened  out  against  the  tunica  albuginea 
or  between  adjacent  follicles,  or,  as  is  much  more  frequently 
the  case,  is  pushed  back  into  the  ovarian  stroma. 

This  crowding  back  of  these  bodies  finally  exercises  a  certain 
pressure  upon  the  central  stems  of  the  artery,  which  are 
crowded  more  and  more  toward  the  spongy  centre  of  the  ovary 
until  this  space  is  obliterated  and  the  vessels  lie  in  close  con- 
tact with  each  other.  The  gradual  increase  of  the  denser 
ovarian  stroma  finally  begins  to  exercise  its  influence  upon 
the  circulation  in  such  a  way  that  absorption  of  the  corpora 
lutea  is  retarded,  and  instead  of  a  loose  stroma  containing 
relatively  few  remains  of  corpora  lutea  in  the  young  woman, 
a  denser  tissue  with  a  considerable  number  of  fibrous  and 
hyaline  bodies  is  seen  in  the  older  woman.  In  some  instances 
Clark  has  found  the  hyaline  remains  of  three  to  five  corpora 
lutea  packed  one  upon  the  other  from  the  periphery  toward  the 
centre  of  the  ovary,  and  in  one  slide  he  was  able  to  count  thir- 
teen of  these  bodies.  Naturally  the  deposition  of  these  bodies 
throughout  the  stroma  tends  further  to  impair  the  circulation 
{the  first  effect  of  which  is  noticed  in  the  periphery  of  the 
ovary  where  the  primary  follicles  lay),  until  a  time  is  reached 
where  it  is  no  longer  sufficient  to  bring  the  follicles  to  maturity. 

When  we  consider  the  fact  that  the  ripening  of  a  follicle 
requires  the  increase  of  its  circulation  from  a  fine  capillary 
system  to  an  exceedingly  rich  blood  supply,  we  can  readily 
understand  why  their  growth  may  be  gradually  inhibited  and 
finally  stopped  by  the  decrease  in  the  peripheral  circulation. 

According  to  this  view  the  corpus  luteum  is  essentially  a 
preserver  of  the  circulation,  which  in  the  earlier  life  of  the 
woman  performs  its  function  almost  perfectly,  but  in  later  life, 
on  account  of  the  gradual  densification  of  the  stroma,  more  of 
its  remains  are  left  behind,  until  finally  it  may  exercise  the 
opposite  function  and  assist  in  crippling  the  circulation.  As 
an  end  result,  the  menopause  is  induced,  not  through  the  dis- 
appearance of  the  follicles,  but  through  an  impairment  of  the 
circulation  which  prevents  their  further  development. 


BRIEF   OF   CURRENT   LITERATURE.  241 

Clark's  conclusions  are  as  follows: 

1.  The  lutein  cells  are  specialized  connective-tissue  cells  which 
appear  in  the  inner  layers  of  the  follicle  wall  at  the  time  when 
it  begins  to  show  a  differentiation  into  the  theca  interna  and 
externa,  and  gradually  increase  in  size  and  number  until  the 
period  of  maturity,  when  they  have  assumed  all  of  the  charac- 
teristics which  cause  them  to  be  designated  lutein  cells.  The 
corpus  luteum  is  therefore  not  an  epithelial  but  a  connective- 
tissue  structure. 

2.  In  the  growing  follicle  the  lutein  cells  are  increased  at  the 
expense  of  the  ordinary  connective-tissue  cells  until  the  latter 
are  represented  by  only  a  few  cells  and  a  fine  reticulum  in  ther 
mature  follicle.  This  reticulum  forms  a  fine  web,  stretching 
from  the  theca  externa  among  the  lutein  cells,  beyond  which  it 
is  woven  into  a  more  or  less  fine  line  known  as  the  membrana 
propria. 

3.  At  the  time  of  the  rupture  of  the  follicle  the  membrana 
propria  is  broken  through  in  places  by  the  advancing  lutein 
cells  and  blood  vessels,  but  quickly  reforms  a  connective-tissue 
line  in  front  of  the  lutein  cells,  which  push  it  toward  the  centre, 
where  it  finally  forms  a  dense  core  of  interlacing  fibres. 

4.  After  the  rupture  of  the  follicle  the  lutein  cells  (con- 
nective-tissue cells)  show  a  remarkable  activity  in  growth, 
increasing*  both  in  size  and  numbers,  until  the  empty  cavity 
is  completely  filled  in,  after  which  they  begin  to  undergo 
degeneration. 

5.  The  fine  reticulum  between  the  lutein  cells  of  the  mature 
follicle  is  the  antecedent  of  the  connective-tissue  cells,  which 
are  quite  sparse  in  the  first  stage  of  the  growth  of  the  corpus 
luteum,  but  become  the  predominating  structure  at  the  height 
of  its  development. 

6.  The  degeneration  of  the  lutein  cells  is  probably  induced 
through  the  increasing  density  of  the  connective  tissue  sur- 
rounding them. 

7.  The  retrogression  of  the  corpus  luteum  is  characterized 
first  by  the  fatty  degeneration  of  the  lutein  cells,  followed  by 
the  shrinking  of  the  connective-tissue  net  into  a  compact  body 
(corpus  fibrosum),  after  which  it  is  gradually  removed  through 
hyaline  changes  until  a  very  fine  scar  tissue  is  left,  which  is  at 
last  lost  in  the  ovarian  stroma. 

8.  The  blood  vessels  of  the  corpus  luteum  are  quite  resistant, 
and  the  larger  ones  are  among  the  last  structures  to  give  way 
in  the  process  of  retrogression. 

9.  The  oflSce  of  the  corpus  luteum  is  that  of  a  preserver 
of  the  ovarian  circulation,  which  exercises  its  function  almost 
perfectly  in  the  younger  woman,  but  which  at  last,  with  the 
increasing  density  of  the  stroma,  begins  to  fail  in  its  activity, 
its  remains  being  slowly  or  imperfectly  absorbed,  until  these 
deposits  finally  exert  the  opposite  influence  and  hasten  the 
laming  of  the  circulation. 

10.  Cessation  of  ovulation  is  induced,  not  through  the  dis- 
appearance of  follicles  per  se,   but  through  a  densification 
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of  the  ovarian  stroma  and  a  destruction  of  the  peripheral  cir- 
culation which  prevents  their  development. 

Ectopic  Gestation. ^An  elaborate  discussion  of  the  treat- 
ment of  ectopic  pregnancies  by  P.  Segond  *  may  be  summarized 
as  follows: 

Ectopic  pregnancies  of  less  than  five  months. — 1.  Cases 
developing  normally  are  preferably  treated  by  total  ablation, 
by  laparatomy,  of  the  fetal  cyst  and  appendages  involved; 
in  some  cases  evacuation  through  an  incision,  with  subse- 
quent suture  and  replacement  of  the  tube,  is  permissible. 
When  the  fetal  cyst  is  intraligamentous  and  beneath  the  pelvic 
peritoneum  laparatomy  must  often  be  followed  by  suprapubic 
drainage.  If  the  cyst  is  situated  in  a  rudimentary  uterine 
cornu  it  should  be  removed  by  laparatomy;  if  it  is  difficult  to 
form  a  pedicle,  supravaginal  or  total  abdominal  hysterectomy 
is  necessary.  Tubo-interstitial  pregnancies  may  exceptionally 
be  removed  by  vaginal  hysterectomy,  but,  as  their  diagnosis  is 
impossible  without  direct  examination,  supravaginal  or  total 
abdominal  hysterectomy  is  the  rule.  When  a  lesion  of  the 
opposite  appendages  or  a  uterine  neoplasm  exists,  total  ablation 
by  the  vaginal  route  is  most  advantageous  during  the  first 
three  or  four  months;  after  this  time  laparatomy  is  preferable 
on  account  of  the  size  of  the  placenta  and  friability  of  the 
uterus.  2.  Complicated  cases.  Every  hematosalpinx,  whether 
accompanied  or  not  bj^  an  intraperitoneal  bloody  effusion, 
should  be  removed  through  the  abdominal  incision,  except  that 
when  there  are  bilateral  lesions  of  the  appendages  or  a  uterine 
new  growth  total  removal  of  the  uterus  and  adnexa  should  be 
performed  through  the  vagina  during  the  first  four  months, 
through  the  abdomen  if  later.  The  vaginal  incision  is  the 
operation  of  choice  for  encysted  hematocele.  If  colpotomy 
•encounters  a  return  of  the  hemorrhage,  or  large  lesions  of  the 
appendages  requiring  ablation,  total  removal  of  the  uterus  and 
appendages  can  be  done  through  the  vagina.  The  vaginal  inci- 
sion also  permits  opening  more  lateral  collections  and  hemato- 
celes beneath  the  pelvic  peritoneum.  Some  cases  demand  an 
ischio-rectal  incision,  or  subperitoneal  laparatomy  with  vaginal 
drainage.  Laparatomy  should  be  employed  only  when  col- 
potomy cannot  prevent  the  evolution  of  lesions  of  the  adnexa 
not  amenable  to  vaginal  hysterectomy.  In  Yevy  difficult  cases 
total  abdominal  castration  is  probably  best.  For  hematocele 
with  successive  hemorrhages  colpotomy  may  be  tried,  but 
immediate  laparatomy  should  follow  a  return  of  hemorrhage. 
For  profuse  hemorrhages  laparatomy  is  the  only  operation 
which  allows  rapid  and  certain  hemostasis.  For  suppurating 
hematoceles,  well  limited,  unilocular,  and  easily  accessible  by 
the  vagina,  this  should  be  the  site  of  incision;  but  vaginal 
hysterectomy  is  better  if  the  appendages  are  the  seat  of  bilat- 
eral lesions,  and  the  age  of  the  pregnancy  does  not  lead  to  a 
suspicion  of  too  large  a  placenta,  and  the  entire  mass  to  be 
removed  is  not  too  voluminous.  Laparatomy  is  necessary 
when  there  is  doubt  of  the  existence  of  lesions  of  the  other 
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appendages,  when  the  pregnancy  has  passed  three  months,  and 
when  the  mass  to  be  removed  extends  so  high  as  to  be  abdomi- 
nal rather  than  pelvic. 

Ectopic  pregnancies  of  more  than  five  months. — When  the 
fetus  is  living  and  at  term  immediate  operation  is  indicated,  as 
it  is  in  the  case  of  a  living  child  which  lacks  several  weeks  of 
the  minimum  date  of  viability.     When  it  is  nearer  this  period 
an  attempt  may  be  made  to  save  it  only  as  long  as  this  can  be 
done  without  in  any  way  endangering  the  mother.     In  gen- 
eral, intervention  should  be  limited  to  extraction  of  the  fetus, 
with  simple  marsupialization  of  the  cyst  and  abandonment  of 
the  placenta.     To  this  rule  there   are  three  exceptions:  tubal 
pregnancies  very  easily  enucleable;  hemorrhage  from  partial 
separation  of  the  placenta,  which  must  be  removed  entirely  for 
hemostasis;  and  secondary  rupture  of  the  sac  with  the  fetus  free 
in  the  abdominal  cavity.     Hemorrhage  from  rupture  demands 
immediate  laparatomy,  as  does  suppurative  peritonitis.     In  the 
former  case  marsupialization  of  the  cyst  should  be  attempted, 
but  complete  removal  of  the  placenta  is  often  necessary.     When 
death  of  the  fetus  has  recently  occurred  it  is  well  to  wait  until 
the  circulation  between  the  sac  and  the  placenta  has  become 
slow,  but  not  over  six  weeks,  or  until  menstruation  returns  and 
rupture  is  threatened  by  overdistension  of  the  sac.     In  general, 
these  cases  should  be  treated  by  extraction  of  the  fetus  with 
marsupialization  of  the  sac  and  abandomnent  of  the  placenta. 
If  the  fetus  has  been  long  dead,  elytrotomyis  a  good  operation, 
if  the  sac  is  low  enough  in  the  pelvic  cavity  and  the  placenta  is 
not  inserted  upon  its  lower  face.     Abdominal  marsupialization 
of  the  sac  is  usually  the  operation  of  choice,  with  ablation  of 
the  placenta.     If  adhesions  do  not  interfere  the  sac  may  be 
partially  extirpated  and  a  small  sac  formed  of  the  remainder, 
with  a  vaginal  counter-opening.     This  may  also  be  done  when 
the  fetus  is  free  in  the  abdominal  cavity  and  the  sac  reduced  to 
what  envelops  the  placenta,  but  usually  it  is  better  in  such 
cases  to  remove  the  placenta  and  all  which  envelops  it.     When 
the  fetus  is  in  a  complete  sac,  total  extirpation  of  the  latter  is 
more  often  permissible  than  with  a  fetus  which  is  living  or 
recently  dead.     Total  abdominal  removal  of  the  uterus  and 
appendages  must  be  reserved  for  cases  in  which  ablation  of  the 
sac  fails  or  is  too  severe  for  the  patient,  tubo-interstitial  preg- 
nancies, and  concomitant  uterine  neoplasms.     An   old   fetal 
cyst  may  be  complicated   by  suppurative  peritoneal  lesions 
requiring  immediate  laparatomy,  terminating  in  total  extir- 
pation or  incomplete  ablation  with  drainage.     The  cyst  may 
resemble  a  relatively  mobile  tumor  of  the  appendages,  and  is 
then  amenable  to  the  treatment  applicable  to  cases  in  which 
the  fetus  has  been  long  dead;  it  may  bulge  into  a  cul-de-sac  or 
against  the   abdominal  wall;  or  it  may  open   spontaneously 
through  the  abdominal  wall,  vagina,  rectum,  or  bladder.     If 
opening  on  the  abdominal  wall  or  vagina,  the  fistula  may  be 
enlarged  by  an  incision;  if  through  the  rectum,  the  abdomen 
or  vagina  should  be  opened.     Sacs  opening  into  the  bladder 
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may  be  evacuated  through  the  urethra  if  they  contain  small 
fetuses  which  died  before  the  fifth  month,  but  if  the  fetus  is 
larger  cystotomy  or  laparatomy  is  necessary. 

Wreke "  reports  a  case  of  ectopic  pregnancy  which  ruptured 
about  the  seventh  month,  the  fetus  escaping  into  the  abdominal 
cavity.  The  fetus  continued  to  live  and  was  extracted  during 
a  subsequent  laparatomy,  perishing  four  hours  after  delivery. 
Owing  to  severe  bleeding  the  placenta  could  not  be  removed; 
it  was  expelled  six  weeks  later.  During  this  period  the  patient 
suffered  from  an  irregular  fever.  The  patient  recovered,  but 
an  abdominal  hernia  necessitated  another  abdominal  section 
and  ventrofixation  of  the  uterus. 

Miiller  ^  reports  the  case  of  a  woman,  27  5^ears  old,  who  gave 
a  history  of  three  normal  confinements.  When  she  came  under 
observation  she  was  five  months  pregnant,  and  stated  that  after 
lifting  a  heavy  basket  she  began  to  flow  moderately.  The 
bleeding  recurred  in  two-weekly  intervals  for  about  three 
months,  always  accompanied  by  bearing-down  pains.  During 
the  last  four  months  she  did  not  bleed.  Expulsion  of  decidua 
never  observed.  Examination  showed  a  large  uterus,  corre- 
sponding to  about  the  fourth  month  of  gestation,  and  in  the 
right  side  a  tumor  about  the  size  of  a  fetal  head.  The  diagnosis 
of  simultaneous  extra-  and  intrauterine  gestation  was  con- 
firmed during  a  subsequent  laparatomy.  The  ovary  and  tube 
of  the  left  side  were  perfectly  normal,  while  on  the  right  side 
the  tube  was  enlarged  by  a  growing  ovum.  There  were  no  ad- 
hesions and  the  whole  sac  was  extirpated  without  diflBculty. 
The  sac  contained  a  well-developed  fetus  of  about  five  months. 
Three  weeks  later  the  woman  aborted,  expelling  a  four  months' 
fetus. 

Jacobs^  reports  a  series  of  47  cases.  He  states  that  a  blood- 
stained vaginal  secretion  following  metrorrhagia  is  pathogno- 
monic of  ectopic  gestation.  Jacobs  does  not  believe  that  a 
diseased  uterus  predisposes  to  extrauterine  pregnancy.  The 
diagnosis  is  not  easy  before  the  second  month.  Although  a 
patient  may  recover  without  operation,  the  operation  should  be 
performed  after  the  diagnosis  has  been  made. 

Henry  C  Coe "'  reports  5  recent  cases  of  ectopic  pregnancy. 
Intraperitoneal  rupture  took  place  in  all,  and  all  but  one  of  the 
patients  recovered.  None  of  the  women  presented  any  clearly 
marked  evidences  of  extrauterine  pregnancy.  It  is  interesting 
to  note  that  in  all  but  one  case  rupture  took  place  at  a  time 
when  menstruation  was  due. 

Guerard  *  reports  4  cases  of  ectopic  gestation  advanced  to 
from  four  to  six  months.  Three  cases  were  operated  on  and 
recovered;  one,  treated  expectantly,  died.  The  first  case  was 
an  XIpara,  33  years  old.  After  the  last  confinement,  which 
occurred  about  three  j'-ears  ago,  menstruation  ceased  for 
about  nine  months;  after  that,  profuse  bleeding  from  rectum 
and  vagina.  Menstruation  remained  irregular,  accompanied  by 
severe  pains  in  the  right  side.  Palpation  of  the  abdomen  dem- 
onstrated a  tumor  on  the  right  side,  extending  from  the  umbili- 
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cus  into  the  pelvis,  and  a  vaginal  examination  showed  the 
whole  pelvis  filled  by  a  tumor.  Laparatomy  and  opening  of 
the  fetal  sac,  containing  a  macerated  embryo  of  about  five 
months.  Placenta  firmly  attached  to  the  intestines,  removal 
impossible.  Douglas'  cul-de  sac  occupied  by  a  large  hemato- 
cele which  communicated  with  the  rectum.  Both  the  fetal  and 
the  hematocele  were  drained  toward  the  vagina.  The  fever 
which  existed  prior  to  the  operation  disappeared.     Recovery. 

Case  II.  is  a  IVpara,  age  33.  The  woman  thought  she  was 
pregnant  about  five  months.  Fetal  movements,  which  were 
felt,  had  ceased.  Examination  under  chloroform  resulted  in 
the  diagnosis  of  extrauterine  pregnancy  in  the  fifth  month. 
Operation  five  days  later.  Abdominal  cavity  contained  quan- 
tities of  blood  and  liquor  amnii.  The  fetal  sac  had  ruptured, 
the  tear  extending  into  the  placenta.  Extraction  of  the  fetus; 
ligation  of  the  cord  close  to  the  placenta ;  placenta  adhering 
to  the  intestines,  removal  impracticable  on  accouat  of  hemor- 
rhage and  state  of  collapse.  Closure  of  sac  from  above  and 
drainage  into  the  vagina.     Closure  of  abdomen.     Recovery. 

Case  III.  concerns  a  IVpara  who  had  been  a  sufferer  from 
biliary  colic.  Extrauterine  pregnancy  was  diagnosed  some 
time  before  the  operation.  Continuous  bleeding  from  the  rec- 
tum forced  patient  to  submit  to  an  operation.  Removal  of  sac 
caused  injury  to  the  rectum,  which  was  immediately  closed. 
The  uterus  was  fixed  to  the  abdominal  walls,  and  the  gall  blad- 
der, containing  immense  quantities  of  gall  stones,  was  removed 
at  the  same  time.     Complete  recovery. 

The  fourth  case  was  a  Illpara,  25  years  old,  who  gave  the 
symptoms  of  extrauterine  pregnancy  with  perforation  into  the 
rectum.  Patient  declined  operation  and  died  three  months 
later  from  septic  peritonitis,  after  a  preceding  period  of  com- 
paratively good  health. 

These  cases  again  demonstrate  the  necessity  of  operating  in 
all  cases  of  ectopic  pregnancy,  as  in  all  these  cases  there  is 
great  danger  from  septic  peritonitis  unless  the  sac  is  removed. 
When  it  is  impossible  to  remove  the  sac  in  toto,  Guerard 
advises  closure  of  the  sac  toward  the  abdominal  cavity  and 
drainage  into  the  vagina. 

Puerperal  Fever, — Eberhart  *  recommends  0.9  per  cent  sa- 
line solutions  in  the  treatment  of  puerperal  fever,  especially  in 
the  septic  variety.  The  author  found  the  injections  of  great 
benefit  in  patients  who  could  not  retain  any  fluid  and  when  the 
body  seemed  to  suffer  from  deficiency  of  fluids.  Experimentally 
it  has  been  proved  that  infusion  of  large  quantities  (one  litre) 
of  saline  solutions  has  a  marked  diuretic  action,  and  by  aug- 
menting the  circulation  lessens  poisonous  action  upon  the  kid- 
neys. This  method,  already  favorably  commented  upon  by 
Sahli,  is  certainly  simple  and  harmless  and  should  be  tried  in 
these  almost  hopeless  cases. 

Striinckmann '  describes  a  case  of  fatal  puerperal  fever  in 
which  he  was  able  to  obtain  pure  cultures  of  staphylococci 
throughout  the  whole  body.     This  case  and    an  investigation 
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of  the  observations  of  other  authors  prove  conclusively  that 
puerperal  fever  is  not  necessarily  due  to  the  invasion  of  staphy- 
lococci, but  may  also  be  caused  by  a  number  of  other  micro-or- 
ganisms— for  instance,  bacillus  coli,  gonococcus,  tetanus  bacil- 
lus, etc.  The  name  puerperal  fever  is  simply  a  convenient 
term  signifying  various  infections  which  have  entered  the 
organism  by  the  puerperal  genitals. 

Hofmeier  ®  reports  1,000  cases  of  labor  from  the  University 
Clinic  of  Wiirzburg  and  the  methods  adopted  for  the  preven- 
tion of  puerperal  fever.  In  all  cases  douches  of  .05  per  cent 
solution  of  corrosive  sublimate  are  administered  during  and 
after  labor.  Seven  women  died  as  a  result  of  various  compli- 
cations, but  in  none  of  these  was  death  attributable  to  sepsis. 
All  cases  were  used  for  instruction  of  students  and  midwives. 
The  absence  of  sepsis  under  such  conditions  is  very  remarkable 
and  speaks  well  for  the  usefulness  of  prophj^lactic  douches. 

Intrauterine  Injections  in  Cases  of  Puerperal  Infection. 
— J.  A.  Ouimet"  holds  that  this  method  of  treatment  is  both 
rational  and  efficacious.  In  the  first  tubes  made  for  the  pur- 
pose the  chief  concern  appears  to  have  been  to  secure  a  return 
of  the  injected  fluid.  This  is  undoubtedly  an  important  condi- 
tion, but  a  second  very  important  one  is  the  relation  which 
should  exist  between  the  opening  for  the  entrance  and  that  for 
the  exit  of  the  fluid.  If  the  latter  be  too  large  the  fluid  leaves 
the  uterine  cavity  so  rapidly  that  it  exerts  no  friction  upon  its 
walls  and  the  lavage  is  ineffective  ;  if  too  small,  the  fluid 
accumulates  and  distends  the  uterus,  and  when  a  uterine  con- 
traction may  occur  and  prevent  the  reflux  of  superfluous  fluid 
through  the  open  cervical  canal,  this  distension  maj  produce 
untoward  results.  Budin's  horseshoe  tube  allows  of  the  return 
of  fluid  even  during  a  contraction  and  secures  perfect  lavage 
of  the  uterus.  Should  the  tube  meet  with  any  obstacle,  the 
nature  of  this  obstacle  must  be  determined  and  no  force  used 
in  the  attempt  to  pass  it,  for  the  softness  of  the  uterine  tissues 
renders  them  liable  to  perforation.  The  injections  should  con- 
sist of  a  1  :5000  bichloride  solution.  Should  this  be  contra- 
indicated,  use  a  2  :100  carbolic  solution. 

Antistreptococcic  Serum. — In  a  careful  review  of  the  re- 
sults obtained  by  the  use  of  the  antistreptococcic  serum,  F.  J. 
Cotton, "^  of  Boston,  states  that  no  one  will  now  contend  that 
the  antistreptococcic  serum  is,  broadly  speaking,  effective 
against  streptococcus  infections.  Beyond  a  doubt  a  certain 
degree  of  passive  protection  is  possible  in  the  laboratory,  and 
probably  something  of  the  sort  is  possible  in  man.  There 
seems,  in  view  of  recent  work,  no  ground  for  drawing  sharp 
distinctions  between  alleged  species  of  streptococci,  and 
though  it  would  be  a  mistake  to  assume  too  close  a  paral- 
lel between  the  conditions  of  infection  in  man  and  in  ani- 
mals, yet  probably  a  serum  really  effective  in  protecting  rab- 
bits against  streptococci  would  afford  some  aid  to  the  human 
organism  in  its  struggle  against  a  like  infection.  It  is  likely 
enough  that  this  is  the  explanation  of  the  temporary  relief  of 
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symptoms  so  often  noted.  It  does  not  seem  that  this  repre- 
sents a  strong  action  against  the  infection,  but  it  is  something, 
and  in  many  cases  a  very  Httle  may  turn  tiie  tide.  This  seems 
reason  enough  to  give  the  serum  further  trial — as  a  symptoma- 
tic treatment  if  no  more.  There  seems  to  be  no  good  reason 
against  its  use.  Urticaria,  erythema,  joint  pains,  etc. ,  are  of 
not  uncominon  occurrence,  but  of  no  great  moment.  Abscesses 
at  the  point  of  injection,  sometimes  containing  streptococci,  are 
not  rare,  and  would  indicate  care  in  using  a  bacteriologically 
tested  serum.  If  the  serum  is  to  be  used  in  earnest  it  should 
be  used  in  considerable  doses.  Probably  in  many  cases  the 
dosage  has  been  too  small.  To  protect  a  rabbit  against  a  ten 
times  fatal  dose  needed  0.2  centimetre  of  Marmorek's  serum; 
this  is  one  seven-thousandth  the  body  weight,  corresponding 
to  about  10  centimetres  in  man.  The  potency  of  different 
makes  of  serum  varies,  and  they  seem  to  lose  notably  by  keep- 
ing. Hence,  while  there  are  no  accurate  data  for  dosage  in 
man,  yet  the  problem  is  not  to  protect  against  an  infection,  but 
to  cope  with  an  infection  in  full  swing,  and  that  with  a  serum 
of  doubtful  efficacy;  the  needed  dose  will  probably  be  large,  if 
anything  is  to  be  accomplished.  The  limit  of  dosage  must 
vary,  but  untoward  effects  are  not  frequent,  and  plenty  of 
cases  have  borne  25  cubic  centimetre  doses.  In  one  case  a 
total  of  1,030  cubic  centimetres  was  given,  though  this  in  a 
case  of  some  duration;  thei'e  were  no  ill  effects  beyond  a 
slight  erythema.  There  seems,  then,  some  reason  for  continu- 
ing the  use  of  serum  in  cases  of  demonstrated  streptococcus 
infection.  Care  is  needful  in  selecting  the  serum  to  be  used;  it 
should  be  used,  if  at  all,  in  considerable  amount;  and,  above 
all,  until  more  evidence  of  its  power  is  forthcoming,  it  should 
be  used  as  an  adjunct  only,  and  never  to  supplant  or  modify 
other  treatment  of  the  case. 

Cesarean  Section. — In  a  paper  read  before  the  German 
Medical  Congress  at  Diisseldorf,  Frank'"  stated  that  in  his 
opinion  it  is  immaterial  at  what  point  the  uterns  is  opened. 
He  has  performed  the  operation  thirteen  times,  losing  one 
patient  from  acute  peritonitis.  In  this  particular  case  the 
mode  of  incision  did  not  influence  the  fatal  result.  Frank  does 
not  believe  that  the  mode  of  incision  increases  or  lessens  the 
amount  of  blood  lost;  this  depends  entirely  upon  the  situation 
of  the  placenta,  which  is  usually  found  in  the  fundus,  there- 
fore an  incision  in  the  fundus  is  usually  accompanied  by  more 
copious  bleeding.  The  reader  of  the  paper  sees  also  no  good 
reason  why  an  incision  of  the  fundus  should  lessen  the  liability 
to  the  formation  of  adhesion  between  the  uterus  and  abdomi- 
nal peritoneum  During  every  operation  the  peritoneum  is 
handled  and  more  or  less  injured,  and  quite  likely  to  form 
adhesive  bands.  New  adhesions  must  form;  they  are  least 
objectionable  between  the  uterus  and  anterior  abdominal  walls, 
and  this  is  best  attained  through  the  incision,  advised  by 
Kehrer,  in  the  lower  zone  of  the  uterus.  Concerning  the  inci- 
sion in  the  fundus,  recently  recommended  by  Fritsch,  Frank  had 
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an  opportunity  to  examine  two  women  in  whom  the  uterus  was 
opened  after  this  method.  He  found  in  one  case  the  uterus 
retroflexed  and  adherent  to  the  rectum,  and  in  the  second  case 
the  uterus  was  fixed  in  the  right  side. 

Everke'"  read  a  paper  on  Cesarean  section  at  a  recent  meet- 
ing of  the  German  Physicians  and  Surgeons,  and  reports  35 
operations.  After  deducting  7  deaths  not  directly  due  to  the 
operation  itself  (twice  sectio  in  mortua,  two  for  severe  eclamp- 
sia, one  on  a  patient  suffering  from  pleuritis  exsudativa,  one 
in  a  patient  with  septic  peritonitis,  and  one  case  in  which  the 
operation  was  performed  outside  the  hospital  under  exceedingly 
unfavorable  conditions),  the  mortality  was  14  per  cent;  of  this 
about  11  per  cent  was  due  to  sepsis.  The  indications  for  ope- 
ration were  twice  sectio  in  mortua  (one  child  delivered  alive), 
twice  for  eclampsia  (mothers  deeply  comatose,  children  alive), 
one  retrocervical  fibroid,  five  cases  of  osteomalacia,  one  case 
of  spondylolisthetic  pelvis,  25  cases  of  contracted  pelves  of 
marked  degree.  Thirty  children  were  delivered  alive,  2  Avere 
deeply  asphyctic  and  could  not  be  resuscitated,  and  3  were 
dead  before  the  operation  was  performed.  In  25  cases  consecu- 
tive section,  six  times  Porro,  and  twice  removal  of  the  entire 
uterus.  Five  women  are  again  pregnant  and  are  doing  well. 
Everke  states  that  in  his  opinion  the  mortality  of  Cesarean  sec- 
tion should  not  and  would  not  be  higher  than  that  of  craniot- 
omy if  the  women  would  come  under  observation  at  an  earlier 
period.  Unfortunately,  however,  most  patients  do  not  present 
themselves  until  different  operations  have  been  vainly  tried 
and  the  women  are  exhausted  and  also  suffering  from  infection. 
Wherever  practicable,  Everke  induces  premature  labor,  but  at 
full  term  prefers  Cesarean  section  to  perforation  of  the  living 
child.  The  author  is  not  an  advocate  of  symphyseotomy, 
which  operation  is  technically  difficult,  offers  less  favorable 
conditions  for  the  delivery  of  the  living  child,  and  frequently 
leaves  the  patient  incapacitated  for  work.  He  warns  against 
operating  before  the  advent  of  labor  pains,  as  he  experienced 
in  three  cases  severe  postpartum  hemorrhage.  The  com- 
pression of  the  cervix  by  means  of  a  rubber  tube  has  been 
abandoned,  and  instead  of  this  Everke  einploys  digital  com- 
pressions to  his  entire  satisfaction.  Everke  is  also  an  oppo- 
nent of  the  transverse  incision  of  the  fundus,  advocated  by 
Fritsch,  as  this  incision  is  apt  to  be  followed  by  secondary  in- 
fection owing  to  bad  nutrition  of  the  wound  and  the  liability 
to  the  formation  of  adhesions  with  the  adjacent  organs.  The 
most  important  point  in  the  technique  is  the  exact  and  secure 
closure  of  the  uterine  incision;  in  three  cases  dying  from  sepsis 
he  found  the  uterine  wound  gaping.  He  now  employs  three 
layers  of  suture,  deepest  through  the  decidua  with  closure  of 
the  ligatures  in  the  uterine  cavity,  and  a  row  of  deep  and 
superficial  sutures  enclosing  the  muscular  layer  and  perito- 
neum. 

Weinberg  "  performed  Cesarean  section  in  a  woman  who 
died  from  tubercular  meningitis,  and  obtained  a  living  child. 
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The  fetal  heart  sounds  continued  to  be  audible  after  the  mother 
ceased  to  breathe.  There  was  a  lapse  of  about  five  minutes 
between  the  death  of  the  mother  and  the  extraction  of  the 
child. 

Jewett"  concludes  a  recent  paper  with  the  following  sum- 
mary: The  operation  should,  if  possible,  be  done  before  labor. 
Open  the  abdomen  by  an  incision  of  about  seven  inches  in 
length,  extending  equally  above  and  below  the  umbilicus. 
Seizing  the  rubber  constrictor  with  both  hands,  one  or  two 
feet  apart,  pass  the  intervening  loop  over  the  fundus  of  the 
uterus  down  to  the  cervix,  tie  lightly  in  a  single  knot,  and 
give  into  the  hands  of  an  assistant.  Open  the  uterus  in 
situ.  Cut  in  the  median  sagittal  plane,  beginning  at  a  con- 
venient point  on  the  posterior  aspect  of  the  fundus,  and  extend- 
ing the  incision  forward  and  downward  to  the  extent  of  six  or 
seven  inches.  Open  directly  into  the  amniotic  sac,  with  no 
attempt  to  avoid  the  placenta.  Instantly  seize  the  child  by 
whatever  pole  comes  to  hand  and  extract.  While  an  assistant 
holds  the  uterine  wound  lightly  open  with  retractors,  grasp  the 
placenta  with  one  hand  and  remove  placenta  and  membranes. 
Nothing  is  gained  by  irrigating  the  uterine  cavity.  It  is 
already  aseptic,  or  if  not  the  organ  should  be  amputated. 
Close  the  musculature  in  three  layers  with  a  running  chro- 
mated  No.  2  catgut,  and  the  serous  with  a  continuous  No.  0 
catgut  suture;  or  for  the  muscular  wall  the  usual  interrupted 
silk  sutures  may  be  employed.  Cleanse  the  peritoneum  and 
close  the  abdomen  in  the  usual  manner. 

For  the  modified  Porro  operation  open  the  abdomen  from  the 
umbilicus  to  a  point  but  little  above  it  to  a  point  within  one  or 
two  inches  of  the  symphysis.  Apply  the  uterine  tourniquet 
to  partly  control  without  wholly  cutting  off  the  blood  supply. 
Open  the  uterus  from  fundus  to  isthmus  and  extract  the  child 
and  placenta.  Replace  the  cervical  constrictor  with  clamps  to 
the  arteries,  and  proceed  as  in  other  hysterectomies.  If  the 
cervical  stump  is  left,  the  upper  end  should  be  securely  closed 
before  covering  with  peritoneum.  If  the  cervical  canal  is  pos- 
sibly infected,  a  complete  hysterectomy  is  better  than  ampu- 
tation. 

Symphyseotomy. — H.  S.  Crossen  "  reports  an  operation  of 
the  above  kind,  which  he  performed  as  follows:  The  genitals 
were  shaved  and  prepared  for  symphyseotomy.  The  patient 
was  catheterized.  The  urethra  was  held  to  the  right  by  the 
metal  catheter,  and  a  sharp-pointed  bistoury  was  entered  into 
the  vaginal  wall  to  the  left  of  the  urethra  and  in  front  of  the 
lower  end  of  the  pubic  joint.  The  knife  was  pushed  upward  in 
front  of  the  joint,  keeping  the  flat  surface  close  to  the  joint. 
When  the  sharp-pointed  bistoury  had  been  pushed  part  way  up 
the  anterior  surface  of  the  symphysis,  it  was  withdrawn  and 
a  blunt-pointed  bistoury  introduced  into  the  wound.  When 
the  point  of  the  knife  reached  the  upper  margin  of  the  joint  the 
cutting  edge  was  turned  toward  it  and  the  symphysis  care- 
fully divided  from  before   backward  and  downward.     While 
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the  joint  was  being  divided,  an  assistant  on  each  side  of  the 
patient  made  some  outward  pressure  on  the  anterior  superior 
iliac  spines,  so  that  separation  would  begin  as  soon  as  the  main 
structures  were  divided.  At  the  same  time  the  assistants  fur- 
nished support  to  the  side  of  the  pelvis,  so  that  no  sudden 
excessive  separation  could  take  place.  As  soon  as  the  joint 
began  to  yield  the  knife  was  withdrawn  and  the  forceps  applied 
to  the  fetal  head.  The  head  was  slowly  delivered  with  the 
forceps  while  firm  pressure  was  being  made  on  the  sides  of  the 
pelvis  to  limit  the  separation  as  much  as  possible.  The  great- 
est separation,  measured  as  the  head  was  passing  the  superior 
strait,  was  6  centimetres  (2i  inches).  The  tissues  were  so 
friable  from  engorgement  with  blood  and  serum  that,  while 
making  the  incision,  there  was  considerable  laceration  of  the 
vaginal  wall  at  the  site  of  entrance  of  the  knife.  To  limit  the 
damage  to  the  perineum  and  vaginal  walls  he  performed  episi- 
otomy.  The  bones  were  held  in  place  by  plaster  strips  for 
some  time  after  the  operation.  The  union  was  fibrous  and 
allowed  no  movement. 

Dickinson  "  reports  2  cases,  and  describes  an  easily  applied 
and  effective  sling  for  holding  the  pelvic  bones  in  apposition 
during  convalescence,  by  hanging  the  patient  up  in  her  own 
binder,  somewhat  as  a  horse  is  slung  when  he  has  a  broken 
leg  or  when  he  is  taken  on  board  ship.  The  binder  in  it& 
ordinary  position  is  rather  slack  and  fastened  with  strong 
safety  pins.  Beneath  it,  lengthwise  of  the  patient,  is  slipped  a 
stout  cane  or  a  stick.  To  one  projecting  end  is  tied  a  piece  of 
clothesline.  The  rope  runs  over  a  large  hook  screwed  into  a 
ceiling  beam  and  down  to  the  other  end  of  the  stick.  The 
amount  of  pressure  and  elevation  is  most  conveniently  and 
quickly  regulated  by  this  simple  means.  The  woman's  pelvis 
swings  just  clear  of  the  bed.  To  lift  her  in  order  to  change  the 
bed  linen  beneath  her  or  to  pass  in  the  bedpan,  the  rope  is 
easily  shortened  by  a  nurse  of  average  strength  without  any 
jarring  of  the  patient.  The  individual  for  whom  it  was  used 
said  it  was  more  comfortable  than  the  trough  or  stretcher  and 
was  much  cooler.  The  nurse  said  it  was  easy  to  manipulate. 
Its  great  advantage  lies  in  the  ease  with  which  the  vulvar  and 
anal  regions  may  be  reached  without  removal  of  the  lateral 
pressure. 

H.  McKennan  "  records  a  case  where  he  performed  symphy- 
seotomy on  a  dwarf  -io  inches  in  height,  50  pounds  in  weight, 
and  well  developed.  She  had  a  conjugata  vera  of  2f  inches. 
Her  husband  is  5  feet  10  inches  in  height  and  weighs  140 
pounds.  The  child  weighed  4^  pounds  and  lived.  Mother's 
convalescence  was  uneventful. 

Rupture  of  the  Uterus. — Kronland  ''  reports  the  case  of  a 
Illpara  whom  he  found  with  a  ruptareof  the  uterus  which  had 
occurred  some  hours  before.  Labor  pains,  which  had  been 
quite  active  for  twelve  hours,  had  suddenly  ceased.  There  was 
a  large  tear  in  the  lower  segment,  through  which  both  fetus 
and  placenta  had  escaped  into  the  abdominal  cavity.     After  an 
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unsuccessful  attempt  to  deliver  by  forceps,  Kronland  seized  the 
feet  and  delivered  the  fetus  and  placenta  with  comparative 
ease.  As  the  patient  was  perfectly  comfortable  and  there 
was  no  hemorrhage,  neither  within  nor  without,  the  tear 
was  not  sutured  or  tamponed.  Kronland  again  saw  the  pa- 
tient two  and  a  half  weeks  later  and  found  her  apparently 
dying  from  peritonitis  and  sepsis.  She  refused  all  treatment 
at  home  and  did  not  consent  to  be  transferred  to  a  hospital. 
The  patient,  however,  did  not  die,  and  presented  herself  a  year 
later,  stating  that  she  had  been  in  bed  for  five  months,  during 
which  time  she  had  no  attendant.     She  was  perfectly  well. 

Erdey  ^  reports  a  case  of  rupture  of  the  uterus  in  a  case  of 
transverse  presentation.  The  rupture  occurred  spontaneously 
while  patient  was  being  transported  to  the  hospital.  The  arm 
was  protruding;  the  head  was  found  in  the  iliac  fossa;  heart 
sounds  not  audible  ;  patient  in  a  state  of  collapse.  Labor  was 
terminated  by  decapitation.  After  extracting  the  fetus  the 
lower  uterine  segment  was  found  to  be  exceedingly  thin  and 
the  seat  of  a  large  transverse  tear.  The  treatment  consisted 
in  inserting  a  loose  tampon  into  the  uterus  and  packing  the 
seat  of  the  rupture  and  vagina  very  firinly  with  iodoform 
gauze.  The  uterus  was  then  brought  into  a  position  of  ante- 
flexion, after  which  a  firm  compression  bandage  was  applied 
around  the  abdomen.     The  patient  made  a  good  recovery. 

Immediate  Extirpation  of  the  Uterus  per  Vaginam  after 
Labor  in  Cancer  or  Rupture  of  the  Uterus. — Chrobak, 
Fritsch,  and  Seiffart  have  each  removed  the  uterus  for  cancer 
of  the  cervix  immediately  post  partum.  To  these  three  cases 
Schroder'^  adds  a  fourth  one  which  was  operated  upon  by 
Winter.  Schroder  advises  in  cases  of  operable  cancer  to  in- 
duce premature  labor  at  once,  and  immediately  after  this  extir- 
pate the  uterus  per  vaginam.  Schroder  thinks  that  in  general 
practice  rupture  of  the  uterus  is  best  treated  by  tamponing  the 
uterus  with  iodoform  gauze;  but  if  this  accident  occurs  in  a 
hospital,  or  the  circumstances  permit  the  patient's  transfer  to 
such  an  institution,  it  is  best  to  extirpate  the  organ  from  the 
vagina.  Schroder  describes  four  cases  which  were  operated 
on,  with  two  recoveries. 

Spontaneous  Rupture  of  the  Vagina  during  Labor. — 
A  perforating  rupture  of  the  vagina  during  labor  is  a  rare 
accident,  and,  owing  to  the  danger  of  hemorrhage  and  subse- 
quent peritonitis,  it  is  a  complication  much  to  be  feared.  The 
literature  contains  about  90  such  cases,  in  most  of  which  the 
laceration  was  the  result  of  operative  traumatism.  Such  a 
rupture  may,  however,  occur  spontaneously,  and  is  exemplified 
by  a  case  observed  by  Siebourg.  °  The  woman  gave  a  history 
of  eight  normal  confinements.  Her  present  pregnancy  pro- 
ceeded normally,  and  the  only  symptoms  she  complained  of 
were  those  caused  by  a  pendulous  abdomen.  Labor  occurred 
at  the  normal  terminus.  The  pains  commenced  with  great 
severity,  but  the  woman  continued  to  be  up  and  about.  The 
membranes  ruptured  spontaneously.    After  this  she  complained 
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of  severe  pains  in  her  right  side.  Labor  pains  then  ceased  en- 
tirely. The  woman  appeared  to  be  very  ill,  and  a  physician 
who  was  called  to  her  aid  found  her  in  a  dying  condition.  The 
contours  of  the  abdomen  were  irregular,  and  in  the  left  side 
of  the  abdomen  fetal  parts  appeared  to  have  escaped  into  the 
abdominal  cavity.  The  head  was  in  the  pelvis.  The  doctor 
made  the  diagnosis  of  a  spontaneous  rupture  of  some  part  of 
the  parturient  canal  and  proceeded  to  deliver  by  forceps.  The 
birth  of  the  child  was  followed  by  profuse  bleeding,  and  upon 
introducing  the  hand  a  large  tear  in  the  fornix  was  found 
which  extended  into  the  left  parametrium  and  opened  the 
abdominal  cavity.  The  placenta  had  escaped  into  the  abdo- 
men. After  the  removal  of  the  placenta  the  wound  was  firmly 
packed  with  gauze.  The  woman  died  twenty  minutes  later 
from  shock  and  loss  of  blood.  Owing  to  the  pendulous  belly 
and  the  upright  position  of  the  woman  the  head  did  not  descend 
into  the  axis  of  the  pelvis,  and  this  probably  caused  the  rup- 
ture of  the  vagina. 

Hydramnios. — M.  Keiffer  *^  reports  a  case  of  hydramnios  in 
twin  pregnancy.  At  the  end  of  the  sixth  month  the  discom- 
fort caused  was  so  great  and  the  respiratory  and  cardiac  func- 
tions were  so  much  interfered  with  that  it  was  decided  to 
intervene  in  the  interest  of  the  patient's  life.  A  sound  was 
introduced  between  the  uterine  wall  and  the  distended  mem- 
branes, which,  in  spite  of  all  possible  precautions,  penetrated 
into  the  amnion.  About  five  litres  of  fluid  trickled  out  slowly 
along  the  sound.  The  uterus,  slowly  and  regularly  retracted, 
and  the  sound  was  withdrawn  and  the  vagina  plugged  with 
aseptic  cotton.  Two  or  three  days  passed  without  any  effort 
at  expulsion  on  the  part  of  the  uterus;  twin  pregnancy  was 
recognized,  both  fetuses  being  alive  and  the  mother  in  good  con- 
dition. A  continuation  of  the  pregnancy  was  hoped  for,  but  at 
the  end  of  the  fifth  day  the  mass  was  expelled  in  toto  by  means 
of  only  two  contractions.  There  was  not  the  least  hemorrhage. 
The  uterus  underwent  involution  in  a'  perfectly  normal  way. 
There  was  but  one  placenta. 

Amputation  of  the  Cervix  in  Relation  to  Future  Preg- 
nancy.— Felice  La  Torre  '"  decidedly  opposes  Audebert's 
opinion  that  this  operation  disastrously  affects  the  duration  of 
future  pregnancies  by  causing  abortion,  and  of  labor  by  in- 
ducing premature  rupture  of  the  membranes  and  by  the  pro- 
duction of  a  mass  of  cicatricial  tissue  which  interferes  with 
dilatation  of  the  os.  The  author  has  performed  this  operation 
in  eighty  cases,  using  the  Simon-Marckwald  process.  Nine  of 
these  patients  became  pregnant  after  the  opei*ation.  Four  of 
them  (in  whom  the  measure  was  resorted  to  because  of  chronic 
endometritis)  had  six  pregnancies,  of  which  one  ended  at  eight 
months  because  of  gemellar  pregnancy  with  large  fetuses, 
four  occurred  spontaneously  at  term,  and  one  at  term  with  the 
application  of  forceps  because  the  cord  was  wound  around  the 
neck  and  an  arm  interfered  with  the  descent  of  the  head. 
Three  patients,  operated  upon  because  of  deep  laceration  of  the 
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cervix,  and  who  previously  had  had  abortions  and  premature 
deliveries,  had  four  pregnancies  at  term.  The  duration  of 
labor  in  these  cases  was  between  eight  and  ten  hours.  Accord- 
ing to  La  Torre  the  prognosis  of  amputation  of  the  cervix  is 
the  following:  1,  If  the  operation,  performed  according  to 
Schroder's  method  of  Simon-Marckwald,  is  properly  carried 
out,  and  healing  occurs  by  first  intention,  fecundation  is  not 
interfered  with,  pregnancy  will  be  normal,  as  will  also  labor. 
2.  Should  the  operation  be  improperly  performed  and  result  in 
the  formation  of  a  cicatrix  which  is  irregular  because  of  abnor- 
mal adhesions  or  because  healing  did  not  occur  by  first  inten- 
tion, the  cervical  canal  will  be  deformed  and  may  interfere 
with  the  passage  of  spermatozoa.  But  should  pregnancy 
occur  it  will  be  of  normal  duration,  while  labor  may  last  a  few 
hours  longer  than  is  usual.  3.  Schroder's  operation  requires 
greater  normal  dexterity  than  that  of  Simon-Marckwald,  and 
consequently  is  apt  to  be  less  well  performed  and  to  result  in 
the  formation  of  atypical  cicatrices.  4.  A  very  decided  indi- 
cation for  operation  is  an  important  factor  in  its  success.  The 
author  describes  the  steps  of  the  operation  in  detail  and  reports 
his  nine  cases  at  length. 

A  Rare  Form  of  Human  Placenta.^Livio  Herlitzka  *'  re- 
ports a  case  in  which,  after  normal  delivery  of  a  healthy  child, 
the  placenta  was  found  to  be  adherent  to  the  fundus  and  to  the 
anterior,  posterior,  and  lateral  walls.  It  was  removed  with 
some  difficulty,  attended  by  some  hemorrhage  which  was 
stopped  bj'-  ergot  and  tamponade  of  the  uterine  cavity.  The 
weight  of  the  placenta  was  500  grammes  (about  1  pound) ;  it 
was  large  and  shaped  like  a  bag,  so  that  it  could  not  be  spread 
out  flat.  The  circumference  of  the  base,  or  placental  border, 
was  60  centimetres  (24  inches).  The  material  surface  was 
formed  of  many  isolated  cotyledons,  of  about  the  same  size, 
and  united  by  a  thin  tissue,  so  that  they  looked  as  if  dissemi- 
nated upon  a  membrane.  This  latter  was  vascular,  and  macro- 
scopically  appeared  like  placental  substance  thinned  as  far  as 
possible.  There  was  no  loss  of  substance,  except  in  a  very  re- 
stricted area.  The  chorion  and  amnion  were  not  present,  so 
that  no  measurements  could  be  taken  which  would  have  deter- 
mined the  distance  of  the  placenta  from  the  uterine  opening. 
During  a  curettage  performed  eight  days  later  for  the  removal 
of  some  of  the  cotyledons  it  was  found  that  the  inferior  point 
of  insertion  on  the  right  was  2.5  centimetres  (1  inch),  and 
on  the  left  1  centimetre  (f  of  an  inch).  The  cotyledons  were 
normal  in  color,  consistence,  and  form.  The  cord  was  inserted 
centrally  and  was  normal.  Under  the  microscope  the  various 
portions  of  the  placenta  were  normal,  except  that  here  and 
there  were  zones  where  the  villi  were  surrounded  by  an  amor- 
phous connective-tissue  substance  and  their  functions  inter- 
fered with  by  the  obliteration  of  the  blood  vessels.  The  author 
goes  at  length  into  the  question  of  the  etiology  of  this  form  of 
placenta,  reaching  the  following  conclusions:  1.  The  etiology 
depends  upon  abnormal  development,  viz.,  insufficient  growth 
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of  the  chorion  frondosum  and  consequent  persistence  of  the 
vilH  upon  the  chorion  glabrum  (which  would  thus  increase  the 
surface  of  fetal  nutrition);  from  this  condition  would  result  the 
possibility  of  the  development  of  a  reflected  placenta.  2.  The 
existence  of  such  a  placenta  greatly  complicates  its  delivery,  as 
its  peculiar  conformation  renders  its  normal  detachment  im- 
possible; hence  the  occurrence  of  hemorrhages. 

Placenta  Previa. — C  Fournier'®  advocates  accouchement 
force  and  version  for  severe  placental  hemorrhages  during  the 
last  three  months  of  pregnancy  and  labor.  In  multiparge  the 
cervix  may  be  slowly  dilated  with  one  hand;  in  primiparse  the 
dilatation  should  be  accomplished  by  means  of  Hegar's  dila- 
tors, followed  by  increasing  sizes  of  Champetier's  balloons. 
When  this  is  completed  the  patient  should  be  anesthetized,  the 
hand  introduced  through  the  membranes  or  placenta,  and 
podalic  version  performed. 

Expression  of  the  Placenta. — P.  Budin  '*  advises  breaking 
up  the  attachments  of  the  placenta  to  the  uterus  and  dividing 
it  into  several  fragments  by  means  of  the  finger.  The  uterus 
is  then  compressed  between  two  fingers  in  the  posterior  cul-de- 
sac  and  the  other  hand  upon  the  abdominal  wall  in  the  hypo- 
gastric region.  Anesthesia  is  employed  in  order  to  secure 
complete  relaxation  of  the  abdominal  and  vaginal  wails  and 
perineum. 

Multiple  Pregnancy. — S.  S.  Crockett "  states  that  the  sta- 
tistics of  various  countries  show  that  multiple  pregnancy  may 
be  expected  once  in  every  80  or  85  cases.  In  Great  Britain 
twins  occur  once  in  every  90  to  110  cases;  triplets  once  in  every 
6,000  to  10,000  cases.  It  is  obvious  that  certain  races  and  cer- 
tain families  develop  cases  of  multiple  pregnancy  oftener  than 
others.  It  is  not  uncommon  to  observe  frequency  of  twins 
among  different  members  of  the  same  family;  and  the  strangest 
part  of  this  family  peculiarity  is  that  it  does  not  seem  to  be 
confined  to  the  female  side,  as  the  same  man  is  often  the  father 
of  twins  by  different  women,  and  brothers  are  often  fathers  of 
twins  by  women  in  no  way  related  to  each  other.  In  cases  of 
twins  both  children  may  develop  from  the  fertilization  of  two 
separate  ova  or  of  only  one  ovum.  The  ova  may  be  fertilized  at 
the  same  coitus  or  at  different  times  and  by  different  males. 
Twins  from  two  ova  are  six  times  as  common  as  twins  from 
one  ovum.  Twin  pregnancies  end  prematurely  in  about  66  per 
cent  of  cases.  One  embryo  may  die,  be  expelled,  and  the  other 
go  on  to  maturity;  the  dead  embryo  may  not  be  expelled  until 
the  birth  at  term  of  the  living.  It  may  then  appear  as  a 
shrunken  mass  that  has  been  flattened  by  the  pressure  of  the 
growing  fetus.  In  64  per  cent  twins  are  of  the  same  sex,  and 
there  is  no  evidence  that  twins  are  less  fertile  than  others. 
Statistics  would  indicate  that  the  head  presents  in  about  49 
per  cent,  head  and  breech  in  31  per  cent,  both  breech  in  8  per 
cent,  head  and  transverse  in  about  6  percent,  breech  and  trans- 
verse in  about  4  per  cent,  both  transverse  in  a  smaller  number. 
In  multiple  deliveries  labor  is  usually  easy. 
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Postpuerperal  Psoitis. — Walter  C.  Wood,"  in  reporting 
two  cases  of  his  own  and  two  observed  b}^  Dickinson,  says,  in 
speaking  of  postpuerperal  psoitis:  This  variety  of  septic  in- 
fection occurs  rather  late  after  confinement,  and  may  not  be 
closely  linked  to  that  event  by  continuous  septic  symptoms. 
Extension  of  infection  may  take  place  from  the  broad  ligament 
io  the  connective  tissue  about  the  psoas  muscle,  and  even  along 
ihe  course  of  that  muscle  up  to  the  perinephric  fat.  It  may  be 
considered  a  variety  of  remote  parametritis,  using  the  word 
"  remote  "  as  indicating  distance  from  the  uterus  and  not  time 
from  the  delivery.  The  cellulitic  deposits  in  the  cases  of  re- 
mote parametritis  sometimes  suppurate.  They  do  so — if  it 
happens  at  all — some  weeks  or  even  months  after  labor,  and 
when  this  occurs  along  the  course  of  the  psoas  muscle  it  may 
cause  considerable  confusion,  the  collection  of  pus  being  liable 
to  be  mistaken  for  abscess  due  to  caries  of  the  spine.  As  these 
cases  have  an  insidious  onset  and  also  present  an  abdominal 
tumor,  they  may  come  to  the  notice  of  the  general  surgeon  for 
diagnosis  and  treatment.  The  subject  has  received  but  scant 
attention  at  the  hands  of  American  and  English  writers,  and 
the  literature  is  chiefly  in  French.  There  are  two  theories 
regarding  its  causation:  one,  that  a  rupture  of  muscle  fibres  has 
occurred  with  a  hematoma  and  secondary  indirect  infection  at 
this  point  of  lowered  resistance  ;  the  other,  a  direct  infection  of 
the  cellular  tissue  around  the  muscle  by  way  of  the  lympha- 
tics. Clark,  in  the  Transactions  of  the  New  York  Medical 
Association  for  1886,  vol.  ii.,  pp.  70-84,  in  an  article  entitled 
^'  Psoitis  and  Peripsoitis,"  gives  the  opinion  as  follows:  "  Pri- 
mary suppuration  in  the  psoas  muscle  always  results  from 
rupture  of  muscle  fibres  occurring  during  violent  exercise, 
straining  in  parturition,  gymnastic  exercises,  an  attempt  to 
avert  a  fall,  or  a  direct  blow."^  He  then  gives  a  detailed  history 
of  three  cases  where  the  traumatic  etiology  is  self-evident,  but 
in  none  of  them  is  there  any  connection  with  the  puerperal  state. 
He  thus  offers  no  evidence  in  support  of  his  statement  that  it 
occurs  as  the  result  of  "straining  in  parturition."  Yet  his 
traumatic  cases  present  the  same  clinical  history  as  the  post- 
partum cases.  In  considering  the  second  theory,  we  lay  aside 
the  usual  type  of  puerperal  infection — viz.,  a  pelvic  peritonitis. 
We  also  note  that  in  the  cases  reported  there  are  two  varieties: 
one  when  there  has  been  plainly  an  infectious  process  in  the 
uterus  and  the  cellular  tissue  of  the  true  pelvis ;  the  other, 
where  there  has  been  no  clinical  evidence  of  such  a  pelvic 
lesion,  but  the  psoas  abscess  has  been  practically  the  only  local 
sepsis.  In  a  similar  way  we  see  septic  fingers  and  secondary 
axillary  abscesses  both  with  and  without  an  intermediate  local 
lesion  in  the  arm.  The  lymphatics  of  the  lower  segment  of  the 
uterus  descend,  together  with  those  of  the  vagina,  and  pass 
backward  to  enter  the  internal  iliac  chain  of  lymphatic  glands, 
which  in  turn  connect  with  the  mesial  group  of  lumbar  glands 
lying  along  the  aorta  and  vena  cava.  This  mesial  group  has 
most  intimate  connections   with  the  lateral    lumbar   glands, 
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lying  behind  the  psoas  muscle  and  in  the  intervals  between  the- 
slips  of  muscle  arising  from  the  transverse  processes  of  the 
lumbar  vertebrae.  The  lymphatics  from  the  upper  segment  of 
the  uterus  proceed  outward  in  the  broad  ligament,  and,  follow- 
ing the  'jvarian  vessels,  empty  into  the  mesial  group  of  lumbar 
glands.  Thus  we  see  that  an  infected  tear  of  the  vagina  alone, 
or  of  the  cervix,  can  directly  infect  the  cellular  tissue  about 
the  psoas  muscle  without  an  intervening  metritis  or  cellulitis 
of  the  broad  ligament.  Other  cases  would  seem  to  be  ex- 
amples of  infection  passing  through  the  Ij'mphatics  going  in 
the  broad  ligament,  with  a  metritis  and  cellulitis  and  the  psoas 
abscess  as  a  secondary  infection.  The  relation  of  the  forceps 
to  these  remote  septic  lesions,  and  also  whether  the  high  forceps 
can  injure  directly  the  psoas-iliacus  muscle  through  the  thinned- 
out  uterus,  are  questions  of  interest  to  the  obstetrician.  In 
reference  to  diagnosis  we  can  speak  more  definitely.  Given 
a  knowledge  that  acute  psoitis  may  occur,  the  diagnosis 
is  an  easy  matter.  Septic  symptoms  with  the  history  of  a 
recent  delivery  suggest  a  pelvic  examination.  This  gives  a. 
negative  result.  Then  examine  the  whole  abdomen  instead  of 
assuming  that  a  constitutional  disease  is  present.  Localized 
pain  and  swelling  will  be  found  on  one  side,  and  together  with 
a  flexed  thigh  means  a  retroperitoneal  lesion.  The  tumor  may 
be  indistinguishable  from  the  kidney.  If  it  is  a  kidney  w& 
should  expect  a  previous  cystitis  and  a  urinary  examination,  or, 
better,  several  examinations  will  usually  show  a  "'  surgical 
kidney."  A  blocked  ureter  may  restrain  the  kidney  debris 
and  the  urine  be  clear  even  with  a  pus-kidney.  However,  a 
lumbar  incision  is  indicated  for  both  conditions.  J^ft 

A  perinephritic  abscess  may  be  excluded  by  its  presenting 
more  emphatically  toward  the  loin.  There  is  some  confusion 
between  a  true  psoas  abscess  and  a  suppurative  process  in  the 
fat  around  the  kidney.  The  latter  gives  a  brawny  feeling, 
and  even  redness  of  the  skin  when  the  infection  is  not  a  tuber- 
cular one  It  is  important  to  exclude  the  common  tubercular 
abscess  arising  from  spinal  caries,  for  the  prognosis  is  far  dif- 
ferent and  the  treatment  should  be  also.  As  the  collection  of 
pus  is  in  the  same  location  in  both  instances,  there  is  no  differ- 
ence in  many  of  the  physical  signs.  The  acute  psoitis  is  ten- 
der, while  a  collection  of  tubercular  debris  is  painless  until 
infected  with  the  pus  organism.  Our  reliance  must  be  in  a 
careful  history  and  examination  of  the  spine,  for  the  osteitis 
precedes  by  many  months  the  collection  in  the  psoas  sheath. 
This  osteitis  always  manifests  itself  by  symptoms,  such  as 
slowness  in  rising,  early  fatigue,  a  muscular  rigidity  giving 
the  characteristic  attitude,  and  pain  referred  to  the  peripheral 
ends  of  the  corresponding  nerves,  and  thus  described  as  being 
felt  in  the  abdomen,  chest,  or  limbs.  The  so-called  "  quiet "" 
disease,  without  marked  symptoms,  is  not  the  variety  that 
produces  an  abscess,  but  is  rather  a  dry  osteitis.  The  charac- 
teristic deformity  is  also  to  be  expected  before  the  onset  of  a 
psoas  collection.     We  must  exclude  that  variety  of  appendicitis 
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which  produces  a  lumbar  phlegmon.  Although  this  variety  is 
exceptional,  it  is  worthy  of  careful  consideration.  Appendi- 
citis m  general  has  recently  been  recognized  as  being  the  cause 
of  postpuerpal  sepsis  to  an  extent  not  hitherto  imagined. 

E.  Van  de  Warker  "  believes  that  psoas  abscesses  of  women 
never  originate  within  the  sheath  of  the  muscle,  but  by  exten- 
sion from  the  intrapelvic  cellular  spaces.  There  are  three 
points  to  be  borne  in  mind  when  making  a  diagnosis — edema 
of  the  leg,  retraction  of  the  thigh  of  the  affected  side,  and  ex- 
tension downward  of  the  cellular  infiltration  into  the  vaginal 
wall.  The  above  three  symptoms  point  to  affection  of  the 
psoas  and  iliac  regions.  The  vaginal  route  is  the  natural  one, 
and  any  abscess  in  this  region  may  be  opened  from  this  direc- 
tion. Anteriorly  or  posteriorly  makes  but  little  difference, 
but  he  thinks  the  anterior  cul-de-sac  offers  some  facilities  in 
reaching  the  fossa  that  the  posterior  route  does  not  possess.  It 
is  usually  necessary  to  insert  drainage.  This  must  be  either  a 
glass  or  rubber  tube.  The  tube  allows  thorough  irrigation  of 
the  cavity.  He  reports  a  case  which  terminated  fatally;  he  be- 
lieves death  was  due  to  the  delay  in  irrigating  the  cavity. 

Chronic  Endocarditis  complicated  by  Pregnancy.— Jess  " 
reports  29  cases  of  cardiac  diseases  complicated  by  pregnancy 
from  the  University  Clinic  of  Kiel,  of  which  one  proved  fatal 
about  two  weeks  post  partum.  This  does  not  coincide  with  the 
experience  of  other  authors  and  with  that  of  the  reviewer,  in 
whose  experience  marked  valvular  lesion  is  one  of  the  gravest 
complications  of  pregnancy  and  labor.  Thus  MacDonald  re- 
ports a  mortality  of  60  per  cent,  Berry  Hart  87  percent,  Leyden 
55  per  cent,  Lublinsky  71  per  cent,  and  so  forth;  therefore  the 
report  of  a  mortahty  of  only  4  per  cent  should  not  be  taken 
seriously.  Contrary  to  other  authors,  Jess  does  not  hesitate  to 
advise  marriage  in  young  women  suffering  from  cardiac  dis- 
eases. He  exempts  only  cases  where  the  disease  has  extended 
over  a  period  of  years  and  with  non-compensated  mitral  steno- 
sis. [The  reviewer  must  warn  decidedly  against  such  advice, 
for  in  his  experience  two  lives  were  sacrificed  by  non-heeding 
his  advice  against  marriage.]  The  paper  otherwise  contains 
nothing  new,  and  is  simply  a  recapitulation  of  the  advice 
given  by  other  more  experienced  and  more  reliable  authors. 

Lysol  Poisoning.— Cramer"  reports  a  fatal  case  of  lysol 
poisoning  after  uterine  irrigation.  The  woman  was  a  primi- 
para,  22  years  old,  in  whom,  on  account  of  fever  one  day  post 
partum,  the  uterus  was  irrigated  with  one  per  cent  solution  of 
lysol.  The  injection  of  about  one  and  a  half  litres  was  followed 
by  collapse,  which  soon  improved  under  appropriate  treatment. 
The  next  day  the  woman  had  jaundice  and  the  urine  gave  a 
phenol  reaction.  These  symptoms  of  intoxication  soon  sub- 
sided. A  few  days  later  the  fever  returned,  accompanied  by 
somnolence  and  vomiting,  and  on  the  tenth  day  the  patient 
died  in  an  attack  of  convulsions.  Postmortem  showed  endo- 
metritis, parametritis,  and  an  acute  hemorrhagic  nephritis. 
Cramer  believes  that  the  poisoning  was  not  caused  by  the  lysol 
17 
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itself,  but  that  some  of  the  fluid  injected  entered  the  circula- 
tion. Poisoning  from  diluted  lysol  has  never  been  observed, 
but  may  occur  from  the  drug  in  the  undiluted  form.  [In  this 
case  death  was  probably  caused  by  an  acute  sepsis  and  not  by 
the  injection  of  the  lysol,  which  is  one  of  the  most  harmless 
and  at  the  same  time  most  efficient  of  antiseptics.] 

Persistence  of  the  Hymen.— N.  Cullman"'  was  called  to 
see  a  patient  in  labor,  and  found  the  following  conditions: 
(1)  The  hymen  was  unruptured,  although  the  patient  had  been 
married  ten  months;  (2)  the  membrane  was  fibro  elastic  and 
very  dense;  (3)  a  small  opening  allowed  impregnation  to  occur; 
(4)  the  hymen  was  very  sensitive;  (5)  the  clitoris  was  unusu- 
ally large.  The  non-rupture  of  the  hymen  delayed  the  second 
stage  of  labor.  From  a  medico-legal  point  of  view  cases  of 
this  sort  are  important,  showing  that  impregnation  may  oc- 
cur without  rupture  of  the  hymen.  On  the  other  hand,  ab- 
sence of  the  hymen  does  not  prove  that  defloration  has  taken 

^  Acute  Yellow  Atrophy  of  the  Liver.— Acute  yellow  atrophy 
of  the  liver  is  a  very  rare   disease  and  appears  usually  as  a 
complication  of  pregnancy  or   the  puerperium.     Thompson 
reports  a  case  occurring  in  a  woman  35  years  old,  who  twice 
aborted  and  five  times  carried  to  full  term.     When  about  six 
months  pregnant  the  patient  began  to  complain  of  nausea  and 
vomiting,  and  pains  in  the  region  of  the  liver.     At  the  same 
time  the  skin  assumed  a  yellowish  hue,  and   when  seen  by 
Thompson    there    was    decided    jaundice.     An  examination 
showed   the  absence  of   fetal  movements  and  heart   sounds. 
Liver  dulness  extended  about  two  fingers  below  the  sixth  rib. 
The  urine  contained  biliary  pigments.     The  next  day  the  pa- 
tient complained  of  pains  throughout  the  body,  was  very  rest- 
less, and  answered  questions  slowly  and  with  apparent  etiort. 
The  comatose  condition  became  more  pronounced  during  the 
next  few  days,  and  finally  the  patient   could  no  longer  be 
aroused.     A  week  after  admission  to  the  hospital  labor  pains 
began  and  a  macerated  fetus  was  expelled.     The  placenta  was 
very  yellow,  but  otherwise  showed  nothing  abnormal,     ihe 
patient  died  two  days  post  partum.     During  the  last  two  days 
she  was  deeply  comatose,  had  a  subnormal  temperature  and 
very  small  pulse.     A  postmortem  showed  absence  of  peritoni- 
tis.    The  liver,  diminished  to  about  half  the  normal  size,  looks 
yellow  in  sections,  with  here  and  there  islands  of  red  tissue. 
Spleen   enlarged,   soft,   and  very    friable.     As  poisoning  by 
phosphorus  and  sepsis  could  be  excluded,  the  case  was  one  ot 
acute  yellow  atrophy.     The  causes  of  this  rapidly  fatal  disease 
are  not  yet  discovered,  but,  as  the  general  symptoms  resemble 
those  of  acute  poisoning,  it  is  generally  assumed  to  be  due  to  mtec- 
tion.     Demelin  advises  rapid  evacuation  of  the  uterus      in  this 
case,  however,  the  symptoms  did  not  improve  after  labor.     Jt 
is,  therefore,  hardly  probable  that  such  a  method  would  otter 
any  prospect  of  success. 
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achM  °1ears^f'r^^  the  case  of 

1  .^^ijia,  J  years  ot  age,  in  whom  had  occurred  from  her  fir^f  vpar  a 

AftrT'n  ^^"^  ^'l^'^  thegenitalsevery  thrror  four  wleks 

we  I  I't  3^ vearTff '  i'YI^  ''^'  ""'^^u  ^ut  otherwise  warquUe 
wen.     At  3  jears  the  child  was  as  ta  1  as  a  girl  of  7    but  thpn 

S;  ^TK^a^^s'  "^"'lli  ''''.  "^1  «^^'  she  is'of  normTl 
d^nt  -rowth  of  t  •  '!u'^^^^  developed,  and  there  is  an  abun- 
aant  growth  of  hair  m  the  axilla  and  upon  the  mons  veneris 

notiir"Sment.tf"^^"lV-""'  also  the  pelvis,  ariargrthTn 
states  that  il?  ^^t        /acuities  are  poorly  developed.     Hof acker 
states  that  all  cases  of  precocious  menstruation  are  assopiafPfl 
with  pathological  conditions.     In  this  case  there  existed  well 
pronounced  symptoms  of  rachitis.  ^^^^' 

pa^a^ysfs^l^fe  l^l^^^f'^'-f'  -"^"T^  '^  ^^^^^^^es  two  cases  of 
E  f  t1  ^  traction  during  labor  affecting  the  brachial 
plexus.     They  are  cited  as  showing  the  advisability  of  earl v 

beginning  of  such  treatment  the  voluntary  and  electrical  con 

cZTZ'::ro?Tf^r''''''  ^^*^^  *-«  childret^fn'one" 
Xr  bfrth   and  fiff  ^'-S-^  "^^^  ^^^  begun  until  three  months 

mean  ot  tbe  bimalleolar  and  bicondyloid  diameters  of  fhp  Ipcx 

fnTrammer'T;"'''^"u  ^'"'^  givers  .the  weTgtroflh^'euf 
m  grammes.  The  result  is  inexact  in  case  of  illness  of  the 
mother,  premature  birth,  and  twin  pregnancies 

GYNECOLOGY  AND   ABDOMINAL  SURGERY. 
The   Diagnosis   of  the   Condition    of  Each   Kidnev  hv 
Inoculation    of   the    Separated    Sediments    into    GufneJ 
f^S    .  •^"'^Pt'^l^i'^  Tuberculosis.-Edward  Reynolds  "  s  ates 

u  het  nofuS  m'^/V'^^  ^"^^"^^^  °^  ^^^  bacmfwitMhl 
uiine  IS  not  unitorm,  and  no  man  can  expect  to  search  a  c^pHi 

ment  so  thoroughly  as  to  detect  the  bacillus  with  certaLtv^^^ 
only  a  few  are  present;  but  it  is  held  that  if  a  freshTeSnf 
IS  injected  into  the  peritoneum  of  a  guinea-pig  the  pr^^^^^^^^ 

ve  y  rnsTtitranimal  "t.''  ^"^"^^'^  ^"'^^  infecSn  this' 

^i^^S^^'S^.  I'^t  f^ ScuTc:sffnor td^t^ 

fiwf  for?hrV?P"''^"f-^  "^  ^'^^  *^^  ^^««t  delicate'test  pos- 
«ir.!  ?  1  -^  determination  of  the  condition  of  each  kidnev 
separately  m  suspected  renal  tuberculosis,  has  then  been  hi 
reason  for  injecting  the  sediments  obtained  from  the  kfdnevs 
by  ureteral  catheterization  into  separate  guinea-pigs  in  each  of 
toe  cases  of  suspected  renal  tuberculosis  oge  case  was 
positive,  as  regards  one  kidney  only;  both  the  others   v7e?e 
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wholly  negative.     The  urine  from  the  positive  case  was  exam- 
iW  microscopically,  but  no  bacilli,  were  found.     The  mjec- 
tions  of  the  sediment  from  the  positive  case  were  made  as  fol- 
lows     The  barrel  and  needle  of  a  small  Koch  synnge  were 
thoroughly  sterilized  by   dry  heat;  the  abdommal  wall  of  a 
guinea^pilwas  thoroughly  cleansed,  and  then  one-half  cubic 
irntimetrl  of  the  sediment  of  the  urme  from  the  ri(//ij  ureter 
wScted  into  the  abdominal  cavity.  .  The  barre  and  needle 
of  the  syringe  were  cleansed  and  again  sterihzed      1  he  ab- 
dominal wall  of  another  guinea-pig  was  cleansed,  after  wh  ch 
onXlf  cubic  centimetre  of  the  sediment  of  tlieurme  from  the 
left  ureter  was  injected  into  the  abdominal  cavity,      ibe  pigs, 
ollowTng  th^  injections,  showed  only  slight  disturbance,  from 
which  they  recovered  in  a  few  days,  and  were  apparently  quite 
well  for  the  eight  weeks  they  were  under  observation.     An 
Txam  nation  of  the  pigs  between  the  fifth  and  f^f^  weeks 
showed  that  the  one  which  had  been  inoculated  ^^  ^  f  ^^f^^J" 
ment  of  the  urine  from  the  right  kidney  had,  m  both  groins 
enlaro-ed  dands,  which  were  hard  and  quite  nodular      iHe 
one  infectfd  with  the  sediment  of  the  urine  from  the  left  kidney 
showed  no  enlarged  glands  and  was  apparently  m  a  health^ 
condition.     On  the  same  day  that  the  inoculations  were  made 
?he  portion  of  sediment  which  had  been  reserved  for  micro- 
scopFcal  examination  was  centrifugalized   and  the  sediment, 
placed  on  cover  glasses,  was  carefully  dried,  stained,  and  exam- 
Fned      No  tubercle  bacilli  could  be  found      Themtec  ed  kidney 
was  removed  and  found  to  have  miUary  tuberculosis  of  the  pe  vis 
and  kidney.     This  case  is  probably  the  first  m  which  this  test 
has  been  tried  for  the  examination  of  each  kidney  !?Pf rately 

Endothelioma  Lymphangiomatodes  of  the  Cervix.— n 
Robb-  reports  a  case  of"  the  tbove  variety.  On  microscopical 
examination  he  found  the  tumor  to  be  of  the  endotheliaWar. 
ety,  the  endothelium  having  sprung  from  that  bning  the  en- 
larged and  new  lymphatics  in  the  uterine  wall.  He  states  that 
onlv  three  other  cases  of  this  variety  have  been  reported 

Mvomectomv  —0.  P.  Noble ''  believes  that  the  next  ad- 
vancfS  the^Ltment  of  fibroid  tumors  will  be  the  genera^ 
adoption  of  early  operation  and  the  more  general  substitution 
of  myomectomy  for  hysterectomy,  as  he  b^beves  this  to  be  the 
most  conservative  treatment.  He  has  performed  myoniectomy 
twenty-five  times,  in  eight  by  abdominal  fftion,  the  others 
per  vaginam.     All  the  cases  recovered,  and  three  have  borne 

children  since  operation.  r  r-o.,,^^,-      iT'Tr.il 

Carbide  of  Calcium  in  the  Treatment  of  Cancer. -Emil 
Ries^»  claims  that  acetylene  gas  has  no  .f^barotic  action 
that  he  has  absolutely  failed  to  prove  that  ^t  postpones  death 
or  makes  the  patient  more  comfortable  than  any  other  treatment, 
and,  lastly,  that  the  carbide  treatment  not  only  is  not  supe- 
rior to  oth^r  methods  of  treatment  of  inoperable  cancer,  but 

exposes  the  patient  to  some  quite  ^^^I^ec^^f  ^^  ,^^?PS^p„  that 

Pelvic  Disease  and  Insanity.— Ernest  Hall     believes  tnat 

it  is  incumbent  upon  us  to  make  a  thorough  pelvic  examma- 
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tion  of  all  women  before  signing  papers  of  commitment,  and,  if 
pelvic  disease  be  found,  to  give  such  patients  the  benefit  of 
modem  gynecological  treatment ;  and  to  unite  in  urging  upon 
the  government  the  necessity  of  thorough  and  systematic  gyne- 
cological treatment  of  its  insane. 

New  Growth  of  the  Bladder.— Edward  Eeynolds  "  reports 
the  case  of  a  woman  who  complained  of  frequent  and  painful 
micturition.     On  examination  the  uterus  was  found  to  be  re- 
troverted  and  movable.     By  means  of  a  cystoscope  the  mucous 
membrane  of  the  bladder  inside  the  right  ureteral  orifice  was 
seen   to  be  much  reddened  and  two  excoriated-looking  spots 
were  near  the  right  ureter.     The  woman  was  treated  for  five 
months  both  locally  and  by   diet,    but  the   reddened   surface 
spread  steadily  and  assumed  a  raised  appearance.     The  tech- 
nique of  the  operation  finally  done  was  as  follows  :     The  pa- 
tient was  etherized  and  elastic  catheters  placed  in  each  ureter 
each  being  inserted  about  two  inches.     The  bladder  was  then 
separated  from  the  uterus  up  to  almost  the  level  of  the  perito- 
neal reflexion  by  an  incision  similar  to  the  anterior  incision  in 
^f^"^^J,  .hysterectomy,  the  patient  being  in  Pean^s  modification 
ot  the  bims  position.     The  cervix  was  then  held  well  backward 
by  a  double  tenaculum,  a  large  cystoscope  passed  into  the  blad- 
der, and  under  the  guidance  of  the  eye  a  knife  was  passed  into 
the  bladder  and  an  incision  made  between  the  right  ureteral 
orifice   and  the    supposed   new   growth.     This  cut  extended 
through  the  vesical  mucous  membrane  and  the  submucous  and 
muscular  tissues,  so  that  the  point  of  the  knife  was  visible  in 
the  freshly  made  space  between  the  bladder  and  cervix.     The 
edges  of  the  incision  were  now  spread  apart  with  tenacula 
from  the  vaginal  side,  when  with  curved  scissors  the  incision 
was  easily  carried  around  the  whole  new  growth  at  a  distance 
of  about  half  a  centimetre  from  it  on  each  side  and  a  little  more 
thMi  this  above  and  below,  the  ureteral  orifices  thus  lying  just 
suftciently  outside  the  cut  to  permit  of  suture  of  the  vesical 
walls     The  vesico- vaginal  fistula  was  then  closed  with  an  in- 
terrupted catgut  suture,  being  brought  together  from  side  to 
side,  and  the  anterior  vaginal  wall  was  reunited  to  the  cervix 
by  a  similar  running  suture.     A  self -retaining  catheter  was 
placed  m  position,  and  several  instruments  of  different  curves, 
as  well  as  a  soft  catheter,   were  tried  during  the  next  two 
days,  but  all  of  them  produced  vesical  tenesmus  and  were  with- 
drawn.    After  the   operation   there  was  some   congestion  of 
bladder  and  cervix;  this  was  relieved  by  the  use  of  a  pessary. 
Fibroma  of  the  Vulva.— Malcolm  Storer"  states  fibromata 
ol  the  external  genitals  occur  about  once  in  every  6no  of  all 
new  growths  m  women.     He  describes  a  tumor  occurring  in  a 
woman  (white)  aged  41  as  follows  : 

,  Tumor  hanging  from  the  outer  side  of  the  left  labium  maius, 
just  above  the  level  of  the  clitoris,  by  a  pedicle  twenty  centime- 
tres m  length  and  four  centimetres  in  circumference.  The  tumor 
itselt  was  pear-shaped,  very  edematous,  and  its  greatest  cir- 
cumference about  twenty-eight  centimetres.     It  was  covered 
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with  fairly  smooth  non-adherent  skin  above,  while  below  the 
skin  was  thickened  and  puckered  in  around  an  ulceration  two 
centimetres  in  diameter  at  the  most  dependent  point.  This 
ulcer  had  existed  for  a  number  of  months  at  least,  but  was  a 
source  of  annoyance  only  from  the  necessity  of  keeping  it 
clean.  The  tumor  was  much  harder  below  than  above,  but 
not  nodular.  It  was  not  sensitive,  nor  was  traction  upon  the 
pedicle  painful.  The  pedicle  contained  no  palpable  vessels, 
nor  could  it  be  followed  into  the  inguinal  canal. 

Tuberculosis  of  the  Mammary  Gland. — A.  E.  Halstead 
and  E.  R.  Le  Count "'  state  that  in  the  beginning  mammary 
tuberculosis  may  not  present  any  recognizable  symptoms.  As 
the  disease  progresses  the  symptoms  vary  according  to  the 
form  the  tubercular  lesion  assumes.  In  the  disseminated  nodu- 
lar or  discrete  type  of  the  disease  the  nodules  may  be  either 
single  or  multiple.  The  breast  generally  preserves  its  normal 
size  and  appearance.  In  only  a  few  cases  is  the  volume  appre- 
ciably augmented  or  its  contour  changed.  The  skin  covering 
the  gland  is  normal  in  appearance,  not  adherent  to  the  intrp- 
glandular  mass,  and  without  fistulse  opening  on  its  surface. 
On  palpation  we  find  one  or  more  nodules,  which  are  movable, 
hard,  and  only  slightly  painful  on  pressure.  Their  outline  is, 
as  a  rule,  distinct,  though  at  times  they  may  be  ill-defined  and 
apparently  merge  into  the  surrounding  normal  gland  tissue. 
These  slowl}^  increase  in  size,  soften,  and  undergo  caseous  de- 
generation or  suppuration,  and  in  the  end  form  fistulae,  from 
which  is  discharged  tubercular  pus.  The  nodules  may,  before 
fistulsB  are  established,  so  enlarge  that  one  or  more  may  co- 
alesce, forming  tumors  of  considerable  size,  which  ultimatelj^ 
terminate  by  discharging  their  contents  through  fistulous  open- 
ings. In  cases  where  there  are  a  number  of  nodules  they  are 
usually  distributed  throughout  the  gland.  When  a  single 
nodule  is  present  it  is  nearly  always  formed  in  the  upper  and 
outer  quadrant  of  the  organ.  The  most  characteristic  features 
of  the  disseminated  nodular  form  of  this  disease  are  the  ex- 
treme chronicity  of  the  process  and  its  painless  and  insidious 
development.  In  man}^  cases  the  nodules  remain  stationary 
for  years  without  causing  any  subjective  symptoms  that  lead 
the  patient  to  seek  medical  advice.  In  the  end,  however, 
nearly  all  become  slightly  painful,  gradually  enlarge,  and  un- 
dergo the  degenerative  changes  common  to  all  forms  of  tuber- 
cular disease.  When  softening  has  taken  place,  before  the 
cavities  coalesce,  fluctuation  may  be  detected.  In  most  cases, 
however,  the  cavities  are  so  small  that  it  is  impossible  to  elicit 
this  sign. 

The  confluent  form  of  the  mammary  gland  tuberculosis  is 
characterized  b}'  a  more  acute  onset,  greater  pain,  and  rapid 
enlargement  of  the  breast.  On  palpation  we  find  a  tumor 
usually  single,  varying  in  size  from  that  of  a  walnut  to  an 
orange,  of  irregular  outline,  nodular,  and  fluctuating.  The 
gland  is  generally  uniformly  enlarged.  The  tumor,  if  single, 
is  usually  found  in  the  outer  half.     This  type  of  the  disease  is 
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more  common  than  the  disseminated  nodular  form.  In  many 
cases  fistulse  form  early,  and  it  is  in  this  condition  that  the  sur- 
geon frequently  first  sees  the  patient. 

In  about  75  per  cent  of  the  cases  reported  there  was  a  tuber- 
culous adenopathy  affecting  the  axillary  glands  on  the  same 
side  as  the  breast  lesion.  The  disease  in  the  axillary  glands, 
even  when  secondary,  usually  advances  more  rapidly  than 
that  in  the  breast.  In  some  cases  the  lesion  in  the  axilla  is 
joined  with  the  breast  lesion  by  a  band  of  indurated  tissue 
which  can  be  distinctly  palpated.  When  this  is  present  it  is 
regarded  as  a  characteristic  sign  of  mammary  tuberculosis. 
As  in  other  forms  of  tuberculosis,  softening  and  suppuration 
with  the  formation  of  fistulfe  is  the  natural  and  frequent  ter- 
mination of  all  types  of  mammary  tuberculosis.  Spontaneous 
healing  of  tubercular  foci  in  the  gland  before  suppuration 
takes  place  seldom,  if  ever,  occurs. 

In  the  first  of  these,  the  disseminated  tuberculosis  of  the 
mammary  gland,  there  is  very  little  or  no  increase  in  the  size 
of  the  organ  and  the  skin  is  unbroken  by  fistulse.  On  section 
distinct,  firm  nodules  are  found,  which  vary  in  size  from  a  pin- 
head  to  an  almond.  Their  yellowish  or  wax  colored  centres 
are  surrounded  by  a  zone  of  grayish  or  bluish-gray,  slightly 
translucent  tissue,  and  the  separate  foci  are  isolated  by  healthy 
gland  tissue.  The  gland  tissue  immediately  adjacent  to  the 
alien  areas  is  firmer  than  normal.  Various  areas  show  a  di- 
versity in  the  character  of  the  central  portions,  some  more 
gray,  some  more  yellowish,  and  some  may  be  calcified. 

In  the  confluent  form  the  gland  is  commonly  enlarged,  even 
to  double  its  usual  size,  but  the  enlargement  is  seldom  sym- 
metrical; for  example,  the  external  half  can  be  much  more  in- 
creased in  size  than  the  remainder  of  the  gland.  On  section 
through  that  part  which  is  judged  to  be  most  changed,  it  is 
found  to  be  made  up  of  cavities,  irregularly  spherical  and  flat- 
tened, with  multiple  diverticulse.  Some  that  are  apparently 
separate  and  independent  are  found,  on  closer  examination,  to 
be  connected,  by  minute  sinuses,  with  neighboring  cavities. 
The  walls  of  these  cavities  are  roughened  by  small  cup-like 
depressions  separated  by  ridges,  giving  to  the  whole  an  areolar 
appearance.  The  lining  of  these  cavities  is  a  soft,  grayish 
membrane,  one  to  two  millimetres  thick,  with  here  and  there 
yellowish  points.  Externally  it  sends  fibrous  prolongations 
into  the  adjacent  tissue.  The  gland  tissue  surrounding  the 
cavities  is  of  increased  firmness  for  a  distance  of  from  two  to 
three  centimetres,  grayish  pale,  and  fibrous.  In  this  are  small, 
pinhead- sized,  grayish  or  finely  transparent  areas  projecting 
slightly  above  the  cut  surface  These  minute  foci  are  more 
numerous  in  the  tissue  surrounding  than  in  th^  wall  itself. 
The  larger  cavities  communicate  by  fistulas  with  the  exterior, 
and  these  channels  possess  lining  membranes  similar  to  those 
of  the  cavities.  Ordinarily  only  one  breast  is  affected  and  the 
axillary  glands  are  involved. 

In  the  early  stages  of  the  discrete  or  disseminated  nodular 
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form  of  primary  mammary  tuberculosis,  especially  in  those 
where  no  axillary  adenopathy  is  present,  a  positive  diagnosis 
can  never  be  made  without  a  microscopic  examination  of  the 
tumor.  The  conditions  most  likely  to  be  confounded  with 
tuberculosis  of  the  breast  are  adenofibroma,  sarcoma,  simple 
cysts,  carcinoma,  and  gummata. 

Treatment. — In  disseminated  nodular  or  confluent  tubercu- 
losis of  the  mammary  gland,  early  removal  of  the  breast  and 
the  axillary  gland  on  the  same  side  offers  the  greatest  hope  for 
a  speedy  and  permanent  cure.  Nothing  short  of  this  can 
assure  an  eradication  of  the  disease.  In  all  cases  of  primary 
mammary  tuberculosis  the  prognosis,  after  such  an  operation, 
is  excellent.  In  secondary  tuberculosis  of  the  gland  the  prog- 
nosis, of  course,  depends  upon  the  seat  and  extent  of  the 
primary  lesion.  In  the  discrete  nodular  form,  where  the  dis- 
ease is  limited  to  one  focus  of  inflammation,  the  remaining 
portion  of  the  gland  appearing  normal,  the  removal  of  the 
nodule  together  with  the  gland  tissue  immediately  surround- 
ing it  will  be  sufficient,  providing  the  patient  can  be  kept  un- 
der observation  for  some  time  after  the  operation.  In  those 
rare  cases  of  cold  abscess  of  the  breast  not  associated  with 
tuberculosis  of  the  axillary  glands,  or  in  those  in  which  a  rad- 
ical operation  is  contraindicated,  aspiration  of  the  abscess  and 
injection  of  iodoform  emulsion  may  be  emploj^ed. 

Epitheliomatosis  of  the  Breast. — C.  G.  Cumston,"  in  de- 
scribing this  disease,  states  that  it  only  involves  the  epidermis, 
which  is  only  slightly  thickened.  There  is  no  underlying 
infiltration  nor  induration.  The  lesions  met  with  are  as  fol- 
lows: On  the  thickened  borders  of  the  epidermis  Darier's  bod- 
ies are  found.  When  they  are  typical,  these  figures  are  appa- 
rently a  sort  of  rounded  cyst,  clear  at  their  periphery,  with  their 
limiting  membrane,  occasionalh'  presenting  flattened  nuclei, 
and  containing,  or  rather  including,  another  cell  with  its  proto- 
plasm and  nucleus.  The  protoplasm  is  only  slightly  stained, 
while  the  nucleus,  which  is  always  large  and  well  stained, 
shows  signs  of  karyokinesis.  Toward  the  centre  of  the  lesion 
these  bodies  are  more  numerous,  and  at  last  completely  obstruct 
the  interpapillary  spaces.  The  entire  epithelium  is  then  com- 
posed of  pseudo-cystic  cells,  which  are  completely  wanting  in 
uniting  filaments.  These  changes  are  quite  as  marked  at  the 
basal  membrane,  near  the  generative  layer,  as  in  the  midst  of 
the  interpapillary  columns.  During  all  this  process  all  kera- 
togenic  evolution  has  entirely  disappeared.  A  kind  of  fibrinous 
exudate  is  immediately  superposed  on  the  rete  mucosum  of 
Malpighi,  and  at  last  the  exudate  disappears,  the  epidermis 
undergoes  a  complete  abrasion,  and  is  only  represented  by  the 
decapitated  trunks  of  the  interpapillary  columns.  Below,  the 
reactional  infiltration  is  both  limited  and  intense,  and  is  seen  as 
a  closely  packed  accumulation  of  plasmatic  cells.  At  certain 
points  the  diseased  epithelium  undergoes  most  important 
changes.  The  papillae  become  elongated,  deformed,  and  pre- 
sent a  bifurcation;    the  basement  membrane,    being  broken 
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through  by  the  vacuolated  epithelium,  sets  up  a  perfectly  dis- 
tinct carcinomatous  infiltration.  The  stroma  is  fibrous,  while 
the  alveola  are  filled  with  polygonal  epithelial  cells,  with  an 
oval  nucleus  and  rather  poorly  off  in  chromatin.  Many  of 
them  are  undergoing  karyokinesis.  The  cells  are  uniformly 
tilled  with  a  granular  protoplasm.  The  affection  rarely  attacks 
both  breasts.  When  epitheliomatosis  occurs  in  the  breast,  the 
presence  of  a  carcinoma  in  the  latter  is  sure  to  occur  sooner  or 

^^T'l^-f-^  ^^  ^®^^  "°^  ^^^  ^^^^'  epitheliomatosis  would  in  all 
probability  continue  indefinitely.  He  believes  that  total  exci- 
sion IS  the  only  way  to  bring  about  a  cure. 

Cancer:  Surgical  Interference  in  Gynecology.— J.  H. 
Croom  '  believes  that  it  is  quite  conceivable  that  with  a  cancer 
very  early  diagnosed  and  operated  upon  the  prolongation  of 
me  IS  possible,  although  such  has  not  been  his  experience. 
After  cancer  has  developed  beyond  its  most  initial  stage,  he 
believes  that  the  removal  of  the  organ  does  not  prolong  life  and 
that  the  subsequent  death  is  infinitely  more  terrible.  He  thinks 
the  surgical  method  of  dealing  with  uterine  cancer  has  done 
little  to  ameliorate  suffering  or  prolong  life. 

Primary  Sarcoma  of  the  Vagina.— C.  A.  Morris ''  reports 
a  case  of  the  above  variety  occurring  in  a  woman  20  years  old 
and  complicating  her  first  pregnancy.  He  removed  the  whole 
of  the  diseased  structures,  including  the  right  and  posterior 
portions  of  the  hymen  and  vagina  and  anterior  portion  of  the 
perineum  and  part  of  the  right  labium  majus.  The  wound  was 
loosely  drawn  together  with  silkworm-gut  sutures.  Seven  days 
after  the  operation  a  healthy  child  was  born.  There  has  been 
no  recurrence  at  the  end  of  two  and  a  half  years. 

Method  of  Creating  a  Vagina  in  a  Case  of  Congenital 
Absence. —Robert  Abbe ''  planned  and  carried  out  the  follow- 
ing operation  on  a  woman,  21  years  old,  who  had  a  congenital 
absence  of  the  vagina:  For  several  days  the  alimentary  canal 
was  made  as  empty  as  possible.     A  crescentic  cut  was  made 
across  the  mterlabial  space,  with  concavity  upward,  thus  get- 
ting a  little  shelf  of  mucous  membrane  below  the  urethra  to 
divert  escaping  urine.     By  blunt  dissection  a  free  cellular  space 
was  readily  created  between  the  bladder  and  the  rectum,  to  the 
depth  of  five  inches.     This  was  temporarily  packed  with  sterile 
gauze  to  check  oozing.     Thiersch  skin  grafts  were  then  cut 
from  the  thigh  sufficiently  large  to  cover  an  ample  plug  made 
thus:  A  thm  French  rubber  condom,  such  as  can  be  obtained 
at  drug  stores,  was  sterihzed  by  boiling  and  stuffed  with  long 
strips  of  iodoform  gauze  to  its  full  capacity.     Upon  this  the 
skm  grafts  were  spread  with  their  wet  sides  outward  and  edges 
freely  overlapping.     Numerous  small  punctures  had  been  pre- 
viously made  m  the  rubber  after  stuffing,  so  that  the  gauze 
contents  would  receive  any  discharge  lurking  about.     A  piece 
of  rubber  tubing  the  size  of  one's  little  finger,  wrapped  loosely 
about  with  iodoform  gauze,  was  now  inserted  into  the  rectum, 
with  a  view  of  permitting  free  exit  of  gas  during  the  subse- 
quent days  of  enforced  constipation.     Finally  the  graft-covered 
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form  was  carefully  passed  into  th3  new  vaginal  space,  the 
walls  of  which  were  held  apart  by  three  deep  retractors,  which 
on  removal  allowed  the  fresh  surfaces  to  come  into  closest  con- 
tact with  the  wet  surface  of  the  grafts.  To  prevent  the  plug 
from  being  in  the  slightest  displaced,  two  silkworm-gut  stitches 
were  passed  across  the  vulva,  transfixing  the  gauze-packed 
tampon,  and  tied  over  iodoform  plugs  at  either  side.  The 
urine  was  drawn  every  eight  hours  for  a  week,  with  such  pre- 
caution that  no  cystitis  resulted.  The  bowels  were  confined 
for  ten  days,  without  the  slightest  discomfort  to  the  patient. 
Light  diet  was  given.  N"o  febrile  reaction  whatever  followed. 
On  the  tenth  day  the  retention  suture  was  removed,  the  end  of 
the  plug  cut,  and  the  packing  first  removed  before  the  rubber 
form.  After  cleansing,  it  was  seen  that  the  grafts  had  taken 
universally  and  a  new  lined  cavity  had  been  created,  four  and 
one-half  inches  deep.  The  patient  was  married  ten  weeks 
after  the  operation.  She  keeps  the  vagina  open  by  using  a 
wax  bougie  part  of  every  day.  This  bougie  is  lield  in  place  by 
a  T  bandage.  If  the  plug  is  omitted  for  one  or  two  weeks 
considerable  shrinkage  takes  place,  but  the  renewal  of  the  plug 
overcomes  this. 

Primary  Tuberculosis  of  the  Cervix  Uteri. — F.  S.  Mat- 
thews''  reports  a  case  of  tuberculosis  of  the  cervix  which 
occurred  in  a  negress  22  years  old.  Examination  of  the  cervix 
showed  it  to  be  large,  worm-eaten,  and  its  cavity  excavated. 
It  bled  freely.  The  growth  extended  to  the  vagina.  The  right 
tube  and  ovary  were  enlarged.  The  uterus  and  appendages 
were  removed,  and  upon  microscopical  examination  the  cervix 
was  found  to  be  the  seat  of  tuberculous  inflammation.  The 
uterus,  appendages,  and  the  broad  ligament  were  free  from 
tubercles. 

Curettage  of  the  Uterus,  its  Influence  upon  the  Com- 
plications of  Endometritis. — J.  A.  Ouimef  reaches  the  fol- 
lowing conclusions  ill  regard  to  the  subject:  1.  The  existence 
of  periuterine  inflammations  during  the  course  of  an  endome- 
tritis is,  by  all  older  authorities  and  by  many  at  the  present 
day,  considered  to  constitute  a  contraindication  to  all  active 
treatment  of  the  uterus.  2.  An  examination  of  the  many  cases 
in  which  this  condition  was  not  so  regarded  has  shown  that 
intrauterine  intervention  does  not  always  aggravate  these  com- 
plications. The  intervention  may  sometimes  even  cause  a  dis- 
appearance of  the  complications.  3.  The  sine  qua  non  of  the 
innocuousness  is  rigid  antisepsis.  4.  In  the  case  of  non-suppu- 
rative  oophoro  salpingitis  laparatomy  should  not  be  resorted  to 
until  appropriate  treatment  of  the  concomitant  endometritis 
has  been  tried.  This  preliminary  treatment,  even  should  it  not 
cure  the  oophoro-salpingitis,  will  at  least  obtain  complete 
asepsis  of  the  genital  tract. 

The  Abuse  of  Demolishing  Operations.— L.  M,  Bossi " 
says  that  curetting  of  the  endometrium  followed  by  packing  of 
the  uterine  cavity  and  repeated  columnization  of  the  vagina 
would  do  away  with  the  necessity  for  certainly  one- third  of  the 
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vaginal  hysterectomies.  Many  operators,  no  doubt,  will  dis- 
pute this  assertion  and  say  that  such  treatment  is  likely  to 
cause  salpingitis  instead  of  curing  it.  Clinical  facts,  however, 
bear  him  out  in  his  statement  that  minor  operations  and  sim- 
ple measures  obtain  the  best  results  in  many  cases  and  pre- 
serve both  the  patients  and  their  normal  functions.  The 
author  submits  the  following  table  of  cases  in  his  own  practice, 
whose  diseases  predestined  them  to  sterility  or  castration,  and 
who  were  cured  by  conservative  methods  and  later  gave  birth 
to  children: 


Operation. 


I. — Curettage  of 
endometrium 
and  packing 
of  uterine  ca- 
vity 

II  — Cerviooto- 
my,  curettage 
of  endometri- 
um, and  pack- 
ing. 

III.— Cervicot- 
omy,  curet- 
tage, and  ap- 
plication of 
Wright's  pes- 
sary. 

IV.— Plastic 
operation     of 

,  cervix,  cu- 
rettage     and 

^  packing. 

V. — Emmet's 
operation, 
curettage, 
and  packing. 


108 


59 


36 


42 


35 


Indications. 


Endometritis 
and    salpingi- 
tis. 


Congenital  or 
cicatricial 
stenosis  of 
cervix,  endo- 
metritis and 
salpingitis. 

Stenosis  of  cer- 
vical canal 
and  severe 
flexion  of  ute- 
rus ;  endome- 
tritis and  sal- 
pingitis. 

Parenchyma- 
tous    cervici- 
tis,    endome- 
tritis,   salpin- 
gitis. 

Deep  laceration 
of  cervix,  en- 
dometritis 
and    salpingi 
tis. 


Sterility. 


Abso- 
lute. 


21 


44 


33 


11 


Rela- 
tive. 


37 


15 


Gestations. 


31 


35 


During 
first  six 
months 
after  ope- 
ration. 

Sixth  to 
twelfth 
month 

64 

30 

27 

8 

6 

22 

14 

18 

19 

7 

After 
twelve  or 

more 
months. 


14 


10 


Hydronephrosis. — Hildebrand'"  and  Haga  made  a  series  of 
experiments  to  search  for  the  cause  of  hydronephrosis  and  its 
relation  to  floating  kidney.  The  experiments  showed  that  a 
kinking  of  the  ureter  will  produce  a  hydronephrosis  and  a  de- 
generation of  the  entire  kidney.  A  detachment  of  the  kidney 
from  its  capsule  never  causes  hydronephrosis,  even  if  compli- 
cated by  a  twisting  of  the  ureter. 

Vaporization  of  the  Uterus. — Pincus'^'  reports  a  few  more 
cases  and  highly  praises  the  value  of  this  method  in  cases  of 
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climacteric  bleeding  and  as  a  means  of  sterilizing  the  uterine 
cavity  prior  to  the  performance  of  hysterectomy.  About  two 
minutes'  vaporization  with  his  modified  apparatus  suffices  to 
produce  entire  obliteration  of  the  uterine  cavity. 

Nervous  Disorders  following  Castration. — Schmitz^  re- 
ports 3  cases  of  grave  disturbances  following  the  oophorec- 
tomy. In  all  of  these  the  ovaries  were  removed  in  connection 
with  uterine  fibroids.  Schmitz  questions  whether  it  would  not  be 
better  to  not  remove  otherwise  health}^  ovaries.  The  symptoms 
following  castration  are  probably  analogous  to  those  after  the 
removal  of  the  thyroid  gland,  and  it  is  probable  that  the  ovary 
forms  secretions,  the  presence  of  which  is  important  to  the 
organism,  while  their  absence  produces  disturbances.  Schmitz 
formulates  the  rule  that  in  all  benign  uterine  tumors  the  ovaries 
should  be  preserved. 

Injuries  to  the  Bladder  from  Abdominal  Operations. — 
Bloch "  discusses  the  influence  exerted  by  large  abdominal 
tumors  upon  the  form  and  position  of  the  bladder  and  the  inju- 
ries to  this  organ  which  may  occur  from  removal  of  the  tumors. 
This  accident  happened  to  Bloch  five  times  amongst  110  abdom- 
inal sections,  and  he  also  collected  33  cases  occurring  in  the 
hands  of  other  operators.  In  27  cases  the  bladder  was  injured 
during  the  removal  of  the  ovarian  tumors;  the  others  were 
cases  of  fibroid  tumors.  The  changed  position  and  appearance 
are  mainly  responsible  for  this  accident.  The  diagnosis  of  an 
altered  position  is  very  important,  but  always  difficult,  and 
often  almost  impossible,  not  only  before  but  also  during  the 
operation.  Examination  with  the  catheter  is  not  reliable.  At 
times  injury  to  the  bladder  is  not  discovered  during  operation, 
because  the  organ  may  be  empty,  and  even  if  some  clear  urine 
does  escape  it  may  be  mistaken  for  serum.  In  some  of  the  cases 
described  by  Bloch  the  injury  occurred  in  locations  where  no 
one  would  expect  to  find  the  bladder.  The  best  treatment  of 
such  an  injury  is  to  suture  at  once.  The  prognosis  is  not  very 
favorable,  as  Bloch  reports  14  deaths  amongst  36  cases,  but 
in  some  of  these  death  apparently  was  not  due  to  the  injured 
bladder. 

Cystitis  due  to  Typhoid  Bacillus. — Thomas  Houston" 
records  the  first  known  case  of  cystitis  produced  by  a  localized 
unmixed  infection  with  the  typhoid  bacillus.  The  cystitis  had 
existed  for  three  years,  and  repeated  careful  bacteriological  ex- 
aminations of  the  urinary  sediment  showed  a  pure  culture  of 
the  bacillus  of  Eberth. 

The  case  seems  of  interest  for  the  following  reasons:  1.  The 
history  gave  no  evidence  that  the  patient  ever  had  typhoid  fe- 
ver, and  the  fact  that  she  spent  so  much  of  her  time  in  hos- 
pital and  was  under  medical  treatment  at  home  may  be  held  to 
exclude  any  possibility  of  mistake  in  this  respect.  In  cases  of 
typhoid  fever  the  bacillus  of  Eberth  is  often  found  in  the  urine, 
even  some  weeks  after  the  temperature  is  normal.  This  case 
is  one  of  typhoid  infection  without  the  usual  symptoms  of 
typhoid  fever,  and  since  there  is  no  point  in  the  history  subse- 
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quent  to  the  commencement  of  the  cystitis  three  years  ago 
which  suggests  the  occurrence  of  a  new  infection,  the  proba- 
bility is  that  the  typhoid  bacillus  has  been  present  from  the 
beginning.  When  we  consider  the  fact  that  typhoid  bacilli 
are  so  easily  destroyed  by  more  vigorous  forms,  such  as 
Escherich's  bacillus,  it  seems  highly  improbable  that  at  any 
time  during  the  course  of  the  cystitis  the  typhoid  bacillus  has 
displaced  the  colon  bacillus  in  the  bladder.  The  acidity  of  the 
urine  excludes  the  probability  of  other  forms  commonly  found 
in  cystitis  ever  having  been  present. 

2.  The  blood  serum  gave  a  decided  "  reaction  of  infection." 
This  shows  that  the  case  is  not  a  simple  bacteriuria,  but  that 
the  bacillus  has  a  nidus  somewhere,  as,  for  example,  in  the 
mucous  membrane  of  the  bladder,  and  thereby  has  such  an 
effect  on  the  blood  and  tissues  as  to  cause  the  serum  to  acquire 
the  agglutinating  power. 

3.  It  seems  to  follow  that  in  this  case  the  bacillus  of  Eberth 
was  capable  of  producing  a  local  lesion  without  the  patient 
suffering  from  typhoid  fever. 

4.  The  fact  that  the  bacillus  can  grow  in  the  tissues  without 
any  symptoms  of  enteric  fever  resulting,  and  produce  there  a 
local  lesion,  is  in  favor  of  the  view  that  this  fever  is  a  true  gen- 
eral infection,  and  not  merely  of  local  origin,  in  the  Peyer's 
patches  of  the  intestine. 

5.  It  also  proves  that  the  bacillus  may  occur  in  the  tissues, 
and  the  blood  serum  give  Widal's  reaction,  without  the  infec- 
tion which  we  recognize  as  typhoid  fever  resulting, 

6.  To  explain  the  anomalous  fact  that  we  have  here  a  lesion, 
restricted  apparently  to  the  urinary  organs,  produced  by  the 
typhoid  bacillus,  which  has  persisted  for  a  very  considerable 
time  without  any  symptoms  of  typhoid  fever,  three  theories 
seem  admissible:  (a)  This  patient  for  some  reason  or  other  was 
not  very  susceptible  to  infection  with  Eberth's  bacillus,  so  that 
when  the  opportunity  for  infection  occurred  a  local  lesion  alone 
resulted  and  no  general  infection.  This  agrees  with  the  result 
obtained  when  a  non-susceptible  animal  is  inoculated  with  a 
given  bacillus,  (b)  We  have  here  a  form  of  typhoid  bacillus 
which  differs  in  its  infectious  power  from  the  recognized  form 
of  Eberth's  bacillus,  (c)  Typhoid  fever  is  not  solely  due  to  the 
bacillus  of  Eberth,  but  other  etiological  factors  must  be  brought 
to  bear  on  the  patient  before  the  clinical  features  of  typhoid 
septicemia  result.  The  researches  of  Sanarelli,  which  show 
how  the  virulence  of  the  tj^phoid  bacillus  is  increased  by  the 
injections  of  the  toxin  of  the  bacillus  coli  communis,  and  also 
those  of  Sidney  Martin,  which  confirm  his  results,  make  it  cer- 
tain that  the  bacillus  coli  communis  may  be  directly  concerned 
in  producing  a  virulent  typhoid  infection  in  animals. 

The  persistence  of  the  typhoid  bacillus  in  the  bladder  possibly 
for  three  years  appears  less  remarkable  when  we  recall  the 
cases  in  which  abscesses  containing  typhoid  bacilli  have  been 
observed  six  or  seven  years  after  the  occurrence  of  typhoid 
fever  in  the  patient. 
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Extirpation  of  the  Vagina. — A.  Martin'^  discusses  the  indi- 
cations for  this  operation,  and  describes  a  new  method  and  a 
successful  case  of  extirpation  of  the  vagina  and  uterus  for 
cancer.  He  first  makes  an  incision  encirchng  the  introitus, 
and  then  proceeds,  without  using  any  instruments,  to  detach  the 
vagina  from  the  rectum  and  bladder.  After  reaching  the  cer- 
vix the  uterus  is  extirpated  in  the  usual  manner.  The  result- 
ing wound  is  covered  with  peritoneum,  which  is  stitched  to  the 
outside  edges,  and  he  then  proceeds  to  obliterate  the  vagina 
transversely.  The  case  reported  (a  woman  61  years  old)  made 
an  uninterrupted  recovery,  and  six  months  later  there  had  been 
no  recurrence.  Martin  states  that  this  operation  is  exceed- 
ingly simple  and  free  from  technical  difficulties,  and  should  be 
adopted  not  only  for  malignant  diseases,  but  also  in  cases  of 
extreme  prolapse.  The  author  states  that  during  the  last  two 
years  he  has  operated  on  6  cases  successfull}"  which  had  been 
unsuccessfully  treated  by  ventrofixation  and  different  perineo- 
plastic  operations. 

Pathology  and  Therapy  of  Prolapsus  Urethrae. — Singer" 
describes  8  cases  of  prolapsus  of  the  urethra  from  Chrobak's 
clinic  and  states  that  this  affection  is  not  so  rare  as  generally 
believed.  It  occurs  most  frequently  in  children,  and  women 
past  the  menopause.  Its  cause  can  generally  be  traced  to  an- 
giomata,  a  relaxed  urethra,  and  to  the  introduction  of  foreign 
bodies.  The  patient  may  have  no  disagreeable  symptoms,  but 
usually  there  exist  vesical  tenesmus  and  bleeding  from  the 
protruding  mucous  membrane. 

Abdominal  Hysterectomy. — Funke*'  publishes  a  report 
from  the  University  Clinic  of  Strassburg  on  the  excellent  re- 
sults obtained  by  Freund  from  abdominal  hysterectomy  for 
cancer  of  the  uterus.  The  main  objection  against  this  operation 
was  the  high  mortality,  which,  according  to  Kaltenbach, 
amounted  to  67  per  cent.  Freund's  statistics  until  1894  showed 
a  mortality  of  33  per  cent,  but  since  then  he  has  operated  in  20 
cases  with  a  mortality  of  only  20  per  cent.  Funke  states  that 
in  all  cases  of  advanced  cancer  of  the  uterus  abdominal  section 
should  be  made  and  that  the  uterus,  with  the  adjacent  inter- 
stitial tissue  and  glandular  structures,  should  be  entirely  extir- 
pated. 

Torsion  of  Pedicle  in  Salpingo-ovaritis. — In  discussing 
this  subject  after  reporting  3  cases,  H.  Hartmann  and  E.  Rey- 
mond  "  state  that  pain  at  the  seat  of  the  lesion,  sometimes  re- 
lieved by  pressure,  is  usually  the  first  subjective  sj^mptom. 
The  tumor  increases  rapidly  in  size.  Metrorrhagia  does  not 
seem  to  be  caused  by  the  torsion.  Neither  the  direction  of 
torsion  nor  the  number  of  turns  is  constant.  The  affected  or- 
gans are  usually  previously  diseased,  but  in  one  case  reported 
torsion  of  healthy  appendages  occurred  during  pregnancy.  So 
few  cases  have  been  reported  that  it  is  not  possible  to  explain 
the  mechanism.  It  seems  to  depend,  however,  upon  the  form 
of  the  tube,  which  possesses  a  long  and  yielding  pedicle,  with 
an  extremity  which  is  large  and  heavy  on  account  of  increase 
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in  size  of  the  tube  near  its  outer  end  or  of  its  adhesion  to  a 
hypertrophied  ovary.  It  may  depend  also  upon  modifications 
in  the  size  and  situation  of  neighboring  organs,  as  in  the  case 
of  a  fibroid  or  pregnant  uterus.  Adhesions  seem  to  act  chiefly 
in  fixing  the  tube  in  its  abnormal  position. 

Sclerosis  of  Broad  Ligaments,  etc.— Keiffer ''  reports  a 
case  of  atrophy  of  the  vagina,  uterus,  bladder,  and  broad  liga- 
ments in  a  virgin  39  years  old.  While  such  a  sclerotic  condi- 
tion is  not  uncommon  in  cases  of  uterine  fibroid,  the  instance 
reported  showed  the  presence  of  only  a  small  tumor  of  this 
character  in  the  anterior  wall  of  the  uterus. 
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DISEASES  OF  CHILDREN. 

Acute  Diphtheroid  Angina  due  to  Leptothrix. — Henri 
Meunier  '  and  M.  Bertherand '  report  a  case  of  a  child  of  3 
years,  previously  well  and  never  having  suffered  from  any 
angina  with  exudate,  who  at  the  onset  of  scarlatina  had  a 
pseudo-membranous  angina  which  presented  all  the  characteris- 
tics of  diphtheria  and  was  treated  as  such.  Repeated  bacterio- 
logical examinations  failed  to  reveal  the  Loffler  bacillus,  but 
demonstrated  the  presence  of  a  special  parasite,  a  leptothrix 
(possibly  the  leptothrix  buccalis).  The  authors  were  unable  to 
produce  the  same  lesion  in  an  animal  as  in  the  patient  by 
means  of  this  micro-organism,  and  yet,  in  spite  of  their  non- 
success,  they  have  no  doubt  that  the  filament  played  a  patho- 
genic role,  as  it  is  otherwise  impossible  for  them  to  understand 
certain  special  characteristics  revealed  by  their  bacteriological 
experiments.  The  appearance  of  the  preparations,  where,  to 
almost  entire  exclusion  of  all  other'  bacteria,  swarm  number- 
less colonies  of  the  leptothrix;  the  presence  of  a  thick  layer  of 
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this  micro-organism  in  the  superficial  layers  of  the  false  mem- 
brane; and  the  superabundance  of  its  colonies  in  the  culture 
media,  are  three  arguments  which  would  not  fail  of  persuasion 
were  the  organism  one  of  those  already  recognized  in  anginas 
instead  of  the  exceptional  parasite  under  discussion.  To  be 
convinced  of  its  agency  we  only  need  proof  of  the  fact  that 
this  common  saprophyte  can  sometimes  become  pathogenic. 
This  proof  we  already  possess,  for  although  leptothricic  mycosis 
is  not  identical  in  its  anatomico-clinical  form  with  what  these 
authors  describe,  it  yet  differs  from  it  only  in  degree,  only  by 
the  distance  separating  an  acute  from  a  chronic  infection. 
Certain  cases  of  chronic  pharyngitis  have  been  described  in 
which  the  pathogenic  agent  would  appear  to  have  been  a  lep- 
tothrix.  The  writers  have  collated  about  40  cases,  which  even 
constitute  a  morbid  entity  known  as  leptothricic  pharyngo- 
mycosis.  It  is  not  clinically  similar  to  the  case  here  reported, 
but  it  shows  the  possibility  of  pathogenic  action  upon  the 
pharyngeal  mucosa  by  the  leptothrix.  As  to  the  reason  why  a 
micro-organism  which  is  so  constantly  present  in  the  buccal 
cavity  should  in  certain  cases  become  transformed  from  a 
benignant  to  a  malignant  agent,  the  authors  do  not  venture  an 
opinion,  but  suggest  further  research  as  very  desirable. 

Anemia  in  Nursing  Infants. — A.  B.  Marfan '  discusses 
this  subject,  laying  especial  emphasis  upon  splenic  pseudo- 
leukemic  anemia.  In  the  infant,  as  in  the  adult,  the  disease  is 
characterized  by  a  diminution  in  the  number  of  red  corpus- 
cles and  of  hemoglobin,  and  is  manifested  externally  by 
pallor  of  the  skin  and  more  or  less  pronounced  discoloration  of 
the  mucous  membranes.  At  this  early  age,  however,  there 
are  some  special  features  which  give  added  interest  to  its  study. 
The  author  has  observed  no  idiopathic  cases.  All  were  sec- 
ondary to  subacute  or  chronic  infective  diseases;  to  gastro- 
enteritis, especially  that  accompanying  rachitis;  to  subacute 
broncho-pneumonia;  prolonged  pyodermitic  adenoid  vegeta- 
tions with  suppurating  surface  (with  or  without  otitis);  tuber- 
culosis; or  to  syphilis.  In  very  young  children  anemia  does 
not  cause  cardiac  or  vascular  souffles;  these  are  not  found 
until  after  3  years  of  age.  There  are  two  special  character- 
istics of  anemia  in  nursing  infants:  First,  it  is  often  accom- 
panied by  hypertrophy  of  the  spleen,  liver,  and  lymphatic 
ganglia,  which  is  doubtless  due  to  the  fact  that  it  is  so  often 
secondary  to  the  infectious  diseases.  There  is,  however,  no 
particularly  intimate  connection  between  the  degree  of  anemia 
and  that  of  the  enlargement  of  these  organs.  Second,  the 
blood  is  usually  modified  in  a  manner  rarely  found  in  the  adult. 
As  in  the  latter,  there  is  first  a  diminution  in  the  number  of 
red  corpuscles  and  of  hemoglobin.  The  number  of  hemato- 
blasts  diminishes  in  severe  forms  of  the  disorder.  Leucocy- 
tosis  is  intense,  and,  according  to  Monti,  the  density  of  the 
blood  generally  is  diminished.  The  special  characteristic  is 
the  habitual  appearance  in  the  blood  of  red  nucleated  cells, 
which  in  the  adult  are  found  only  in  cases  of  great  severity. 


BRIEF   OF   CURRENT  LITERATURE.  273 

which  terminate  fatally.     The  younger  the  child  the  more  fre- 
quent   their    appearance.     During   fetal   Hfe   there   are   three 
fairly   distinct  phases  in  the  histogenesis  of  the  hemoglobin- 
carrying    cells.     In  the  embryonal  period   of  the  first  three 
months  the  red   cells  appear,  the  peripheric  layers  form  the 
blood-vessel  walls  and  disappear,  and  the  central  cells  take  on 
hemoglobin  and  gradually   become  of  a  yellowish-red  color. 
They   have   a   distinct   nucleus.     They    multiply    rapidly    by 
karyokinesis.     In  the  second  stage  the  blood  loses^its  embryonal 
character  and  becomes  fetal  or  mixed;  that  is  to  say,  that  it 
contains  both  nucleated  red  cells  and  cells  without  a  nucleus, 
like  the  adult  cell.     The  nucleated  cells  gradually  diminish  in 
number,  while  the  red  corpuscles  increase.     In  the  third  stage^ 
when  the  blood  vessels  are  completely  formed,  the  production 
of  red  cells  appears  to  be  limited  to  certain  places  which  remain 
their  source,  as  the  marrow  of  bones  and  perhaps  the  spleen. 
After  the  seventh  or  eighth  month  of  intrauterine  existence 
nucleated  red  cells  are  no  longer  found  in  the  blood.     It  is 
very  doubtful   whether  there  is  any  direct  relation  between 
the   anemia   of  infants  and  any  lesion    of    the   hematopoietic 
organs,    but  very  probable  that   the  latter  is  related   to   the 
leucocytosis  and  to  the  presence  of  the  red  nucleated   cells, 
Leucocytosis  is  frequent  in  infective  diseases,   and  its  chief 
source  is  the  spleen,  lymphatic  glands,  adenoid  tissues,  and 
the  marrow  of  bones  whose  activity  is  stimulated  by  the  toxic 
infectious  condition.     The  presence  of  the  red  nucleated  cells 
depends  upon  the  toxic  infectious  irritation  of  the  marrow  and 
spleen,  and  probably  also  of  organs  like  the  liver  and  lymph- 
atic ganglia,  which  during  fetal  life  were  generative  foci  of 
red    nucleated    cells.     As  Ranvier  states,   all    inflammatory 
conditions  tend  to  cause  a  return  of  the  tissues  to  a  fetal  or 
embryonal   condition.     The    younger    the    tissues    the    more 
marked  is  this  tendency.     The  anemias  of  nursing  infants  do 
not  constitute  a  protopathic  condition.     They   are  simply  a 
symptom  of  the  cachectic  condition  due  to  subacute  or  chronic 
infective  disorders.     The  author  reports  at  length  two  cases 
of  pseudo-leukemic  splenic  anemia  following  rachitic  gastro- 
enteritis.    In   cases  of  slight  anemia  the  prognosis  depends 
upon  the  concomitant  symptoms  rather  than  upon  the  condi- 
tion of  the  blood.     But  when  an   examination  of  the  blood 
shows  profound  anemia,  and  when  this  is  accompanied  by  en- 
largement of  the  liver,    the  prognosis  becomes  very  grave 
Treatment  should  be  addressed  to  the  causative  disorder      In 
very  severe  cases  and  in  early  infancy  iron  and  arsenic  are  of 
little  value.     Very  recently  opotherapy  has  been  tried.     In  the 
10  cases  reported  by  the  author  the  administration  of  extracts 
ot  spleen  gave  no  results.     Perhaps  the  splenic  tissue  employed 
should  be  that  of  very  young  animals.     M.  Caube,  of  Lausanne, 
successfully  treated  10  children  suflfering  from  severe  splenic 
anemia  by  giving  them  the  marrow  of  the   bones  of  youne- 
animals.  "^        ° 

Clavicles,  Absence  of.— Congenital  deficiency  of  the  clavi- 

18 
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cles  is  extremely  rare  in  man,  and  in  animals  using  the  upper 
extremities  for  prehensile  purposes.  In  non-prehensile  mam- 
malia and  in  herbivora  and  carnivora  the  clavicles  are  either 
rudimentary  or  absent.  In  birds  they  are  well  developed. 
Carpenter  "^  records  the  case  of  a  girl  of  8  where  the  ab- 
sence of  the  clavicles  was  discovered  accidentally,  and  where 
five  other  members  of  the  family  showed  clavicular  defect.  In 
this  case  the  clavicles  were  represented  by  two  small  frag- 
ments, thin,  tapering,  and  cartilaginous,  attached  by  their 
broader  extremities  to  the  sternum.  The  left  was  longer  than 
the  right,  their  respective  lengths  being  one  and  a  quarter  and 
three-quarter  inches.  On  the  index  finger  being  pressed 
behind  the  outer  extremity  of  either  fragment,  the  fragments 
could  be  dislocated  so  that  their  direction  was  nearly  straight 
forward.  In  this  position  a  depression  of  the  lower  part  of  the 
sternum  was  evident,  and  the  sternum  was  seen  to  be  unusu- 
ally wide  at  its  upper  part.  As  the  child  stood  upright  the 
shoulders  were  obviously  narrowed;  they  fell  downward  and 
forward,  the  scapular  angles  projected  backward  to  a  marked 
extent,  and  under  the  acromion  was  seen  a  depression  as  in  a 
subglenoid  dislocation.  What  appeared  to  be  the  first  rib  could 
be  felt  with  great  distinctness  on  either  side,  as  also  the  cora- 
coid  processes.  Between  each  coracoid  process  and  acromion 
was  a  well-developed  coraco-acromial  ligament,  and  so  appa- 
rent were  these  ligaments  that  they  raised  the  suspicion  of 
acromial  clavicular  fragments.  The  sterno-mastoid  muscles 
apparently  had  some  attachments  to  the  fragmentary  sternal 
clavicles.  The  clavicular  portions  of  the  great  pectoral  muscles 
were  wanting,  but  the  pectoral  portions  stood  out  well  when 
placed  in  action.  The  anterior  portions  of  the  deltoid  muscles 
were  also  wanting,  as  also  were  the  clavicular  fibres  of  the 
trapezius  muscles.  The  child  was  thin  and  her  muscles  were 
not  well  developed,  but  she  was  not  by  any  means  wanting  in 
power.  She  could  carry  the  youngest  child,  a  well-developed 
infant  a  year  old,  could  push  and  throw  well,  and  could  bear 
the  weight  of  her  body  when  hanging  by  her  hands.  She 
could  approximate  her  shoulders  to  an  extraordinary  extent 
with  the  greatest  ease.  Another  position  (Fig.  1)  was  assumed 
and  retained  with  the  greatest  ease.  Here  the  arms  were 
crossed  behind  the  head,  the  elbows  pointed  upward  and,  as 
may  be  seen,  several  inches  apart.  The  scapular  borders 
could  be  made  to  touch  behind  and  even  to  overlap.  By  mus- 
cular action  the  shoulders  could  be  made  to  touch  the  ears. 
She  could  also  approximate  her  arms  in  front  of  her  body  quite 
as  readily,  the  elbows  being  placed  anteriorly.  This  is  seen  in 
Fig.  2.  It  was  found  necessary  in  this  instance  to  tie  her  arms 
together  for  photographic  purposes,  as  without  assistance  the 
forearms  and  hands  became  blurred  from  want  of  steadiness  in 
this  position.  When  her  arms  were  extended  above  her  head 
(see  Fig.  3)  the  tops  of  her  shoulders  looked  downward  and 
the  scapular  angles  projected  posteriorly  at  a  much  higher 
level.     The  elbows  and  the  ulnar  borders  of  the  arms  looked 
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forward.     The  neck  was  bent  and  the  head  projected  forward. 
The  father  of  the  child  had  deformed  clavicles,  the  bones  being 


Fig.  1. 


Fig,  2. 


Fig.  3. 


Fis.  4. 


divided  in  the  middle  third.     The  brother  of  the  patient  pre- 
sented a  prominent  arching  forward  of  the  clavicle  on  the  left 
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side,  and  on  the  right  it  was  divided.  In  another  brother  both 
clavicles  showed  a  peculiar  kink  where  the  fragments  in  the 
other  cases  separated.  A  sister  showed  a  solution  of  continuity 
in  the  right  clavicle.  Another  brother  had  a  deformed  right 
clavicle.  Another  case  is  reported  by  Schorstein ""  where,  as  in 
the  cases  of  Carpenter,  the  amount  of  inconvenience  was  so 
small  that  neither  the  patient  nor  her  mother  was  aware  of 
anything  odd  until  it  was  pointed  out  to  them.  On  examina- 
tion it  was  found  that  there  was  practically  no  ordinary  move- 
ment which  the  child  could  not  carry  out  well.  She  can  lift  a 
heavy  weight  right  above  her  head  with  ease.  She  can  give 
a  fairly  heavy  blow  from  the  shoulder  and  can  lift  her  body 
when  suspended  by  the  arms.  The  additional  freedom  of 
movement  enables  the  two  acromion  processes  to  be  brought 
into  contact  anteriorly  in  the  middle  line,  as  shown  in  the 
photograph  (Fig.  4),  and  allows  her  to  twist  her  arms  behind 
her  back  much  more  readily  than  usual.  References  are  given 
to  cases  reported  by  Kappeler  and  Todd. 

Club-hand. — B.  E.  McKenzie'  presents  some  cases  of  this 
malformation,  with  photographs.  He  believes  that  in  the 
treatment  of  these  cases  one  must  be  guided  by  the  individual 
conditions  found  present.  When  the  radius  is  absent  the  best 
procedure  yet  described  is  to  perform  free  tenotomy  and  fasci- 
otomy  in  the  angle  formed  by  the  hand  and  arm,  and,  having 
forcibly  extended,  to  retain  for  several  weeks  in  a  fixed  dress- 
ing. Subsequently  the  end  of  the  ulna  should  be  freed  and 
implanted  in  a  cavity  prepared  for  its  reception  in  the  centre  of 
the  cubital  aspect  of  the  carpus.  Afterward  much  gain  in  use- 
fulness may  be  obtained  by  attention  to  the  education  of  the 
defective  hand  by  forcing  its  employment  in  play  and  in  the 
ordinary  duties  of  life.  At  night  a  well-fitting  light  brace  will 
easil}"  retain  the  hand  in  full  extension. 

Colitis. — L.  Guinon  *  gives  the  following  indications  for  the 
treatment  of  this  disease  in  children:  1.  To  combat  the  neuro- 
pathic tendencies  of  the  little  patient,  give  frequent  and  pro- 
longed baths,  and  tepid  enemata  every  day;  avoid  fatigue,  and 
walking  especially  if  it  causes  intestinal  pain.  2.  Regulate 
the  diet  with  great  care,  (a)  If  constipation  be  present  give 
vegetable  soups,  boiled  meat,  boiled  fish,  dry  vegetables,  cooked 
salads,  and  cooked  fruit  in  abundance.  This  diet  will  only 
imperfectly  combat  the  constipation  because  of  the  necessity 
of  avoiding  irritation  of  the  intestines,  (b)  If  there  be 
diarrhea  a  diet  of  sterilized  milk  is  sometimes  indicated, 
but  in  some  cases  it  is  not  well  tolerated  and  increases  the 
difficulty.  We  will  then  have  to  give  thickened  milk,  bread 
boiled  in  water,  soft  boiled  eggs,  young  and  well-minced  meat, 
boiled  chicken  and  fish,  raw  pounded  mutton,  potato  and 
bean  purees.  Only  the  crust  of  bread  can  be  taken,  but  bis- 
cuits and  toast  may  be  given.  If  digestion  is  affected  it  may 
be  well  to  give  hydrochloric  acid  with  a  little  opium.  3.  The 
inflammation  of  the  large  intestine  is  to  be  treated  by  hot 
baths  every  two  or  three  days.     Hot  compresses  morning  and 
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night  upon  the  abdomen  are  of  great  benefit.  Lavages  of 
boiled  warm  borated  water  (3  :  1000)  clean  the  mucosa  and 
help  to  overcome  the  stenosis  sometimes  found  in  the  sigmoid 
flexure.  4.  For  pain  and  colic  the  hot  compresses  and  baths 
are  useful.  5.  Intestinal  putrefactions  should  be  modified  by 
calomel  either  in  purgative  or  in  small  divided  doses.  Benzo- 
naphthol,  combined  with  betol  or  bismuth  salicylate  or  mag- 
nesia, assists  its  action.  6.  The  acute  attacks  of  enteritis 
must  be  treated.  7.  In  spite  of  all  this  treatment,  if  the  child 
IS  constipated,  it  is  in  constant  danger  of  relapses.  Enemata 
are  seldom  sufficient;  lavements  are  better,  but  frequently 
have  to  be  supplemented  by  enteroclysis  with  oil.  The  best 
laxative  is  castor  oil  in  small  doses.  Gentle  massage  is  of  very 
great  value. 

Cretinism.— Christopher  Graham '  reports  a  case  of  the  dis- 
ease with  some  remarks.     He  believes  that  the  capabilities  of 
treatment  are:    1.  Removal  of  the  myxedematous  condition. 
3.  (Quickening  physical  development.     3.  Awakening  the  intel- 
lect.    The  m3-xedematous  condition  is  rapidly  and  often  fully 
reduced,  thus  removing  the  most  unsightly  symptoms.     Physi- 
cal development  is  rapid,  and,  perhaps,  the  most  marked  and 
remarkable  effect  of  thyroid  feeding.     This  is  seen  especially 
in  the  long  bones;  and  so  profoundly  does  treatment  affect  the 
tendencies  of  growth,  though  years  have  elapsed  since  growth 
was  manifest,  it  is  again  remarkably  quickened.     The  mental 
condition  is  slowest  to  respond,  and  it  is  difficult  to  say  how 
tar  we   may  reasonably  expect  such  development  to  obtain. 
However,  cases  are  reported   where  improvement  has   been 
apparently  complete,  and  many  where  comparison  with  the 
normal  is  favorable.     Speech  is  favorably  affected,  words  and 
sentences  being  gradually  acquired  where  language  consisted 
formerly  of  harsh  and  rasping  sounds. 

Diphtheria.— Under    the    title    "Remarks     on    Antitoxin 
Diphtheria,  the  Practitioner,  and  History,"'  Adolph  Rupp*^  in- 
veighs against  the  present  widespread  adoption  and  indorse- 
ment of  antitoxin.     He  claims  that  it  was  forced  rather  than 
argued  into  the  hands  of  practitioners  by  a  public  opinion  cre- 
ated by  the  voices  and  pens  of  many  prominent  scientists  and 
chnicians  and  the  lay  or  poHtical  press.  A  practitioner  in  dealing 
with  his  patient  must  do  all  the  good  he  can,  and,  if  possible 
no  harm  of  any  kind.     It  is  his  duty  to  give  considerate  atten- 
tion and  study  to  observations  and  facts,  opinions  and  fancies 
even  \vhen  they  do  not  fall  in  with  his  personal  observations 
and  with  facts  as  he  sees  them.     But  it  is  his  right  to  trust  his 
own  senses  and  his  own  reasoning  powers.     Although  many 
able  practitioners  and  scientists  claim  that  antitoxin  for  diph- 
theria has  ceased  to  be  a  question,  other  equally  able  observers 
claim  that  it  is  a  fact  that  the  remedy  is  useless  and  at  times 
harmtul      There  are  three  sources  open  to  all   practitioners 
trom  which  to  gather  facts  and  opinions  for  justifying  their 
own  ways  of  thinking  and  practice— history,   laboratory  re- 
ports,  and    clinical    experience.     The  author    in    this  paper 
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directs  attention  to  the  historical  or  traditional  conception  of 
diphtheria,  comparing  it  with  present-day  notions.  It  is  now- 
defined  as  being  an  acute  infectious  disease.  It  was  always 
considered  to  be  that.  But  modern  teachers  say  in  addition 
that  it  is  caused  and  developed  by  the  growth  of  a  specific 
bacillary  organism,  and  this  bacillus  now  claims  almost  undi- 
vided attention.  The  disease  used  to  be  supposed  to  be  pri- 
marily constitutional ;  to-day  our  teachers  say  that  a  general 
disease  is  produced  which  is  secondary  to  the  local  one.  In 
days  gone  by  the  eye  made  the  diagnosis — no  deposit,  no  diph- 
theria. This  conception  is  the  result  of  centuries  of  observa- 
tion and  correction.  Our  scientists  at  present  tell  us  that  we 
have  diphtheria  when  we  have  a  sore  throat  in  which  the 
Klebs-Loffler  bacillus  is  found,  the  presence  of  a  pseudo-mem- 
brane being  of  secondary  importance.  The  author  considers 
this  conception  of  diphtheria  as  clinically  inadequate,  although 
it  may  do  very  well  for  the  laboratory.  In  the  laboratory  ex- 
cellent results  are  obtained  by  the  use  of  antitoxin.  The 
scientist  overlooks  the  importance  of  the  historical  conception 
of  diphtheria,  and  he  overlooks  the  importance  of  other  bacilli 
at  work  in  the  local  uproar.  In  statistics  gathered  about  diph- 
theria, Dr  Rupp  complains  that  unlike  things  are  contrasted, 
quoting  the  figures  given  by  the  Health  Department  of  Bos- 
ton. From  1891  to  1894,  1,062  cases  were  reported,  cases 
diagnosed  by  the  eye  and  by  other  traditional  methods.  From 
September  1,  189.5,  to  October  1,  1896,  1,973  cases  were  re- 
ported, a  large  number  being  discovered  among  the  ''pupils  of 
the  public  schools  and  by  bacteriological  tests  in  otherwise 
unrecognized  cases."  This  is  not  clinical  diphtheria,  and  conse- 
quently the  decrease  in  the  percentage  of  mortality  in  these 
cases  does  not  prove  the  value  of  the  antitoxin  used.  So-called 
science  has  only  increased  the  figures  of  the  old  disease.  The 
author  promises  in  a  future  essay  to  discuss  the  practical  argu- 
ments and  supposed  facts  which  some  clinicians  and  scientists 
claim  do  prove  that  antitoxin  is  the  remedy  for  diphtheria. 

Endocarditis  in  the  Child. — Leon  d" Astros'  reports  three 
cases  of  this  affection,  the  first  one  due  to  erysipelas,  the  sec- 
ond to  grippe,  while  the  third  followed  an  attack  of  diphtheria. 
In  a  consideration  of  these  cases  he  raises  the  question  whether 
erysipelatous  endocarditis  is  due  to  a  generalization  of  the 
affection  and  to  entrance  of  the  staphylococcus  into  the  blood. 
This  is  a  difficult  point  to  establish  during  life,  because  the 
streptococci  in  the  circulation  are  very  rapidly  destro3'ed  by 
phagocytosis.  It  has  been  possible  after  death  to  demonstrate 
the  presence  of  streptococci  in  the  vegetations  of  infectious  en- 
docarditis complicating  erysipelas.  On  the  other  hand,  in  two 
cases  of  simple  endocarditis  occurring  in  the  course  of  erj'sipe- 
las,  Achalme  was  unsuccessful  in  his  endeavor  to  find  the 
streptococcus  in  the  blood  during  life.  The  author  had  an 
ecjual  lack  of  success.  He  does  not  consider  the  evidence  con- 
clusive, because  the  experiment  was  made  rather  tardily,  when 
the  mitral  lesion  had  certainly  existed  for  more  than  forty- 
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eight  hours.  The  general  infection  may  have  been  of  short 
duration.  The  development  of  endocarditis  during  grippe  is 
even  more  difficult  to  interpret,  because  the  primary  infection 
by  Pfeiffer's  bacillus  is  often  followed  by  secondary  infections 
with  streptococci,  pneumococci,  etc.  In  the  case  reported  by 
the  author  there  was  a  broncho-pulmonary  affection  of  small 
ektent,  but  of  considerable  duration,  which  it  is  barely  possible 
may  have  been  the  intermediary  agent  between  the  grippe  and 
the  endocarditis.  In  the  third  case  the  pathogenesis  is  more 
easily  determined.  The  slight  attack  of  diphtheria  in  a  child 
of  10  months  had  been  cured  for  several  days,  when  a  secondary 
attack  with  staphylococci  supervened  and  the  patient  suc- 
cumbed. The  disease  was  at  first  situated  in  the  throat  and 
the  naso-pharynx,  and  then  invaded  the  bronchial  tubes,  and 
later  the  blood,  as  was  amply  demonstrated  by  bacteriological 
cultures.  The  endocardial  lesion  was  the  consequence  of  this 
general  infection. 

Exanthem  following  the  Injection  of  Behring's  Serum. 
— Dr.  Herrman  Teufel"  wishes  to  call  attention  to  an  extremely 
marked  eruption  following  the  injection  of  Behring's  serum 
(No.  2).  Ten  days  after  the  injection,  when  the  child  had  re- 
covered from  the  diphtheria,  she  had  a  rise  of  temperature, 
marked  acceleration  of  pulse,  and  general  malaise.  About 
four  centimetres  external  to  the  spot  at  which  the  injection 
was  made  there  was  infiltration  and  discoloration  of  the  skin. 
This  discoloration  extended  outward  a  distance  of  ten  cen- 
timetres and  was  a  dirty  greenish-yellow  hue.  Beyond  this 
was  a  deep  red  zone  one  centimetre  in  width,  the  skin  beyond 
gradually  becoming  normal.  Both  legs  were  swollen  from 
the  groin  to  the  toes.  The  skin  was  like  a  board,  resembling 
sclerema  neonatorum.  An  eruption  was  found  on  both  exten- 
sor and  flexor  surfaces,  each  lesion  consisting  of  a  deep  red 
central  spot  surrounded  by  a  greenish-yellow  zone  one  and  a 
half  centimetres  wide,  and  this  again  surrounded  by  a  pink 
outer  zone.  The  outer  zones  of  the  various  lesions  touched. 
This  lasted  two  weeks.  The  two  older  sisters,  whohad  received 
an  immunizing  dose  of  No.  1  serum,  had  similar  but  less  exten- 
sive exanthemata. 

Hysteria. — N.  P.  Barnes'  discusses  this  disorder  as  it  oc- 
curs among  children.  He  thinks  that  many  attacks  in  the 
young  are  of  the  contagious  form,  the  sight  of  a  hysterical 
person  often  producing  the  same  symptoms  in  other  persons  of 
susceptible  nervous  organizations  or  hysterical  tendencies. 
Heredity  plays  an  important  part  in  the  etiology;  not  that  a 
child  inherits  hysteria,  but  that  it  can  inherit  a  weak,  excitable, 
and  irritable  nervous  system.  Location  is  an  etiological  factor, 
city  life  being  productive  of  nervous  conditions  on  account  of 
the  activity,  noise,  and  depressing  atmosphere.  Mental  and 
physical  disturbances  are  prominent  causes  of  nervous  disor- 
ders and  may  produce  this  effect  as  early  as  intrauterine  life. 
Improper  feeding,  unhygienic  surroundings,  and  injudicious 
management  tend  strongly  to  the  development  of  hysteria  in  a 
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child.  The  treatment  may  be  summed  upas  follows:  Hygienic 
surroundings,  proper  management,  rest  and  isolation,  sugges- 
tion and  hypnotism,  and  drugs  as  indicated.  The  earlier  the 
diagnosis  and  treatment  the  more  favorable  the  chances  of 
recovery. 

Ing-uinal  Hernia  in  Children,  Radical  Operation  for. — 
H.  Huitle  '°  looks  upon  the  operation  in  children  as  quite  as 
simple  a  procedure  as  in  adults.  The  bowels  are  kept  freely 
open  until  within  twenty-four  hours  of  the  operation,  when  a 
powder  of  bismuth  and  Dover's  is  administered.  Huitle  em- 
ploys Bassini's  method  because  of  its  simplicity  and  reliability. 
The  secret  of  success  lies  in  placing  the  ligatures  suflSciently 
high.  In  making  the  posterior  wall  he  employs  silkworm  gut 
and  uses  a  dull  round  needle.  The  author  furthermore  cau- 
tions against  drawing  the  thread  too  tight,  for  if  this  is  done  an 
anemia  of  the  tissues  ensues,  which  favors  suppuration.  An 
antiseptic  is  applied,  and  rubber  tissue  is  emploj^ed  to  keep  the 
urine  from  infecting  the  part.  Frequent  changing  of  the 
dressings  is  necessary.  In  most  cases  the  stitches  may  be  taken 
out  on  the  fourth  or  fifth  day.  The  author  advises  the  radical 
operation  if  a  truss  does  not  effect  a  cure  in  a  year. 

Metrorrhagia  in  Young  Girls. — Andre  Castan  "  observes 
that  certain  forms  of  treatment  found  useful  in  some  cases  in 
the  adult  do  not  seem  to  be  appropriate  in  the  treatment  of 
young  girls.     Such  are  ligature  of  the  uterine  arteries,  resec- 
tions of  the  mucosa  in  cases  of  angiomatous  degeneration,  and 
total  hysterectomy.     Amputation  of  the  cerWx  is  rarely  of 
value.     Curettage  has  sometimes  given  good  results,  but  as  a 
rule  is  useless   because  applied  to  a  mucosa  which  has  sus- 
tained no  lesion;  when  successful  this  is  probably  due  to  deri- 
vation of  pelvic  congestion,  to  straightening  of  uterine  flexions, 
to  normal  reposition  of  the  cavity  permitting  a  physiological 
flow  of  the  blood.     Antiseptic  vaginal  injections  are  to  be  rec- 
ommended; the}'  have  sometimes  been  accused  of  producing  a 
vascular  congestion  capable  of  increasing  the  hemorrhage,  but 
the  flow  of  water  should  not  be  strong.     Permanganate  is  bet- 
ter than  bichloride.     Hemostasis  is  not  to  be  resorted  to  except 
in  extreme  cases  where  death  is  threatened.     By  arresting  the 
hemorrhage  we  favor  the  absorption  of  the  toxic  substances  of 
the  menstrual  blood.     Ergot,  from  its  tetanizing  action  upon 
the  uterus  and  other  dangers,  ought  to  be  banished  from  thera- 
peusis.     In  case  of  threatening  hemorrhage  only,  we  may  use 
ice,  hot  injections,  and  rest  in  bed  with  the  head  low.     General 
treatment  is  of  the  utmost  importance.     Hydrotherapy  in  all 
its  forms,  with  massage  and  rubbing  the  body  with  a  horsehair 
glove,  is  excellent.     Bathing  resorts,  and  sea  baths  properly 
taken,  are  good.     Moderate  exercise,  the  bicycle,  gymnastics, 
and  an  open-air  life  are  favorable  hygienic  conditions.     Iron, 
arsenic,  and  iodine  may  be  given  in  spite  of  their  vaso-dilator 
action.     The  digestive  functions  should  be  carefully  attended 
to,  and  especially  should  constipation  be  overcome  by  the  long- 
continued  use  of  saline  purgatives  in  small  doses  and  by  the 
frequent  use  of  enemata. 
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Movable  Kidney  in  Childhood. — J.  Comby '  reports  18 
cases,  personally  observed  by  him,  of  this  disease,  which  is  con- 
sidered so  rare  in  childhood.  Sixteen  occurred  in  girls  and  2 
in  boys.  Age  has  no  apparent  influence,  the  affection  being 
found  in  the  newly-borU;  in  nursing  infants,  and  in  adoles- 
cents. It  is  diflicult  to  avoid  the  conclusion  that  it  may  be 
congenital  when  found  in  young  infants,  for  nothing  in  the 
first  weeks  or  months  of  life  could  occur  to  cause  the  displace- 
ment. It  is  probably  hereditary  in  some  cases,  having  been 
noted  in  the  case  of  a  mother  and  daughter,  or  a  father  and 
son.  In  the  hypothesis  of  congenital  movable  kidney  it  must 
be  held  that  the  pedicle  of  the  organ  is  too  long  to  hold  it  in 
place,  and  that  some  special  occurrence  dislodges  it,  such  as 
violent  straining,  blows,  falls,  the  constriction  of  a  tight  corset 
or  belt,  repeated  pregnancies  causing  relaxation  of  the  walls, 
congestion  of  the  liver  causing  enucleation  of  the  kidney  from 
above  downward,  etc.  These  causes  cannot  be  invoked  in  the 
case  of  movable  kidney  found  in  the  first  few  months  of  life. 
In  dyspeptic  children  with  large  abdomens,  dilated  stomachs 
and  congested  livers,  relaxed  bowels,  dilated  natural  orifices 
and  weak  sphincters,  hernias  and  rectal  prolapse,  it  is  easy  to 
comprehend  the  visceral  ptoses  to  which  bad  artificial  feeding 
and  the  consequent  gastro-enteritis  may  lead.  The  child  is 
not  squeezed  externally  by  a  corset,  but  is  distended  internally 
by  gas  developed  in  the  stomach  and  intestines.  This  mechan- 
ical cause  may  explain  nephroptosis.  Comby  holds  that  mov- 
able kidney  is  not  so  exceptional  as  is  usually  supposed,  but 
is  often  latent  and  must  be  sought  for  to  be  discovered.  Its 
symptomatology  is  anything  but  marked.  There  is  seldom 
pain,  scarcely  any  inconvenience,  or  perhaps  merely  some 
dyspepsia.  Yet  sometimes  there  will  be  pain  of  more  or  less 
intensity  to  attract  the  physician's  attention  and  lead  to  a  dis- 
covery of  the  trouble.  In  one  of  the  author's  cases  the  kidney 
was  not  only  sensitive,  but  by  its  displacement  it  interfered 
with  the  flow  of  urine  and  caused  a  hydronephrosis;  it  had  to 
be  fixed  in  place  by  means  of  a  surgical  operation.  In  another 
case  there  were  painful  attacks  of  peritonitis,  and  nephrorrha- 
phy  was  suggested  but  not  performed.  In  time  the  kidney 
formed  solid  adhesions  and  lost  both  its  mobility  and  sensitive- 
ness. In  several  cases  the  pains  were  of  sufficient  intensity 
to  lead  to  the  suspicion  of  appendicitis.  The  pains  may  be 
continuous  or  paroxysmal.  Later,  when  young  girls  begin  to 
menstruate,  the  nephralgia  may  regularly  accompany  the 
menstrual  flow.  Hydronephrosis  from  backward  displacement 
of  the  kidney  and  compression  of  the  ureters  has  been  alluded 
to.  Inflammation  of  the  kidney  or  of  the  cellular  tissue  sur- 
rounding it,  pyelonephritis  and  perinephritis,  are  more  rare; 
hematuria  is  still  more  rare.  In  nervous  and  hysterical  young 
girls  there  may  be  abdominal  pains  radiating  to  distant  parts, 
symptoms  of  false  peritonitis,  false  intestinal  occlusion,  inco- 
ercible  vomiting,  obstinate  constipation,  threatened  leipothymia. 
But  all  these  symptoms  soon  disappear.  As  a  rule  there  are  no 
symptoms,  and  the  physical  diagnosis  alone  determines  the  pres- 
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ence  of  the  affection.  The  child  is  placed  on  its  back,  its  limbs 
relaxed,  the  head  rather  low,  the  thighs  flexed  upon  the  pelvis 
and  the  legs  flexed  upon  the  thighs,  and  is  told  to  open  the 
mouth  and  breathe  deeply.  The  physician,  standing  on  the 
patient's  right,  glides  his  right  hand  under  the  lumbar  region, 
palpating  the  right  flank.  If  the  kidney  is  out  of  place  he  will 
soon  feel  between  his  two  hands  an  oval,  reniform,  movable, 
indolent  mass,  which  can  only  be  the  kidney.  It  may  be  ex- 
tremely movable,  or  it  inay  be  prolapsed  and  carried  toward 
the  front  without  being  movable.  Careful  examination  should 
be  made  in  all  directions,  upward  and  anteriorly  toward  the 
liver,  in  front  and  centrally  toward  the  umbilicus,  and  below 
toward  the  iliac  fossa.  Displacement  of  the  left  kidney  is  alto- 
gether exceptional.  Once  displaced  the  kidney  stays  so,  but 
this  condition  is  perfectly  compatible  with  perfect  health.  But 
in  some  cases  it  causes  severe  pain  and  disturbance  of  function. 
It  is  nearly  always  accompanied  b\^  digestive  disorders.  In 
the  diagnosis  it  is  possible  to  mistake  a  coprostasis  for  a  mov- 
able kidney;  a  purgative  will  settle  the  question.  Appendicitis 
will  be  recognized  by  the  localization  of  the  pain  between  the 
umbilicus  and  the  anterior  superior  spine  of  the  ilium,  the 
fever,  vomiting,  and  constipation,  and  the  recent  origin  and 
short  duration  of  the  symptoms.  Tabes  mesenterica  gives  a 
sensation  of  hard,  rounded  multiple  masses  deeply  situated  in 
the  abdominal  cavity.  Lesions  of  the  kidney,  such  as  pyelo- 
nephritis, perinephritic  phlegmon,  hydronephrosis  and  cysts, 
and  sarcoma,  will  be  recognized  by  careful  examination.  They 
may  affect  a  displaced  kidney. 

If  the  displacement  cause  no  unfavorable  symptoms  no  special 
treatment  is  necessary.  Hygienic  measures  only  will  be  pre- 
scribed; the  clothes  must  be  flowing  and  loose,  not  compress- 
ing waist  or  viscera.  Dyspepsia  and  constipation  must,  of 
course,  be  appropriately  treated.  Rest  in  bed  is  the  best  treat- 
ment for  the  pain.  If  the  kidney  causes  discomfort  by  its  mal- 
position it  must  be  supported  by  a  flannel  bandage  passed 
about  the  body  several  times,  supporting  the  whole  abdomen 
and  lifting  the  kidney.  If  the  pain  becomes  intolerable,  if 
there  are  crises  resembling  peritonitis  or  strangulation,  if  the 
urinary  function  is  interfered  with,  and  if  intermittent  or  per- 
manent hydronephrosis  occur,  surgical  procedures  will  be  nec- 
essary; the  kidney  must  be  brought  into  position  and  fixed  by 
ligatures  to  the  posterior  abdominal  wall. 

Pericarditis  in  Children. — A.  Baginsky'^  says  that  of  late 
years  the  idea  of  the  rather  frequent  occurrence  of  pericarditis 
among  children  is  generally  acceded  to;  in  fact,  it  is  suspected 
that  this  disease  is  more  frequent  among  children  than  adults. 
The  author  gives  a  summary  of  64  cases  that  had  come  under 
his  observation  during  the  preceding  year.  In  24  cases  the 
underlying  cause  had  been  articular  rheumatism,  in  11  cases 
tabercLilosis,  in  11  cases  pleuro-pneumonia,  in  7  erysipelas  and 
phlegmon,  in  5  instances  severe  diarrhea,  3  times  endocarditis, 
meningitis,  diphtheria,  and  otitis  media.  A  subdivision  into 
the  serous,  fibrinous,  hemorrhagic,  and  purulent  forms  of  the 
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disease  is  made.  The  well-known  clinical  picture  of  the  serous 
cases  is  given.  No  symptom  is  looked  upon  as  diagnostic. 
On  making  a  physical  examination  the  author  considers  it 
extremely  difficult  to  make  a  diagnosis  from  percussion.  The 
heart  is  enlarged  to  the  right,  and  the  writer  objects  to  the 
generally  accepted  idea  that  the  area  of  increased  dulness 
varies  with  the  position  of  the  child;  he  maintains  this  to  be  an 
anatomical  impossibility,  because  in  the  child  the  heart  is  more 
horizontal  than  in  the  adult  and  rests  upon  the  diaphragm. 
The  author  says  pericardial  friction  sounds  over  the  base  is  the 
only  trustvvorthy  evidence  of  the  disease  on  physical  examina- 
tion. Purulent  pericarditis  is  even  more  difficult  of  diagnosis 
than  the  simple  form,  as  the  symptoms  are  masked  by  those  of 
the  primary  disease.  This  form  was  found  in  extremely  young 
infants  Various  bacteria  were  found — colon  bacillus,  strepto- 
and  staphylococci,  also  pyocyaneus.  When  pericarditis  com- 
plicates tuberculosis  it  assumes  a  very  malignant  form.  The 
most  frequent  form  of  pericarditis  is  that  accompanying  articu- 
lar rheumatism;  it  is  now  thought  that  the  heart  is  frequently 
involved,  and,  if  at  all,  at  an  early  stage  of  the  rheumatic 
attack.  After  the  first  attack  the  heart  rarely  returns  to  its 
normal  size,  but  remains  large,  and  pericardial  adhesions  are 
formed  synchronously  with  the  dilatation  of  the  heart.  In 
each  succeeding  attack  the  adhesions  increase  in  extent  and 
the  heart  also  enlarges,  until  we  have  an  enormously  enlarged 
heart  with  a  generally  adherent  pericardium.  Baginsky  gives 
a  very  grave  prognosis,  cases  rarely  surviving  puberty.  In 
the  matter  of  treatment,  he  finds  salicylates  are  useless. 
Diuretin  combined  with  digitalis,  and  occasionally  with  stro- 
phanthus,  are  the  only  drugs  recommended. 

Pertussis,  Cerebral  Disturbances  in. — E,  Schreiber"  re- 
lates the  case  of  a  child  2  years  old  who  in  the  course  of  a 
pertussis  had  convulsions;  for  these  an  opiate  was  adminis- 
tered. Each  paroxysm  of  coughing  was  preceded  by  a  con- 
vulsion in  all  extremities.  The  convulsions  continued  notwith- 
standing the  opiate,  and  two  days  later,  during  a  violent  fit  of 
coughing,  the  child  suddenly  became  apathetic,  lost  its  power 
of  speech;  the  pupils  failed  to  react;  other  reflexes  were  absent. 
There  was  a  paralysis  of  the  right  side  of  the  face.  The  child 
vomited  ceaselessly  and  lost  control  of  the  sphincters.  The  child 
began  to  improve  in  a  week,  and  after  two  weeks  tried  to  speak 
and  attempted  to  stand.  There  was  eventual  recovery.  The 
author  looks  upon  the  case  as  one  of  hemorrhage  of  the  cere- 
bral meninges.  A  full  table  of  similar  recorded  cases  is  given. 
The  writer  accounts  for  the  rarity  of  these  cases  in  children 
by  the  fact  that  the  arteries  in  childhood  are  extremely  elastic 
and  allow  of  sudden  and  great  increase  in  arterial  tension. 
The  vessel  walls  in  childhood  in  very  few  instances  show  any 
changes  of  arterial  sclerosis. 

Pseudo  tetanus. — A  case  is  reported  by  Th.  Escherich  "  A 
female  child,  age  5  years,  was  brought  to  the  hospital  in  a 
seeming  state  of  tetanus.  There  were  tonic  contractions,  last- 
ing from  a  few  minutes  to  an  hour,  day  and  night.     The  child 
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gradually  assumed  the  typical  arc  or  circle  position — the  posi- 
tion of  marked  opisthotonos.  During  these  attacks  the  child 
became  cyanosed,  was  kept  alive  by  oxygen,  and  rectal  feeding 
was  resorted  to.  The  child  slept  very  little  for  twelve  days 
and  nights.  Contractions  gradually  became  less  marked,  and 
in  six  weeks  the  child  was  well.  During  the  illness  the  patient 
spoke  rarely  and  with  great  difficulty,  and  there  seemed  to  be  a 
spasm  of  the  esophagus.  Sensibility  to  galvanism  was  not  in- 
creased. Skin  and  patellar  reflexes  were  exaggerated.  There 
was  very  little  pain.  Author  differentiates  the  case  from  true 
tetanus.  The  unusual  length  of  the  attack  and  the  severity  of 
the  convulsions,  together  with  the  marked  contractions  of  the 
maxillae,  caused  the  case  to  simulate  true  tetanus. 

Relapse  in  Scarlatina. — Richard  D.  Kennan  '^  remarks  that 
one  is  struck,  in  looking  up  the  literature  of  scarlatina,  by  the 
fact  that  the  text  books  of  even  recent  publication  contain  little 
or  no  reference  to  the  occurrence  of  relapse.  Indeed,  they  are 
fairly  unanimous  in  the  opinion  that  a  relapse,  or  second  at- 
tack, of  scarlatina  is  to  be  ranked  among  the  very  exceptional 
experiences  in  medical  life,  and  that  when  it  does  occur  it  is 
invariably  after  some  years  have  elapsed  since  the  first  attack, 
But  second  attacks  taking  place  so  soon  after  the  first  as  to  be 
actually  called  relapses  were  not  seen  ajDparently  till  recent 
years.  It  is  not  reasonable  to  suppose  that  such  an  occurrence, 
evident  as  it  now  is,  could  have  been  overlooked  by  the  many 
careful  observers  who  had  been  attracted  by  the  study  of  scar- 
latina. Nor  is  it  probable  that  the  character  or  life  history  of 
this  fever  is  very  appreciably  changed.  It  seems  as  if  the 
practice,  which  has  grown  up  with  the  modern  developments 
of  public  health  administration,  of  isolation  of  dangerous  in- 
fectious disease  in  large  hospitals,  is  directly  responsible  for 
it.  This  may  require  a  word  of  explanation.  In  private,  and 
in  all  cases  before  isolation  on  a  large  scale  as  at  present  car- 
ried out  was  thought  of,  each  patient  was  subjected  to  an  ever- 
diminishing  intensity  of  infection.  He  was  himself  daily  be- 
coming a  lessened  source  of  danger  to  others  and  also  to  him- 
self. In  a  hospital  ward,  however,  in  which  the  atmosphere 
and  contents  are  kept,  by  the  constant  introduction  of  acute 
cases,  charged  with  infective  material,  this  diminution  or  at- 
tenuation is  not  obtained.  The  patient  whose  attack  has  left 
him  with  but  slight  protective  power  may  fall  a  victim  to  a 
second  attack.  Of  course  it  is  not  to  be  understood  that  this  is 
by  any  means  a  common  occurrence,  yet  Dr.  Caiger,  Superin- 
tendent of  the  Southwestern  Fever  Hospital,  under  the  Met- 
ropolitan Asylum's  Board,  found  that  a  true  relapse  or  early 
second  attack  occurs  in  5  per  cent  of  all  scarlatina  cases 
admitted  to  the  hospital.  To  obviate  this  risk  it  has  been 
suggested  to  keep  certain  wards  set  apart  for  the  reception  of 
acute  cases,  others  to  which  these  cases  will  be  transferred 
when  becoming  convalescent,  and  others  again  in  which  the 
convalescents  will  be  placed  for  some  time  prior  to  their  dis- 
charge from  the  hospital. 
Spina  Bifida. — J.  Collins  Warren '"  reports  two  cases  success- 
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fully  treated  by  operation.  He  remarks  that  the  difficulty  of 
obtaining  complete  asepsis  in  cases  of  operation  for  the  relief  of 
this  condition  in  infants  is  very  great,  as  the  seat  of  the  spina 
bifida  is  in  the  lower  dorsal  or  sacral  region.  Primary  union 
is  also  interfered  with  by  the  ulceration  of  the  integuments 
which  exists  in  many  cases  owing  to  the  great  tension  of  the 
part  and  thinning  of  superficial  skin. 

Temporary  Teeth. — W.  H.  Hall  "  presents  a  plea  for  the 
preservation  of  the  deciduous  teeth,  as  they  are  needed  for 
masticating  purposes.  If  badly  decayed  that  process  is  inter- 
fered with  and  the  breath  is  contaminated,  the  fetor  entering 
the  lungs;  also,  the  vitiated  saliva  mixed  with  the  food  passes 
into  the  stomach.  Decay  involves  the  pulp,  causing  pain  with 
more  or  less  general  nervous  disturbance;  finally,  death  of 
the  pulp  occurs,  resulting  sooner  or  later  in  suppuration  and 
adding  another  objectionable  element  to  the  contents  of  the 
stomach.  The  death  of  the  pulp  portends  further  trouble,  be- 
caase  the  physiologic  process  of  resorption  of  the  roots  ceases, 
and  these  roots,  minus  crowns,  sometimes  remain  for  several 
years,  deflecting  the  permanent  teeth  from  their  course  or 
crowding  them  from  their  position  in  the  arch.  The  evils  of 
premature  extraction  are  possible  irregularities  of  the  perma- 
nent teeth  and  absorption  of  the  alveolar  process,  and  conse- 
quent contracted  condition  of  the  maxilla  by  reason  of  arrested 
development,  thus  permitting  the  contiguous  teeth  to  move 
toward  one  another,  closing  the  space,  resulting  in  disalign- 
ment,  impaction,  or  prevention  of  the  eruption  of  the  perma- 
nent tooth.  Premature  extraction  may  also  cause  the  destruc- 
tion of  the  germ  of  the  permanent  tooth. 

Teratoma  Colli. — H.  Brunker''  reports  a  rare  case  of  this 
disease.  The  tumor  consisted  of  a  large  mass  on  the  right  side 
of  the  neck,  extending  inwardly  to  the  anterior  border  of  the 
sterno-cleido-mastoid,  upward  to  the  zygomatic  arch,  down- 
ward to  the  third  rib,  and  outward  to  the  mastoid  process. 
The  skin  over  the  mass  was  stretched,  the  tumor  fluctuated, 
and  here  and  there  a  hard  nodule  was  palpable.  Macroscopi- 
cally  the  tumor  was  made  up  of  cysts  varying  from  the  size  of 
a  lemon  to  a  pinhead;  the  walls  of  the  larger  cysts  were  very 
thin,  those  of  the  smaller  ones  thick.  The  inner  walls  of  the 
large  cysts  were  corrugated,  those  of  the  small  ones  smooth. 
The  contents  of  the  larger  cysts  was  partly  a  colorless  and 
partly  a  yellow  liquid;  that  of  the  smaller  ones  was  colloid 
matter.  The  microscope  showed  various  embryonic  tissues, 
embryonic  brain  substance,  fat,  cartilage,  striped  muscle, 
glandular  tissue,  rudiments  of  an  eye,  etc.  The  infant  was 
only  a  few  months  old.  The  author  has  found  no  case  like  it 
on  record. 

Therapeutic  Suggestions  for  Children. — Louis  Fischer ' 
devotes  an  article  to  the  consideration  of  those  diseases  which 
require  immediate  and  sometimes  heroic  treatment.  In  the 
treatment  of  convulsions  we  should  seek  to  remedy  the  trouble 
by  removing  the  cause,  if  possible.  Thus  a  history  of  an  over- 
loaded stomach,  with  a  consequent  high  temperature  and  pto- 
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maine  poisoning,  and  the  absorption  of  this  poisoning- causing 
toxemia,  will  call  for,  first,  cleansing  of  the  stomach  with  lav- 
age, using  a  normal  saline  solution.  Meanwhile  a  strong 
mustard  foot-bath  can  be  used  to  relieve  the  cerebral  hyper- 
emia, and,  if  necessary,  a  leech  can  be  applied  behind  each  ear 
over  the  mastoid  process.  After  this  the  colon  should  be 
flushed  with  warm  salt  water.  Hypodermoclysis  has  been  of 
service  to  the  author  in  cases  of  extreme  exhaustion  following 
long-continued  attacks  of  diarrhea  in  which  the  blood  is  de- 
hydrated and  almost  thickened.  It  is  an  invariable  rule  of  the 
writer  never  to  permit  a  child  to  retire  for  the  night  without  a 
movement  of  the  bowels;  consequently,  if  the  infant  has  been 
constipated  during  the  day,  he  advises  the  injection  of  one 
pint  of  a  mixture  consisting  of  two-thirds  warm  water  and  one- 
third  glycerin.  Another  alarming  symptom,  anuria,  can  fre- 
quently be  relieved  by  a  simple  procedure — immersion  of  the 
child  in  water  the  temperature  of  which  is  105°  to  110°,  raising 
and  lowering  the  infant,  and  continuing  the  bath  for  about  one 
minute.  It  is  advisable  to  notice  whether  the  child  passes  its 
water  while  in  the  bath.  If  this  does  not  succeed,  dry  cups 
maj^  be  applied  over  the  lumbar  region  for  three  minutes  at  a 
time,  and  renewed,  if  necessary,  in  an  hour,  but  choosing  dif- 
ferent parts  of  the  region  for  the  application.  Dyspnea  caused 
by  intense  pulmonary  congestion  is  best  relieved  by  application 
of  six  dry  cups  to  the  front  and  back  of  thorax.  The  same  re- 
sult can  be  obtained  by  the  application  of  a  sinapism  to  the 
front  and  back  of  the  chest,  not  on  both  sides  at  the  same  time, 
however.  Massage — gentle  friction  of  the  abdomen  with  vase- 
lin  or  sweet  oil  night  and  morning — is  one  of  the  best  reme- 
dies for  stimulating  peristalsis  in  the  ordinary  form  of  atonic 
dyspepsia.  The  safest  antipyretic  measure  in  children  is  the 
cold  pack,  applied  by  means  of  a  sheet  wrung  out  in  cold 
water  and  applied  over  half  of  the  body,  or  we  can  take  a 
towel,  wring  it  out  in  cold  water,  and  thus  envelop  the  chest 
and  abdomen  therein,  and  renew  this  application  every  fifteen 
to  thirty  minutes.  If  this  does  not  succeed,  the  safest  method 
is  to  immerse  the  child  in  a  tub  of  water  at  a  temperature  of 
90°  F.,  and  adding  cold  water  gradually  until  the  tempera- 
ture of  the  water  reaches  75°  F.  The  duration  of  this  bath 
should  be  from  two  to  five  minutes.  The  child  must  be  rubbed 
constantly  while  in  the  bath,  to  stimulate  the  circulation  of  the 
blood  and  prevent  cyanosis. 

Tubercular  Cystitis  in  Children. — Charles  Greene  Cum- 
ston  "  writes  that  the  symptoms  of  this  disease  are  often  so 
masked  in  children  that  the  attention  of  the  physician  is  not 
directed  to  the  condition  of  the  bladder,  and  he  is  of  the  opinion 
that  microscopical  and  bacteriological  examination  of  the  urine 
of  children  should  be  more  frequently  resorted  to.  The  symp- 
tom that  is  most  prominent  in  children  is  incontinence  of  urine. 
There  may  be  true  incontinence,  when  the  urine  escapes  with- 
out producing  any  desire  to  micturate;  this  form  is  due  to  a 
certain  amount  of  destruction  of  the  neck  of  the  bladder  by  an 
ulcerative    process.     A    false  incontinence  varies  in  nature. 
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Sometimes  it  is  simply  a  micturition  from  overflow,  in  which 
case  it  is  not  an  incontinence,  but  is  a  retention,  and  is  met 
with  in  certain  painful  forms  of  cystitis.  The  neck  of  the 
bladder  is  closed  by  spasm,  and  from  this  a  more  or  less  com- 
plete retention  will  result.  A  real  false  incontinence  is  what 
is  particularly  seen  in  children,  and  is  in  reality  a  frequent  and 
very  ardent  desire  to  pass  the  urine,  circumstances  under  which 
children  will  micturate  in  bed  at  night  and  in  the  clothes  during 
the  da}^.  The  escape  of  the  urine  is  voluntary,  because  the 
patient  can  be  made  to  retain  his  urine  in  the  bladder  for  a  few 
minutes,  but  the  desire  to  urinate  is  so  imperious  and  constantly 
present  that  the  child  yields  to  it.  Incontinence  of  urine  from 
overflow  may  also  be  observed,  along  with  a  more  or  less  com- 
plete retention,  this  being  due  to  spasm  of  the  urethra.  Pain 
as  a  symptom  raries  and  often  is  wanting,  or  at  least  appears 
to  be.  Severe  pain  will  make  children  cry,  while  they  do  not 
pay  much  attention  to  little  dull  pains  or  burning  sensation. 
Hematuria  appears  as  an  infrequent  symptom,  and  does  not 
show  itself  at  the  beginning  as  it  does  in  adults.  Pyuria,  on 
the  contrary,  is  important  in  little  ones,  because  if  the  urine 
contains  pus  the  disease  is  not  due  to  a  neurosis.  In  excep- 
tional cases  the  urine  contains  no  pus.  In  all  cases  of  suspi- 
cious cystitis  a  bacteriological  examination  of  the  urine  should 
be  carried  out.  The  search  for  Koch's  bacillus  will  often  be 
negative,  but  should  be  often  repeated,  and  finally  we  can, 
perhaps,  discover  the  o  rganism.  As  to  cy stoscopic  examinations 
the  author  believes  that  tubercular  ulcerations  have  nothing 
that  one  could  call  typical.  We  may  say  that  the  primary  dis- 
ease in  children  is  curable  when  the  lesions  are  not  advanced. 
If  general  treatment  and  local  application  do  not  show  any 
effect  on  the  process  after  a  reasonable  trial,  suprapubic  cys- 
totomy is  the  operation  of  choice,  and  will  be  followed  by  as 
good  results  as  those  obtained  by  it  in  adults. 

Ulcerative  Stomatitis. — A.  Kissel"  gives  a  new  treatment 
for  this  affection.  After  trying  all  the  much- vaunted  remedies 
the  following  treatment  was  decided  upon  and  used  for  a  num- 
ber of  years  in  many  cases :  A  three  per  cent  boracic-acid  mouth 
wash  is  used  every  hour,  and  three  times  a  day  the  entire  oral 
cavity  is  washed  out  with  this  solution,  a  saturated  tampon  be- 
ing employed.  This  method  suffices  for  the  average  case,  but 
for  obstinate  cases  the  following  method  was  employed:  The 
ulcers  on  the  gums,  tongue,  and  buccal  mucous  membrane  are 
curetted  with  a  sharp  curette;  the  surface  of  the  wounds  is 
then  touched  with  iodoform  powder.  In  addition  the  boracic- 
acid  tampon  and  mouth  wash  are  employed  as  in  the  milder 
cases.  This  treatment  has  been  employed  satisfactorily  in  the 
hospital  and  clinic.  Great  care  must  be  taken  to  remove  cari- 
ous teeth.  In  private  practice  the  simple  treatment  as  a  rule 
sufiBces,  but  occasionally  the  curette  must  be  employed.  The 
curette  is  never  applied  more  than  once,  the  iodoform  daily 
until  the  size  of  the  ulcer  begins  to  diminish,  which  is  always 
in  a  very  few  days. 

Vesical  Calculi  in  Children.— The  symptoms  of  this  affec- 
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tion  in  childhood,  says  d'Arbois  de  Jubainville/  are  rarel}^  the 
same  as  in  adult  life.  One  of  its  chief  characteristics  is  its 
insidious  nature.  In  fact,  the  greater  number  of  patients  aged 
14,  15,  or  20  years  upon  whom  an  operation  for  calculus  is  per- 
formed give  a  history  of  symptoms  which  point  to  the  previous 
existence  of  a  calculus  for  ten  or  fifteen  years.  In  France 
calculi  are  supposed  to  be  very  rare  in  childhood.  In  India, 
China,  Persia,  Turkey,  the  basin  of  the  Danube  and  the  Theiss, 
in  England  and  North  America,  and  in  Russia,  thej^  occur  with 
some  frequency.  They  are  met  with  more  often  in  boys  than 
in  girls.  In  Bokay's  statistics,  relating  to  1,621  cases,  43  of 
the  patients  were  less  than  1  year  old,  and  the  greatest  number 
of  cases  were  seen  between  3  and  4  years.  The  first  symptom 
of  the  trouble  is  usually  increased  diurnal  and  painful  micturi- 
tion. The  child  passes  water  nearly  every  hour  in  the  day, 
and  rarely  at  night,  and  the  micturitions  are  painful  and 
accompanied  by  a  tearing  sensation,  which  is  carried  to  the 
extremity  of  the  gland.  The  last  drops  of  urine  are  apt  to 
stagnate  between  the  prepuce  and  the  gland,  causing  balanitis. 
The  child  cries  and  stamps,  and  may  even  go  into  syncope, 
during  the  act  of  micturition.  The  urine  is  clear.  There  is 
sometimes  a  slight  prolapse  of  the  rectum  at  the  time  of  mic- 
turition. The  child  may  also  be  subject  to  pain  while  playing 
or  walking,  and  may  even  pass  small  calculi  or  notice  sudden 
interruptions  to  the  passage  of  the  urine.  Hematuria  is  very 
exceptional  under  16  or  17  years.  As  a  rule  the  symptoms  are 
marked,  the  pain  very  slight,  there  being  only  a  sensation  of 
irritation.  The  diagnosis  of  the  onset  of  the  affection  is  diffi- 
cult. An  incontinence  of  urine,  persisting  in  spite  of  treatment 
to  7  or  8  years  of  age;  micturitions  which  become  more  fre- 
quent, especially  in  the  daytime;  pain,  even  of  a  fugitive 
character,  about  the  gland  and  penis,  should  cause  the  physi- 
cian to  make  careful  examinations  by  rectal  digital  investiga- 
tion, by  the  radiograph,  and  by  exploration  with  the  sound. 
2.  Later,  when  the  sj^mptoms  are  severe,  the  diagnosis  will 
rest  between  calculous  and  tuberculous  cystitis.  3.  For  a 
definite  diagnosis  we  should  use  rectal  examination  and  ab- 
dominal palpation;  the  radiograph,  which  up  to  6  or  7  years 
of  age  gives  very  demonstrative  results  in  photography;  and 
the  sound,  which  will  enable  us  to  decide  whether  lithotrity 
or  suprapubic  incision  should  be  resorted  to. 
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The  internal  female  sexual  organs  may  be  congenitally 
absent,  or  they  (excepting  the  vagina,  which  is  usually  left 
more  or  less  unchanged)  may  have  been  removed  after  puberty 
for  some  disease. 

My  remarks  will  apply  chiefly  to  the  congenital  malforma- 
tions, which,  in  one  shape  or  another,  are  quite  common.  How 
many  sach  I  have  seen  in  the  thirty-three  years  which  have 
elapsed  since  my  graduation  I  cannot  say  positively;  but  as 
scarcely  a  year  passes  without  two  or  three  such  cases  present- 
ing themselves,  I  do  not  doubt  that  the  total  reaches  quite  up 
to  one  hundred  of  all  degrees  and  varieties.  A  certain  small 
proportion  of  these  malformations  was  of  the  class  known  as 
androgyny,  or  male  hermaphrodites,  which  are  common,  but 
were  seen  by  me  only  when  the  sex  of  the  individual  was  in 
doubt. 
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Thus,  some  years  ago  I  was  asked  to  see  with  two  other 
medical  geatlemen  a  supposed  schoolgirl,  17  years  of  age,  who 
was  a  member  of  a  well-known  fashionable  young  ladies'  board- 
ing school.  The  failure  of  the  "  girl "  to  menstruate,  and  cer- 
tain other  physical  and  moral  peculiarities,  had  attracted  the 
attention  and  excited  the  suspicion  of  the  lady  principal  of  the 
school,  and  a  medical  examination  was  instituted.  I  found 
a  tall,  slender,  sallow-complexioned  person  in  female  apparel, 
with  a  faint  down  on  the  upper  lip  and  cheeks,  a  deep  voice, 
and  angular  movements.  The  legs  were  muscular,  covered 
with  hair,  not  rounded  and  soft.  There  was  a  penis  over  one 
inch  in  length,  with  the  meatus  urinarius  at  its  root;  a  vagina 
three  inches  deep,  of  fair  width;  labia  majora  thin;  pubes  well 
covered  with  straight  hair;  in  one  groin  an  oval  body,  slightly 
larger  than  an  olive,  and  very  sensitive;  per  rectum  a  similar 
body  could  be  felt  on  the  other  side  of  the  pelvis.  Mammary 
glands  flat  and  undeveloped.  The  crowning  feature  of  the  ex- 
amination was  the  erection  of  the  rudimentary  penis  to  full 
three  inches  on  titillation.  The  sex  of  the  individual  was,  of 
course,  beyond  doubt;  and  a  removal  from  the  ladies'  boarding 
school  and  the  adoption  of  male  dress  were  advised. 

Another  case,  of  a  child  about  2  years  of  age,  was  seen  by 
me  at  the  request  of  Dr.  Harry  E.  Vaux,  of  Brookville,  Ont., 
when  passing  through  that  town  some  years  ago  on  my  wa}"  to 
"the  Rideau  Lakes.  The  child  had  been  christened  Mary,  but 
^was  an  undoubted  boy  with  hypospadiac  penis  divided  scro- 
tum, and  shallow  perineal  pouch. 

Gynandry,  or  the  class  of  "  female  hermaphrodites,"  with 
liypertrophied  clitoris  and  fat,  pendulous  labia  simulating  the 
scrotum,  are  less  common  than  the  male  variety,  and  easily 
recognizable  by  the  presence  of  a  well-formed  vagina,  uterus, 
and  ovaries.  In  fact,  these  so-called  female  hermaphrodites 
are  not  hermaphrodites  or  congenital  malformations  at  all,  but 
only  instances  of  otherwise  normally  developed  women  with 
an  acquired  deformity  of  the  clitoris  and  labia.  Such  women 
are,  or  can  be  rendered,  capable  of  conception  and  parturition 
by  the  simple  surgical  removal  of  the  deformed  tissues.' 

'  A  very  curious  and,  I  believe,  unique  case  of  congenital  sexual  mal- 
formation which  does  not  belong  to  any  special  type,  has  recently  (Centralbl. 
fiir  Gyniikologie,  Feb.  4,  1899)  been  reported  by  Neugebauer,  of  Warsaw. 
A  young  woman,  delivered  of  her  first  child  a  week  previously,  on  being 
examined  as  to  her  fitness  for  a  wet-nurse,  was  found  to  have  normal  geni- 
tal organs,  including  perfect  clitoris  ;  but  springing  from  the  middle  of 
the  perineum  was  an  organ  one  inch  in  length,  of  the  shape  and  size  of  the 
adult  penis,  with  perfect  glans  and  partial  prepuce.     On  manipulation  this 
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A  true  hermaphrodite — that  is,  an  individual  possessing  the 
distinctive  organs  of  either  sex,  the  testicles  and  ovaries,  and 
capable,  therefore,  of  performing  the  procreative  functions  of 
both  the  male  and  the  female — has,  to  my  knowledge,  never  been 
observed,  or,  at  least,  the  actual  presence  of  those  organs  in  the 
same  person  has  never  been  demonstrated  by  an  operation  or 
by  the  autopsy.  Every  now  and  then  a  case  is  reported  which 
claims  this  distinction;  but  on  careful  inquiry  one  of  the  essen- 
tial factors — testicle  or  ovary,  usually  the  latter — is  found  to 
exist  only  in  the  imagination  of  the  reporter.  Uterus,,  vagina, 
testicles,  seminal  ducts  and  vesicles,  vulva,  all  are  present,  but 
the  ovaries  cannot  be  found,  and  again  the  result  is  a  disap- 
pointment. 

As  a  rule,  so-called  ' '  male  hermaphrodites "  present  the 
general  male  type,  in  spite  of  well-developed  mammae  (the 
nipples  and  areolte  are  usually  small),  rounded  limbs,  slightly 
broader  hips,  and  an  absence  or  scarcity  of  hirsute  development 
on  face,  body,  and  limbs.  The  voice  may  be  rather  high  and 
sharp,  but  the  sexual  tendencies  are  toward  the  female,  the 
social  proclivities  are  masculine,  and  the  rudimentary  hypo- 
spadiac  penis  and  undoubted  testicles  stamp  the  individual. 
To  identify  the  sex  of  such  a  person  is  easy.  But  there  are  a 
few  exceptions  to  this  usual  type  of  male  hermaphrodites,  in 
whom  the  general  configuration  is  apparently  entirely  femi- 
nine, the  external  genital  organs  are  normally  female,  the 
vagina  is  of  proper  dimensions,  and  still  the  absence  of  uterus 
and  ovaries,  and  the  presence  of  more  or  less  developed  testi- 
cles, within  or  without  the  body,  prove  the  person  to  be  sexu- 
ally a  male. 

Such  a  case  came  under  my  observation  a  number  of  years 
ago  and  was  then  reported.'  The  person  was  Mary  O'N.,  Irish, 
46  years  of  age,  unmarried,  a  cook.  She  had  never  men- 
struated nor  had  menstrual  molimina.  She  consulted  Dr.  E. 
Swasey  for  double  inguinal  hernia,  and  he  discovered  the 
genital  anomaly  and  referred  her  to  me.  Her  general  build 
was  typically  feminine;  no  beard;  voice  rather  harsh;  external 
genitals   distinctly  female;    breasts  fairly  developed;    clitoris 

organ  erected  itself  to  the  length  of  two  inches.  How  this  "  penis  "  came 
to  be  situated  on  the  perineum,  and  what  could  be  its  possible  object  in 
that,  for  a  penis,  out-of-the-way  locality,  is  an  embryological  mystery, 
especially  as  the  organ  was  solid  and  there  was  no  sign  of  testicles.  Two 
photographs  accompany  the  report.  The  woman  disappeared  from  ob- 
servation. 

'  Swasey,  this  Journal,  1880,  and  Munde,  Centralbl.  fiir  Gyn.,  No.  42, 
1887. 
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not  enlarged;  hymen  uninjured;  vagina  three  inches  deep;  no 
trace  whatever  of  uterus  or  appendages.  After  reduction  of 
the  double  inguinal  hernia  an  ovoid  body  of  the  size  of  a  hen's 
egg,  with  an  attached  upper  smaller  body  exactly  resembling 
the  testicle  and  epididymis,  remains  in  each  labium  majus; 
these  bodies  are  very  sensitive  to  pressure  and  are  not  reduci- 
ble. 

In  spite  of  the  thoroughly  feminine  appearance  of  the  woman, 
I  felt  justified  in  assuming  that  the  bodies  in  the  labia  majora 
were  what  they  appeared  to  be — namely,  testicles,  and  not 
ovaries — and  that  the  person  was,  therefore,  a  male.  Had 
these  bodies  been  ovaries,  and  of  as  normal  development  as 
their  size  indicated,  the  phenomena  of  menstruation,  with  or 
without  the  periodical  discharge  of  blood  from  some  part,  would 
undoubtedly  have  appeared  from  puberty  on.  Unfortunately 
I  was  prevented  from  verifying  my  supposition  by  a  micro- 
scopic examination  of  the  supposed  testicles,  for  ''Mary'' 
refused  to  consent  to  my  proposal  to  have  her  hernise  operated 
upon — perhaps  suspecting  my  design  on  the  mysterious  organs 
in  her  labia — and  disappeared  from  view. 

I  am  the  more  convinced  of  the  correctness  of  my  opinion 
since  this  case,  although  exceedingly  rare,  is  not  unique.  Five 
similar  cases  are  on  record,  in  all  of  which  the  microscope 
showed  the  oval  bodies  removed  from  the  inguinal  canal  or 
labia  at  the  autopsy  or  during  life  to  be  testicles:  1.  Leo- 
pold: '  Woman  50  years  of  age,  married,  never  menstruated; 
female  build,  large  pelvis,  normal  vagina,  no  uterus,  no 
ovaries;  testicles  with  epididymis  and  vas  deferens  at  each 
side  of  the  mons  veneris.  2.  Ricco:''  80  years,  married; 
external  genitals  normally  feminine,  but  no  myrtiform  carun- 
cles; vagina  six  centimetres  long,  no  uterus,  no  tubes,  no  ova- 
ries; testicle  in  each  inguinal  canal,  seminal  vesicles  between 
bladder  and  rectum;  pelvis  and  body  of  masculine  type. 
3.  Steglehner:  ^  23  years;  normal  vulva,  narrow  vagina, 
voice  somewhat  masculine,  body  feminine;  autopsy  shows  ab- 
sence of  uterus,  ovaries,  and  tubes.  Testicles  and  epididymis 
in  each  inguinal  canal;  seminal  vesicles  behind  bladder;  semi- 
nal ducts  open  into  vaginal  vault.  4.  Giraud :  40  years, 
married;  normal  vulva,  except  clitoris  somewhat  large;  beard; 
large  pelvis;  feminine  limbs.  Autopsy  showed  prostate  gland, 
vasa  deferentia,  seminal  vesicles;  two  testicles  under  the  skin 
at  each  side  of  the  clitoris;   vagina  blind;    no  uterus,  ovaries, 

'  Arch,  fiir  Gyn.,  xiii.  '  Todd's  Cyclopedia,  ii. 

'  Kussmaul:  Missbild.  der  Geb. 
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or  tubes,  5.  Chambers: '  24  years,  single;  feminine  build, 
normal  vulva;  vagina  three  inches  deep,  blind,  no  uterus,  ova- 
ries, or  tubes;  in  the  labia  majora  organs  resembling  the  testi- 
cle, which  were  removed  by  operation  and  under  the  micro- 
scope proved  to  be  testicles."  This  last  case  closely  resembles 
mine.  We  have  thus  six  cases  of  feminine  build,  normal  vulva 
and  vagina,  absence  of  uterus,  ovaries,  and  tubes,  in  which  the 
presence  of  testicles  in  the  labia  majora  or  inguinal  canal  (as- 
suming that  the  doubtful  bodies  in  my  case  really  were  testi- 
cles) showed  the  apparent  woman  to  be  a  man. 

In  my  experience  instances  of  normal  female  build  with 
apparent  complete  absence  of  the  uterus,  ovaries,  and  tubes, 
and  normal  vulva  and  vagina,  are  far  less  common  than 
those  presenting  the  same  irregularities  together  with  absence 
of  the  vagina.  Usually  when  I  have  found  the  uterus,  ova- 
ries, and  tubes  missing,  with  normal  vulva,  the  vagina  has 
also  been  absent.  It  seems  that  when  Nature  failed  to  effect 
the  normal  development  of  the  tubes,  ovaries,  and  uterus  from 
Miillers  ducts  and  the  WolflQan  bodies,  she  usually  included 
the  vagina  in  her  failure. 

Curiously,  Nature  does  not  appear  to  pursue  any  order  or 
system  in  these  errors  of  development.  As  we  have  seen  by 
the  above-quoted  records,  a  person  in  every  respect,  physically 
and  morally,  so  far  as  the  latter  attributes  can  be  judged, 
a  perfect  woman,  may  still  lack  the  one  essential  factor  of 
femininity,  the  ovaries,  and  instead  possess  the  organs  which 
stamp  the  individual  a  man. 

And,  on  the  other  hand,  numerous  cases  are  on  record  of 
perfectly  formed  women  with  normal  external  genital  organs, 
but  lacking  vagina,  uterus,  ovaries,  and  tubes. 

Some  years  ago  I  saw  in  my  clinic  at  the  Polyclinic  an  Irish 
girl,  21  years  of  age,  as  perfect  a  specimen  of  a  buxom,  finely 
developed  woman  as  I  ever  met,  who  came  to  ask  why  she  had 
never  menstruated.  Her  external  genital  organs  were  normal, 
but  there  was  absolutely  no  trace  of  a  vagina  and  no  sign  of 
ovaries,  tubes,  or  of  the  uterus  except  a  small  body  of  the  size 
of  a  peanut  some  three  inches  deep  in  the  pelvic  cavity.  She 
wished  an  operation  for  the  possible  establishment  of  her 
menstrual  function;  and  in  the  somewhat  vague  hope  that 
under  anesthesia  I  might  discover  rudimentary  ovaries,  which 
•could  be  stimulated  to  activity  by  electricity,   I  constructed  a 

'  London  Obstetrical  Transactions,  1859. 

^  The  above  cases  are  quoted  from  the  article  by  Leopold,  loc.  cit. 
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vagina  for  her,  opened  the  rudimentary  uterus  and  evacuated 
its  viscid  mucous  contents,  and  stitched  it  to  the  vagina. 
Ovaries  were  not  found,  and  consequently  the  true  object  of 
the  operation  was  not  attained. 

Several  years  ago  I  described  '"Seven  Unusual  Cases  of 
Congenital  Malformation  of  the  Female  Genital  Organs/' '  of 
which  the  above  was  one.  The  others  were:  2.  Perfect  vagina, 
absence  of  uterus  and  ovaries;  normal  female  habitus. 
3.  Normal  external  genitals  and  vagina;  rudimentary  uterus, 
absence  of  ovaries.  4.  Double  uterus  and  vagina;  congenital 
closure  of  right  half;  hematometra  and  hematocolpos  dextra 
lateralis;  operation;  cure.  5.  Double  uterus  and  vagina  (uterus 
didelphys — twin  uterus);  normal  ovaries;  dysmenorrhea;  re- 
moval of  septum;  cure.  Single,  24  years  of  age.  6.  Double 
uterus;  pregnancy  in  one  half  mistaken  for  extrauterine;  celi- 
otomy; error  in  diagnosis  discovered;  abortion;  recovery. 
7.  Double  uterus  and  vagina;  right  half  muciparous  and  con- 
taining fibroid;  left  half  rudimentary. 

Since  then  I  find  recorded  in  my  office  case-book  25  cases 
of  congenital  malformation  of  the  female  sexual  organs,  and  2 
have  been  admitted  to  my  service  in  Mount  Sinai  Hospital, 
making  27  cases  in  six  years.  The  2  cases  admitted  to  the  hos- 
pital were,  one  of  imperforate  hymen  with  pyocolpos,  and  one 
of  congenital  absence  of  uterus,  ovaries,  tubes,  and  vagina, 
who  came  to  have  a  vagina  constructed;  this  was  done.  (See 
Fig.  2.) 

The  types  of  malformation  of  these  27  cases  were  as  follows: 

Congenital  Malformations. 

Cases. 

1  Rudimentary   uterus,   scarcely  a  trace;  ovaries  apparently- 

absent;  vagina  one-half  to  three  inches  deep;  normal  vulva; 
never  menstruated;  perfect  female  habit  ;  single  3,  mar- 
ried  5  cases ....         , 8 

2  Uterus  and  ovaries  apparentl}'  absent;  vagina  absent;  vulva 

normal;  never  menstruated;  habit  fairly  feminine;  single 
2,  mamed  3 4 

3.  Rudimentary  uterus  and  ovaries;  never  menstruated;  normal 

vulva  and  vagina;  married 1 

4.  Rudimentarj^  uterus;  no  ovaries;  no  vagina;  never  menstru- 

ated; single;  vulva  normal I 

'  This  Journal,  No.  3,  1893. 

''When  I  say  "apparently  absent"  uterus  or  ovaries,  I  mean  that  no 
sign  of  these  organs  can  be  detected  by  tlie  ordinary  methods  of  examina- 
tion. This  does  not  imply,  of  course,  that  an  abdominal  section  or  an 
autopsy  might  not  reveal  a  minute  trace  of  either  uterus  or  ovaries,  the 
presence  of  which  latter  would  explain  the  feminine  configuration  of  the 
bodv  and  irregular  menstrual  manifestations. 
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Cases. 

5.  Rudimentary  ovaries;  no  uterus;  vagina  one  inch  deep;  vulva 

normal;  married;  good  figure 3 

6.  Ovaries  absent;  vagina,   uterus    and  vulva  normal;  never 

menstruated;  married 1 

7.  Uterus  and  one  ovary  absent;  vulva  aud  vagina  normal;  in 

right  inguinal. hernia  oval  body,  possibly  ovary;  29  years 
of  age;  married  eleven  years;  supposed  first  menstruation 
at  18;  since  then  always  irregular,  not  of tener  than  once  a 
year 1 

8.  Uterus  bicornis  septus;  pregnant  in  left  horn 1 

9.  Uterus  et  vagina  duplex;  hymen  duplex;  one  ovary  and  tube 

on  each  side;  one  married,  18  years  old.  nullipara;  the 
other  married,  pluripara;  menstruation  normal 2 

10.  Steno.sis  vaginae,  about  two-thirds  up;  opening  just  admits 

sound;  1  single,  2  married;  I  pregnant  two  months 3 

11.  Imperforate  hymen;  retentio  mensium;    hematometra  and 

hematocolpos     3 

27 

From  the  above  list  it  will  be  seen  that  an  accurate  classifi- 
cation of  these  congenital  anomalies  is  difficult  to  make;  in 
one  respect  these  individuals  agree — namely,  they  are  all  more 
or  less  imperfectly  formed  women,  their  chief  and  distinctive 
characteristics  being  clearly  feminine.  They  are,  therefore^, 
neither  deformed  males  simulating  females,  nor  are  they  true 
hermaphrodites.  Those  who  possess  a  vagina  are  at  least  able 
to  conform  to  the  usages,  if  not  to  the  ultimate  objects,  of 
marriage;  others  having  functionating,  if  not  perfect,  ovaries, 
menstruate  more  or  less  regularly  or  perfectly,  and  confess  to 
a  certain  degree  of  sexual  passion  even  in  the  absence  of  a 
vagina;  and  others,  again,  are  blessed  with  more  than  their 
share,  having  a  double  hymen,  vagina,  and  uterus,  each  half 
capable  of  fulfilling  its  functions,  as  it  possesses  a  healthy 
ovary  and  tube.     In  all  these  cases  the  vulva  is  normal. 

From  my  list  it  appears  that  the  cases  of  rudimentarj^  ute- 
rus, apparent  absence  of  ovaries  and  tubes,  vagina  more  or 
less  developed,  perfect  female  habit,  amenorrhea,  are  the  most 
common;  next  being  those  with  like  imperfections,  to  which  is 
added  absence  of  the  vagina.  The  other  deficient  malforma- 
tions are  far  more  rare  and  occur  in  about  equal  proportion. 
Double  malformations,  however,  are  nearly  as  common  as  the 
deficient  varieties  described  under  Classes  1  and  2,  and  very 
few  gynecologists  have  failed  to  see  a  number  of  cases  of  ute- 
rus septus,  vagina  septa,  double  hymen,  uterus  bicornis  non- 
septus.  Cases  of  uterus  unicornis,  with  one  well-developed 
half  and  the  other  rudimentary  (hollow  or  solid)  or  absent,  are 
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in  my  experience  decidedly  rare,  and  I  can  recall  but  one  or 
two  such  instances. 

The  shades  and  degrees  of  these  various  congenital  malfor- 
mations are  numerous,  and  range  from  a  double  hj'men,  a 
more  or  less  double  vagina  and  uterus,  a  closed  or  constricted 


Fig.  1.— Single,  24  years  old.     Absence  of  uterus,  ovaries,  tubes,  ami  vagina.    Vulva 
normal.    Never  menstruated.    Artificial  vagina  constructed. 

vagina  or  external  os,  a  one-horned  uterus,  and  so  on,  to  the 
apparent  complete  absence  of  the  uterus,  ovaries,  and  tubes 
and  the  undoubted  absence  of  the  vagina.  Malformations  of 
the  urinary  organs,  and  those  which  are  inconsistent  with  extra- 
uterine life,  are  not  considered  in  this  article. 
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While  there  are  numerous  illustrations  of  so-called  her- 
maphrodites— that  is,  almost  invariably  of  men  with  sexual 
organs  simulating  those  of  the  female,  and  with  somewhat 
feminine  general  type  (breasts,  hips  and  rounded  limbs,  and 
smooth  face) — there  are  to  my  knowledge  no  pictures  of  women 
in  whom  the  distinctive  sexual  glands  of  the  female,  the  ova- 


FiG.  3.— Married:  26  years  old;  rudimentary  uterus  and  ovaries  (?)  ;  absence  of  vagina. 
Menstruated  (?)  twice.    Artificial  vagina  constructed. 

ries,  are  congenitally  absent;  and  I  have  thought  it  interesting 
and  useful  to  study  the  general  configuration  of  such  women, 
with  the  view  to  ascertaining  whether  they  nevertheless  pos- 
sess the  general  physical  and  moral  characteristics  of  their 
fully  developed  sisters. 

Although  frequent  former  opportunities  had  been  given  me 
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to  secure  drawings  or  photographs  of  such  women,  I  had  never 
availed  myself  of  them,  partly  through  oversight,  partly 
through  the  absence  of  a  convenient  camera,  until  this  win- 
ter, when  two  such  cases  entered  Mount  Sinai  Hospital  and,  at 
my  request,  permitted  Dr.  L.  A.  S.  Bodine,  of  the  house  staff, 
who  possessed  and  understood  the  use  of  a  camera,  to  photo- 
graph them. 

Fig.  1  is  that  of  a  working  girl,  24  years  of  age,  who  consulted 
me  at  my  office  because,  as  she  said,  she  had  never  menstruated 
or  had  the  least  intimation  of  that  function.     When  I  found 
her  to  be  an  otherwise  perfectly  formed  woman  (as  the  figure 
shows),  with  normal  vulva,  but  with  absolutely  no  trace  of 
vagina,  uterus,  or  ovaries,  I  told  her  that  I  could  do  nothing 
for  her.     Then  she  confessed  that  she  was  engaged  to  be  mar- 
ried and  could  not  afford  to  ruin  her  chances  of  being  settled 
for  Hfe  by  breaking  her  engagement.     When  I  then  told  her 
that  all  I  could  do  for  her  was  to  construct  a  vagina,  which 
she  would  have  to  keep  open  by  wearing  a  plug  until  her  hus- 
band could  attend  to  that  duty,  she  earnestly  begged  me  to 
operate  on  her;  and  although  I  hesitated  to  do  so  unless  she 
told  her  lover  of  what  he  had  to  expect,  which  she  refused  to 
do,  I  finally  yielded  to  her  importunities  and  admitted  her  to 
the  hospital.     Before  operating   I   had  her  photographed,  in 
order  to  illustrate  the  feminine  outlines  of  a  congenitally  un- 
sexed  woman.     I  made  a  vagina,  three  and  a  half  inches  deep, 
of  fair  dimensions,  to  as  high  a  point  as  I  dared— that  is,  until 
I  distinctly- saw  the  in-  and  expiratory  movements  of  the  peri- 
toneum; this  vagina  was  kept  open  by  a  glass  plug,  which  the 
girl  wore  constantly  for  nearly   three   months,   retaining  it 
without  a  bandage  by  the  overlapping  labia.     Long  before  that 
time  the  vaginal  surface  was  healed  and  presented  a  normal 
pink  color.     I  saw  her  several  days  before  her  marriage,  and 
told  her  to  continue  wearing  the  plug  during  the  daytime  and 
to  inform  me  if  there  was  any  trouble  in  connection.     So  far, 
one  month,  I  have  not  beard  from  her. 

Fig.  2  represents  a  young  woman,  26  years  of  age,  married 
three  years,  who  entered  the  hospital  a  few  days  after  the 
operation  on  Fig,  1.  She  stated  that  she  had  never  menstru- 
ated, but  that  in  her  eighteenth  year  there  was  on  two  occa- 
sions, at  intervals  of  several  mouths,  a  slight  bloody  discharge 
from  her  genitals  lasting  less  than  a  day,  I  doubt  whether 
this  can  be  considered  menstruation.  She  wished  an  opera- 
tion performed  to  bring  on  menstruation,  hoping  that  she  might 
thus  be  able  to  conceive.     The  photograph  shows  her  perfect 
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figure,  of  a  more  slender  and  graceful  build  than  Fig.  1.  Her 
external  genitals  were  perfect;  urethra  normal.  There  was 
a  vaginal  pouch  about  one  inch  deep,  which  could  be  pushed 
upward  somewhat  with  the  finger — evidently  the  result  of 
three  years'  faithful  marital  efforts,  which  I  afterward  learned 
had  extended  over  several  years  before  marriage,  when  she 
was  her  subsequent  husband's  mistress.  The  finger  per  rectum 
was  able  to  detect  a  thin,  transverse,  crescentic  band  some  three 
inches  in  the  pelvic  cavity,  which  was  evidently  the  rudiment- 
ary uterus;  to  the  left  side  of  this  could  be  felt  an  oval  body  as 
large  as  a  small  lima  bean,  which  was  tender  on  pressure. 
The  woman  said  that  during  coition  a  pleasurable  sensation 
was  excited  when  this  small  body  was  pressed  upon.  For  the 
want  of  something  better  she  also  elected  to  have  a  proper 
vagina  made,  the  one  she  possessed  being  really  nothing  else 
than  a  pocket  of  the  vestibulo-anal  integument.  She  also  was 
discharged  wearing  a  plug,  and  nothing  more  was  heard  from 
her.  It  is,  of  course,  possible  that  the  small  body  on  the  left 
side  is  a  rudimentary  ovary — indeed,  it  is  probable,  considering 
that  there  undoubtedly  is  a  rudimentary  uterus.  But  in  Fig. 
1  there  was  no  trace  whatever  of  either  uterus  or  ovaries. 

I  am  inclined  to  believe  that  women  with  perfect  feminine 
figure  and  attributes  have  somewhere  in  their  abdominal  or 
pelvic  cavity  a,  perhaps  almost  infinitesimally  minute,  ovarian 
trace  which  preserves  their  femininity,  although  it  is  insuffi- 
cient to  cause  ovulation  or  menstruation. 

Treatment  is,  of  course,  unavailing  for  such  cases  of  imper- 
fect sexual  development;  indeed,  the  anomal}^  produces  no 
discomfort  or  inconvenience  so  long  as  the  individual  remains 
single  or  does  not  attempt  to  put  her  sexual  organs  to  the  test. 
Then  the  absence  of  a  vagina  is  discovered  and  the  urethra 
or  rectum  substituted;  or  if  the  woman  happens  to  possess  a 
blind  vaginal  pouch  this  may  prove  satisfactory,  or  the  failure 
of  conception  in  time  entails  complaint  and  a  separation 
ensues. 

An  artificial  vagina  is  easily  constructed,  but  unless  per- 
sistently and  carefully  stretched  will  inevitably  contract  in 
time.  To  prevent  this,  Mackenrodt  covered  the  raw  walls  of 
the  new  vagina  with  grafts  from  a  vaginal  wall  denuded  during 
an  operation  for  rectocele,  and  Abbe  used  skin  grafts  from  the 
thigh  of  the  woman;  but  in  the  case  of  the  latter  the  steady 
wearing  of  a  plug  was  requiiel  to  prevent  contraction.  So 
I  cannot  see  that  this  ingenious  device  proved  particularly 
effectual. 
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The  mere  absence  or  rudimentary  development  of  the  vagina, 
uterus,  ovaries,  and  tubes  need  not  produce  any  symptoms 
whatever,  disagreeable  or  otherwise.  Occasionally,  however, 
a  woman  with  such  a  malformation  presents  menstrual  molim- 
ina  of  so  severe  and  frequent  a  character  as  to  render  her  an 
invalid  and  to  justify  extreme  measures  for  her  relief.  Nar- 
cotics are  but  palliative;  the  physical  and  mental  health  of  the 
patient  begins  to  suffer,  and  nothing  but  the  removal  of  the 
cause  of  the  trouble,  the  rudimentary  ovaries,  remains.  One 
of  the  first  cases  of  this  kind  was  reported  by  Peaslee  about 
thirty  years  ago  (the  patient  died  from  the  operation),  and 
Vineberg  has  recently  pubhshed  a  similar  case  in  which  he 
had  some  difficulty  in  finding  the  rudimentary  ovaries,  they 
being  situated  away  from  the  pelvic  cavity  near  the  spmal 
column  and  of  course  retroperitoneal.  Such  cases  must  be  rare, 
since  in  none  of  mine  were  such  severe  menstrual  molimma 

observed. 

To  attempt  to  incite  rudimentary  ovaries  or  uterus  to  growth 
and  activity  is  hopeless-indeed,  so  far  as  the  ovaries  are  con- 
cerned, even  undesirable  for  obvious  reasons  when  there  is  no 
uterus'  A  double  uterus  and  vagina  may  safely  be  let  alone, 
provided  each  half  is  capable  of  doing  its  duty.  The  septum 
does  not  prevent  intercourse,  conception,  or  normal  parturition. 
"Women  have  been  known  to  have  gonorrhea  of  one  half  of  a 
double  vagina  (case  of  Dr.  dale,  of  Chicago),  and  to  bear  suc- 
cessively a  full-grown  child  from  each  half  of  a  double  uterus 
and  vagina.  Pregnancy  in  one  half  of  such  a  double  uterus 
may  be  mistaken  for  an  interstitial  or  tubo-uterine  pregnancy 
(see  case  reported  by  me  in  this  Journal,  No.  3,  1893,  Case 
6  of  "Seven  Unusual  Cases  of  Congenital  Malformations  of 
the  Female  Genital  Organs,"  where  the  woman  had  previously 
borne  a  full-grown  child  from  the  other  half). 

Pregnancy  in  a  rudimentary  horn  of  a  double  uterus  usually 
terminates  in  early  rupture  and  dangerous  intraperitoneal  hem- 
orrhage, precisely  Uke  ectopic  gestation.  Excision  of  the  sep- 
tum of  a  double  uterus  and  vagina  was  once  performed  by  me 
in  a  young  unmarried  lady  of  highly  neurotic  temperament 
with  neuralgic  (ovarian)  dysmenorrhea,  who  had  been  informed 
by  her  previous  medical  attendant  of  her  malformation  and 
feared  that  it  would  prevent  her  performing  the  duties  of  a 
wife  and  mother.  With  the  object  of  removing  this  impres- 
sion, which  made  her  exceedingly  unhappy,  I  excised  the 
vaginal  and  divided  the  uterine  septum,  and  thereby  also  re- 
lieved the  dysmenorrhea.     (See  Case  5,  loc.  cit  ) 
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When  one  half  of  a  double  uterus  or  double  uterus  and 
vagina  is  imperforate,  the  retention  of  menstrual  blood  in  the 
closed  canal  requires  the  free  opening  of  the  latter  (see  Case 
4,  loc.  cit.).  Stenosis  and  atresia  of  the  vagina  and  imperforate 
hymen  of  course  call  for  surgical  restoration  of  the  calibre  of 
the  canal,  an  operation  usually  devoid  of  difficulty  or  danger. 
A  bifid  hymen  should  be  divided,  as  it  may  form  an  obstacle 
to  coition.  The  other  minor  forms  of  congenitally  deformed 
hymen  (cribriform,  semilunar,  contracted  orifice)  need  to  be 
operated  only  when  they  interfere  with  sexual  intercourse. 

It  is  not  my  purpose  to  cover  the  whole  ground  of  these  con- 
genital deformities,  and  I  shall  therefore  content  myself  with 
what  I  have  written  about  them  from  my  personal  observation, 
making  no  claim  to  completeness  in  this  article. 

It  now  remains  for  me  to  refer  to  the  influence  on  the  fully 
developed  female  body  and  character  of  the  removal  of  the 
ovaries,  performed  either  for  disease  of  those  organs  or  for  the 
purpose  of  arresting  menstruation,  I  dare  say  that  the  re- 
moval of  the  ovaries  of  a  girl  some  years  before  she  reaches 
puberty  will  cause  not  only  an  arrest  of  development  of  her 
uterus  and  vagina,  but  will  also  influence  the  growth  of  the 
breasts  and  the  normal  development  of  the  pelvis  peculiar  to 
the  female.  I  have  seen  no  such  case,  nor  do  I  know  of  any 
such  observation  by  others;  but  it  is  possible  that  a  search 
through  literature  may  disclose  reports  of  cases  which  verify 
my  supposition. 

When,  however,  the  woman  has  attained  her  full  physical  and 
psychical  development,  I,  for  my  part,  have  never  seen  a  posi- 
tive alteration  produced  in  her  by  the  removal  of  her  ovaries. 
I  have  performed  castration  on  hundreds  of  women  for  ovarian 
disease  (tumors,  inflamed  and  adherent  ovaries  and  tubes, 
abscess  of  ovaries  and  tubes,  ectopic  pregnancy  on  one  side 
and  adherent  appendages  on  the  other) ;  twice  I  have  removed 
the  normal  ovaries  for  uterine  fibroid,  and  many  times  together 
with  the  fibroid  uterus;  and  seven  times  the  apparently  normal 
but  microscopically  diseased  ovaries  for  reflex  nervous  disturb- 
ances (hystero  epileptiform  and  cataleptiform  seizures),  with 
permanent  disappearance  of  these  attacks; — and  in  none  of 
these  cases  has  there  been  any  change  in  the  physical  appear- 
ance or  in  the  moral  or  mental  attributes. 

!N"or  has  any  marked  diminution  of  the  sexual  desire  been 
reported  to  me,  on  questioning  where  opportunity  was  offered 
me  to  do  so,  although  I  admit  that  many  such  women  con- 
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fessed  to  me  that  they  had  no  particular  sexual  feelings  before 
the  operation.  On  the  contrary,  several  women  have  reported 
to  me  an  increased  sexual  desire  after  removal  of  their  ovaries. 
One  young  woman,  a  virgin,  from  whom  I  removed  the  ovaries 
for  a  bleeding  interstitial  fibroid,  with  the  result  of  a  complete 
arrest  of  menstrual  and  other  uterine  hemorrhage,  and  a 
shrinking  to  one-half  of  the  tumor,  married  a  year  later,  be. 
came  a  widow,  and  ten  years  after  the  operation  consulted  me 
as  to  the  advisability  of  a  second  marriage  which  she  wished 
to  contract,  as  her  first  husband,  who  was  an  elderly  man,  had 
not  been  able  to  satisf}^  her,  and  she  felt  the  need  of  sexual 
gratification  so  strongly  as  to  be  almost  unable  to  control  her 
desire.  I  examined  her,  found  scarcely  a  trace  of  the  fibroid, 
no  other  sexual  disease,  and  therefore  advised  marriage. 

Another  lady,  a  woman  of  means  and  education,  whose  ova- 
ries had  been  removed  shortly  before  by  another  operator,  for 
what  reason  I  do  not  know,  and  who  was  also  a  widow,  ad- 
mitted that  she  felt  compelled  to  gratify  her  sexual  desire  by 
intercourse  with  a  ''friend"  at  least  twice  a  week.  I  had  the 
opportunity  to  see  this  lady  at  times  for  several  years  for  a 
slight  cystocele  (she  had  borne  three  children),  and  was  im- 
pressed with  her  improved  appearance,  enlarged  bust  develop- 
opment  (not  adipose),  and  general  buoyancy  of  spirits  under 
the  sexual  regime  which  she  claimed  to  feel  necessary  to  her 
health  and  comfort.  Never  have  I  seen  a  growth  of  hair  on  the 
face  or  body,  or  a  change  of  voice,  or  a  desire  for  unwomanly 
occupations  follow  the  removal  of  the  ovaries.  And  I  do  not, 
therefore,  from  my  experience  agree  with  those  who  fear  such 
changes  from  this  operation,  and  for  this  reason  I  have  felt 
perfectly  justified  in  assuring  patients  who  dreaded  such  a  re- 
sult, and  the  risk  of  not  being  able  thereafter  to  perform  their 
wifely  obligations,  that  there  was  no  occasion  for  their  appre- 
hensions. 

In  this  respect  the  male  sex  is  similar:  men  whose  testicles 
have  been  removed  after  puberty  may  still  retain  a  certain  de- 
gree of  erectility  of  the  penis,  permitting  coition,  and  there 
may  be  an  emission  of  prostatic  secretion.  To  avoid  risks 
from  these  possibilities,  eunuchs  for  Mohammedan  harems  are 
castrated  before  puberty,  and  even  the  penis  is  removed. 

The  normal  menopause  is  usually  followed  by  a  gradual 
atrophy  of  the  uterus  and  ovaries  and  a  shrinkage  of  the 
vaginal  calibre,  unless  there  has  been  an  excessive  dilatation 
of  the  canal  and  a  relaxation  of  its  walls,  such  as  is  caused  by 
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many  and  difficult  labors  and  by  laceration  of  the  perineum. 
These  physiological  changes  are  unattended  by  serious  discom- 
fort, if  we  except  the  nervous  symptoms  and  vasomotor  neu- 
roses (slight  mental  irregularities,  irritability,  ''  hot  flashes/' 
etc.)  common  to  this  period  of  female  life.  Occasionally  men- 
tal disturbances  of  a  more  decided  and  permanent  character 
attend  the  natural  menopause;  and  I  have  seen  a  few  instances 
of  the  same  nature  after  the  removal  of  the  ovaries.  But  such 
occurrences  are,  in  my  experience,  decidedly  the  exception  and 
happen  most  frequently  in  women  predisposed  to  hysteria  or  to 
mental  derangement. 

I  have  not  thought  it  necessary  in  ray  practice  to  preserve 
part  or  the  whole  of  an  ovary  after  removal  of  the  uterus  or 
the  diseased  ovaries  and  tubes  in  order  to  spare  the  woman 
these  climacteric  disturbances,  as  has  been  recommended  by 
some  recent  operators.  The  danger  of  future  degeneration  of 
the  remaining  ovary  or  particle  of  ovary  seems  to  me  greater 
than  the  discomforts  from  the  climacteric  neuroses. 

A  not  uncommon  result  of  the  natural  and  the  induced 
menopause  is  an  atrophic  catarrhal  inflammation  of  the  endo- 
metrium and  the  vagina,  which  I  and  others  have  described  as 
"  senile  endometritis  and  vaginitis.^' '  Much  more  rare  is  the 
growth  of  fibrous  tumors  of  the  uterus  after  the  natural  meno- 
pause or  after  removal  of  the  ovaries.  I  can  recall  several 
instances  of  this  nature,  twice  after  removal  of  double  pyosal- 
pinx  and  pus  ovaries  by  myself,  and  once  after  an  oophorec- 
tomy by  Hegar.  But  I  cannot  recollect  a  case  in  which  a  solid 
fibrous  tumor  of  the  uterus  continued  to  grow  after  the  meno- 
pause, as  has  been  reported  by  Joseph  Taber  Johnson.''  Re- 
moval of  the  ovaries  to  check  the  growth  of  a  uterine  fibroid, 
however,  often  fails  to  achieve  that  result. 

'  See  article  by  me  on  "Virginal  and  Senile  Endometritis,"  American 
Gynecological  Transactions,  1896,  and  this  Journal,  No.  1,  1896. 

^  Curiously,  on  the  day  after  this  article  was  completed,  a  woman,  46 
years  of  age,  multipara,  was  admitted  to  my  service  at  Mount  Sinai  Hos- 
pital for  operation  for  a  large  myofibroma  of  the  uterus,  who  stated  that 
she  had  not  menstruated  since  her  fortieth  year,  and  that  the  tumor  had 
developed  during  that  time,  chiefly  in  the  last  six  months.  Her  own  state- 
ment is  the  only  evidence  at  my  disposal  If  such  a  rapid  increase  of  a 
uterine  tumor  unquestionably  occurs  after  the  menopause,  I  should  be  in- 
clined to  suspect  malignancy  of  tlie  growth.  That  fibroids  of  the  uterus 
do  occasionally  develop  rapidly  through  cancerous  degeneration  cannot 
be  denied  ;  I  removed  such  a  one  by  celiotomy  during  the  past  winter 
which  weighed  twelve  pounds  and  was  reported  to  have  grown  within 
ten  weeks 
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A  fibrocyst  of  the  uterus  is  not  retarded  in  its  growth  by  the 
menopause,  and  ovarian  tumors  frequently  begin  to  develop 
long  after  the  "change  of  life."  I  myself  have  successfully 
removed  one  from  a  woman  72  years  of  age,  which  grew 
rapidly  within  three  months,  as  the  operation  showed  from  a 
twisting  of  its  pedicle:  and  one  has  been  removed  from  a 
woman  over  00  years  of  age.  Whether  cancer  of  the  uterus 
really  is  more  frequent  after  than  before  the  menopause  is 
questionable,  although  there  is  a  general  opinion  that  such  is 
the  case  The  majority  of  authors  state  that  it  is  most  com- 
mon between  the  ages  of  40  and  50,  but  whether  the  arrest  of 
menstruation  predisposes  to  the  development  of  carcinoma  of 
the  sexual  organs  seems  to  me  doubtful.  This  question  how- 
ever, is  not  strictly  germane  to  my  subject,  and  I  shall  not, 
therefore,  pursue  its  consideration  in  this  article. 

The  removal  of  the  normal  uterus  alone,  in  my  opinion,  has 
no  influence  whatever  on  the  general  physical  or  psychical 
welfare  of  the  patient;  nor  can  I  see  how  it  can  cure  remote 
symptoms  or  relieve  mental  disturbances,  as  has  been  claimed 
by  some  operators.  I  have,  therefore,  refrained  from  remov- 
ing the  uterus  for  the  relief  of  general  neuroses  which  have 
persisted  after  the  ablation  of  the  ovaries  for  the  same  purpose 
had  failed  to  effect  a  cure.  Of  course  this  remark  does  not 
apply  to  cases  where  the  pelvic  conditions  necessitated  the  per- 
formance of  hysterectomy. 

On  general  principles,  a  woman  congenitally  or  surgically 
bereft  of  her  uterus  can  be  as  healthy,  so  far  as  that  organ 
alone  is  concerned,  as  when  her  sexual  apparatus  is  complete 
and  perfect. 
20  West  Forty- fifth  street, 
February,  1899. 
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RECENT  investigations  have  proved  conclusively  that  puer- 
peral infection  is  not  dependent  upon  one  specific  micro- 
organism, but  may  be  produced  by  various  types  of  bacteria. 
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In  other  words,  puerperal  infection  or  fever  is  not  a  disease  like 
typhoid  fever  or  cholera,  which  necessitates  the  presence  of  the 
typhoid  or  cholera  bacillus,  and  what  is  usually  described  under 
the  name  of  puerperal  fever  is  a  septic  infection  of  the  genital 
tract,  which  in  mild  cases  remains  localized  and  in  the  severe 
cases  spreads  throughout  the  body.  The  bacterium  most  com- 
monly met  with  in  puerperal  infection  and  responsible  for  the 
most  serious  cases  is  the  streptococcus  pyogenes.  Streptococci 
can  inhabit  the  vagina  of  perfectly  healthy  women  without 
giving  rise  to  any  symptoms.  They  often  grow  as  saprophytes 
upon  the  surface  of  the  vaginal  mucous  membrane,  but  under 
certain  conditions  cease  to  be  harmless  and  cause  the  most 
alarming  symptoms.  Streptococci  from  septic  wounds  are  the 
most  virulent  and  have  the  greatest  capacity  for  infection. 
The  abrasions  of  the  mucous  surfaces  occurring  during  con- 
finement constitute  the  entrance  gates  of  infection,  and  the 
cervix,  the  uterine  cavity,  and  especially  the  placental  area 
are  most  apt  to  spread  the  infection. 

Until  recently  it  was  thought  that  puerperal  infection  was 
due  to  streptococci  only,  but  numerous  investigations  have 
shown  that  even  fatal  infection  may  follow  the  invasion  of 
staphylococci.  Staphylococci,  like  streptococci,  are  often 
found  in  the  normal  vaginal  secretions  as  harmless  parasites, 
but  they  also  change  their  habits  and  can  acquire  a  most  dan- 
gerous character.  A  few  years  ago  I  had  occasion  to  observe 
a  typical  case  of  staphylococcus  infection.  A  primipara,  with 
a  good  history,  had  a  normal  confinement  at  full  term.  The 
puerperium  up  to  the  eleventh  day  was  absolutely  free  from 
complications.  Pulse,  temperature,  and  general  condition 
showed  no  abnormalities.  She  was  permitted  to  leave  her  bed 
on  the  eleventh  day,  after  a  careful  examination  which  showed 
the  uterus  well  contracted  and  not  sensitive.  Her  pulse  and 
temperature  were  normal,  and  she  expressed  herself  as  feeling 
strong  and  well.  A  few  hours  later  she  was  seized  with  severe 
chills.  The  temperature  immediately  rose  to  104°  and  above. 
Examination  showed  nothing  abnormal  except  pain  upon  pres- 
sure in  the  right  parametrium.  The  lochia  were  normal  and 
scanty,  as  expected  at  this  period.  The  heart,  lungs,  and  other 
organs  of  the  body  were  in  a  normal  condition.  The  subse- 
quent history  of  the  case  was  one  of  a  well-marked  septic 
character,  alternating  rises  and  abrupt  remissions  of  tempera- 
ture. The  infection  attacked  the  heart  and  pericardium,  pro- 
ducing a  septic  endo-  and  pericarditis,  this  again  being  followed 
20 
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by  a  septic  pneumonia.  She  died  forty-three  days  post  partum, 
having  in  the  meantime  contracted  meningitis  and  infection  of 
various  joints.  A  careful  bacteriological  examination,  by  a 
competent  biologist,  demonstrated  the  presence  of  staphylo- 
cocci in  the  heart,  blood,  and  periuterine  exudations.  The 
mode  of  infection  and  its  violent  character  could  not  be  ex- 
plained. Infection  from  without  being  positively  excluded,  I 
believe  this  case  belongs  to  the  class  which  Ahlfeld  designates 
as  autoinf ection.  The  staphylococci  were  probably  both  before 
and  during  puerperium  harmless  inhabitants  of  the  vagina,  re- 
quiring only  something  to  be  aroused  into  action.  What  con- 
stituted this  something  in  this  case  I  was  never  able  to  explain. 
Hahn  '  reports  15  cases  of  pyemia  and  sepsis  in  which  the 
blood  and  metastatic  abscesses  were  subjected  to  a  careful  bac- 
teriological examination.  In  4  cases  of  pronounced  pyemia  he 
found  3  times  streptococci  and  in  the  fourth  case  staphylo- 
cocci. In  7  cases  of  typical  sepsis  Brieger  and  Herrlich  ^  found 
almost  pure  cultures  of  staphylococci  and  streptococci,  Hoff ' 
describes  2  cases  of  puerperal  sepsis  in  which  only  staphylo- 
cocci were  present.  Petrusky  *  has  made  a  careful  bacterio- 
logical study  of  pyemia  and  sepsis,  and,  amongst  others,  reports 
14  cases  which  were  carefully  examined  in  Koch^s  laboratory. 
In  8  of  these  only  the  streptococcus  was  present,  in  5  the  result 
was  negative,  and  in  the  remaining  case  the  staphylococcus 
was  the  cause  of  the  sepsis.  Gushing'*  examined  in  the  Vienna 
Hospital  the  pus  and  blood  of  women  suffering  from  puerperal 
pyemia.  The  streptococcus  was  most  frequently  present,  and 
he  also  found  the  staphylococcus  and  in  a  few  cases  the  bacil- 
lus fetidus.  Mironow  °  examined  the  lochia  of  puerperse  suffer- 
ing from  mild  sepsis.  He  found  streptococci  7  times;  in  2 
cases  both  streptococci  and  staphylococci,  and  in  the  remain- 
ing case  a  streptococcus  and  a  small  bacillus  which  he  does  not 
name  and  which  was  probably  the  bacillus  fetidus.  Mironow 
divides  puerperal  sepsis  into  a  specific  and  non-specific  variety. 
The  former  is  due  to  the  presence  of  streptococci  and  staphy- 
lococci. In  the  non-specific  variety  the  fever  is  caused  by  the 
resorption  of  putrid  material.  Bumm  '  differentiates  a  putrid 
and  septic  endometritis .  The  first  variety  is  less  frequent  and 
depends  largely  upon  the  presence  of  the  bacillus  fetidus; 

'  Virchow's  Archiv.,  1891.  ^  Char.  Anal.,  JBd.  xiii. 

*  Dissertation,  Strassburg,  1890.  *  Zeit.  f.  Gyn.,  Bd.  xvii. 

*  Boat.  Med.  and  Surg.  Jour.,  1885.  «  Centr.  f.  Gyn.,  1891. 
■>  Arch,  f.  Gyn.,  Bd.  xl. 
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nevertheless  in  not  a  small  number  of  these  cases  the  discharge 
contains  also  streptococci  and  staphylococci.  In  the  septic 
form  the  streptococcus  is  usually  found,  at  times  in  conjunction 
with  the  staphylococcus. 

The  bacterium  coli,  long  considered  a  harmless  parasite, 
has  been  found  in  well-pronounced  puerperal  infection,  alone 
and  together  with  other  bacteria.  Thus,  Schenke '  reports  a 
case  of  criminal  abortion  in  which  the  postmortem  examina- 
tion showed  a  septic  colpitis  and  endometritis.  The  peritoneal 
exudations  contained,  besides  streptococci,  the  bacterium  coli. 
In  another  case  of  puerperal  sepsis  the  uterine  cavity  con- 
tained colon  bacilli.  Chantemesse '^  reports  a  case  of  puer- 
peral sepsis  in  which  the  bacterium  coli  was  found  in  the 
uterus  and  the  blood  of  the  woman,  who  perished  from  perito- 
nitis. Gebhardt'  found  in  6  cases  of  puerperal  sepsis  colon 
bacilli,  four  times  alone  and  twice  together  with  streptococci. 
That  colon  bacilli  may  cause  septic  infection  is  proved  by  the 
experiments  of  Morisani,*  who  investigated  the  action  of  the 
bacillus  coli  upon  the  lining  membrane  of  the  uterus.  He  first 
experimented  with  cultures  of  the  microbe  on  the  uninjured 
uterine  mucous  membrane,  and  got  negative  results.  He 
then  experimented  on  an  irritated  endometrium.  The  irrita- 
tion was  either  mechanical,  thermal,  or  chemical;  the  result 
was  death  in  every  case,  after  from  fourteen  to  fifty-two 
hours.  Thus,  like  other  pathogenic  microbes,  this  bacterium 
does  not  damage  an  unbroken  endometrium.  If,  however,  the 
mucosa  is  irritated,  local  and  general  infection  is  likely  to 
occur.  Such  conditions  as  artificially  produced  by  Morisani 
are  found  in  the  puerperal  uterus.  The  mucous  surfaces  are 
raw  and  contused  through  the  act  of  parturition;  the  chemical 
irritation  is  supplied  by  the  so-called  prophylactic  douches  of 
irritating  antiseptic  solutions.  The  necessary  and  unnecessary 
manipulations  facilitate  the  entrance  of  the  bacterium  coli, 
which  has  only  a  short  distance  from  the  anus  to  the  introitus, 
and  I  do  not  wonder  at  the  frequency  of  infection  from  the 
colon  bacillus,  but  at  the  comparative  rarity. 

Gonococci  are  frequent  inhabitants  of  the  genital  tract. 
During  the  puerperium  they  may  give  rise  to  most  pronounced 
symptoms  of  sepsis  if  they  ascend  into  the  uterus  or  adnexa. 
They  may  remain  latent  for  a  long  time,  but  under  favorable 

1  Arch.  f.  Gyn.,  Bd.  Iv.  » Lib.  Med.,  1891. 

"  Verliand.  d.  5.  Versamm.  d.  Deutsch.  Gesellsch.  f.  Gyn.,  1893,  and 
Zeit.  f.  Geb.  und  Gyn.,  Bd.  xxvi.  "  Arch.  d'Obstet.,  1897. 
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circumstances  can  be  aroused  to  new  activity.  Gonorrheal 
infection  is  usually  circumscribed  and  limited  to  the  immedi- 
ate neighborhood  of  the  uterus.  Not  infrequently,  however, 
gonococci  are  associated  with  other  micro-organisms,  and  are 
then  apt  to  produce  a  general  sepsis.  It  is  only  recently  that 
the  importance  of,  and  the  dangers  from,  gonorrheal  infec- 
tion have  been  recognized.  Thus,  Leopold,'  in  a  report  of  100 
cases  of  Cesarean  section,  states  that  danger  from  gonorrheal 
infection  cannot  be  too  strongly  emphasized,  and  the  author 
takes  a  most  decided  stand  against  the  performance  of  Cesarean 
section  in  the  presence  of  gonorrhea.  For  this  reason  careful 
examinations  of  the  vaginal  and  cervical  secretions  are  ad- 
vised. In  the  Dresden  Clinic  every  patient  is  subjected  to  this 
most  careful  examination.  In  4  cases  of  gonorrhea  which 
were  otherwise  suitable  for  conservative  Cesarean  section  the 
Porro  operation  was  performed.  I  believe  that  if  in  all  cases 
of  puerperal  infection  careful  bacteriological  examinations 
would  and  could  be  made,  the  gonococcus  would  be  found  to 
cause  more  mischief  than  even  the  much-feared  streptococcus. 
Gonococci  would  not  always  be  present  as  pure  cultures,  but 
more  in  conjunction  with  other  bacteria;  yet  it  is  their  presence 
which  changes  the  healthy  character  of  the  mucous  membrane 
and  facilitates  the  growth  and  infection  from  other  bacteria. 

I  observed  during  the  last  six  months  two  typical  cases  of  gon- 
orrheal infection.  In  both  of  these  cases  I  diagnosed  chronic 
gonorrhea  during  pregnancy,  and,  as  is  my  custom,  employed 
the  methods  which  tend  to  lessen  the  danger  from  gonorrheal 
infection.  Both  women  were  primiparse.  In  one  the  delivery 
was  normal;  the  second  case  necessitated  the  application  of  the 
forceps.  In  the  latter  the  perineum  was  slightly  lacerated, 
but  immediately  repaired.  In  the  first  case  the  patient  contin- 
ued perfectly  well  for  two  weeks  without  a  rise  of  temperature 
or  other  symptoms  of  malaise.  On  the  sixteenth  day  she  com- 
plained of  pain  on  urination,  and  an  examination  showed  a 
urethritis  and  profuse  muco-purulent  secretion  containing 
almost  pure  cultures  of  gonococci.  She  also  had  a  vulvitis, 
vaginitis,  and  pains  in  the  right  parametrium.  The  tempera- 
ture ranged  between  101°  and  102^°  for  two  days,  when  it  rose 
to  104°.  The  symptoms  of  pelvic  peritonitis  at  the  same  time 
became  more  pronounced.  The  case  was  treated  with  absolute 
rest,  ice  bags  on  the  abdomen,  ichthyol  applications  to  the  vagi- 
na.    The  temperature  gradually  receded  with  the  improvement 

'  Arch.  f.  Gyn.,  Bd.  Ivi.,  Heft  1. 
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in  the  pelvic  symptoms,  and  after  a  lapse  of  two  weeks  the 
patient  was  perfectly  well  except  for  a  slight  induration  of  the 
parametrium,  which  gradually  improved  under  appropriate 
treatment.  In  the  second  case  gonococci  were  also  found  dur- 
ing pregnancy.  Labor  was  terminated  by  forceps.  The  puer- 
perium  was  absolutely  normal,  temperature  never  being  above 
98.6°.  The  patient  left  her  bed  two  weeks  post  partum  in 
excellent  condition.  After  four  weeks  she  was  permitted  to 
go  out,  and  she  continued  to  feel  well  until  six  weeks  post 
partum.  I  was  again  summoned  to  her  house  and  found  her 
in  bed  with  an  active  pelvic  peritonitis.  The  right  side  was 
especially  involved,  and  the  case  at  first  simulated  an  attack 
of  appendicitis.  Increased  vaginal  secretions,  the  presence  of 
almost  pure  cultures  of  gonococci,  and  also  the  subsequent 
behavior  of  the  case,  showed  that  it  was  a  gonorrheal  infection. 
The  case  pursued  an  exceedingly  tedious  course,  with  numerous 
improvements  and  relapses,  but,  as  the  infection  did  not  extend 
to  the  general  peritoneal  cavity,  the  patient  finally  recovered. 
I  could  relate  numerous  similar  cases,  but  these  two  are  tj'pical 
cases  of  puerperal  gonorrheal  infection,  which,  however,  is  not 
quite  a  correct  expression,  because  in  most  cases  the  infection 
predates  labor  and  becomes  simply  intensified  or  is  brought 
back  to  life  through  the  act  of  parturition. 

That  puerperal  infection  from  gonococci  is  not  a  rare  occur- 
rence is  shown  by  the  numerous  reports  of  such  cases.  Kronig 
found  in  296  puerperse  the  gonococcus  in  the  lochia  33  times — 
that  is,  11  per  cent — and  Bumm'  11  times  in  196  cases. 
Du  Bouchet,  in  studying  7  cases  of  infection  after  labor  or 
abortion,  found  the  gonococcus  in  one  and  the  bacillus  coli  in 
another.  In  all  the  other  cases  there  was  a  mixed  infection. 
Madler"  reports  a  case  where  the  uterus  was  removed  seven 
weeks  after  confinement  and  in  which  colonies  of  gonococci 
were  found  in  the  muscle  substance  of  the  cervix  and  the 
fundus  of  the  uterus.  ISTeumann  ^  demonstrated  the  presence 
of  gonococci  in  the  particles  of  decidua  obtained  from  the  puer- 
peral uterus.  Thus  there  can  be  no  doubt  of  the  fact  that  the 
gonococcus  may  cause,  and  indeed  does  cause,  puerperal  sepsis. 
This,  to  my  mind,  explains  many  cases  of  puerperal  infection 
occurring  in  spite  of  every  precaution.  I  formerly  ascribed 
every  case  of  puerperal  sepsis  to  carelessness  and  lack  of  pre- 

•  Cent.  f.  Gyn.,  1897,  No.  45. 

2  Miinch.  Med.  Woch.,  Dec,  1895. 

^  Monats.  f.  Geb.  und  Gyn.,  Bd.  iv.,  Heft .2, 
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caution,  I  have  since  then  observed  a  number  of  cases  in 
which,  in  spite  of  the  greatest  care,  sepsis  occurred.  It  is 
important  to  emphasize  this  fact,  as  the  pubhc  is  apt  to  place 
death  from  sepsis  at  the  door  of  the  medical  attendant.  Brose ' 
thinks  that  gonorrheal  peritonitis  occurs  in  women  during  and 
after  the  puerperium,  and  A.  H.  Burr "  believes  that  many 
cases  of  puerperal  infection  are  due  to  previous  gonorrheal 
Infection,  either  active  or  latent.  He  described  5  illustrative 
cases, 

Pneumococci  and  diphtheria  bacilli  have  in  a  few  cases  been 
found  as  the  cause  of  puerperal  sepsis.  Thus,  Canon '  reports  a 
case  of  fatal  puerperal  sepsis  in  which  he  obtained  pure  cultures 
of  pneumococci.  Bumm,  Crofifi,  and  Neisot  *  observed  well- 
marked  cases  of  vaginal  diphtheria  associated  with  laryngeal 
diphtheria.  Neisot '  records  a  case  of  utero-vaginal  diphthe- 
ria, the  disease  appearing  the  third  day  post  partum.  The 
whole  utero-vaginal  canal  was  found  to  be  lined  with  a  shining 
white  membrane,  detachment  of  which  left  a  bleeding  surface. 
Bacteriological  examination  revealed  almost  pure  cultures  of 
the  Loffler  bacillus. 

The  bacterium  of  putrefaction  causes  undoubtedly  many 
cases  of  puerperal  sepsis.  These  bacteria  are  frequent  inhabi- 
tants of  the  vagina,  and,  if  not  already  present,  may  enter  the 
same  with  comparative  ease.  Kronig  found  in  296  cases  of 
puerperal  infection  the  bacillus  fetidus  33  times,  and  Bumm  58 
times  in  166  cases.  Both  these  authors  report  fatal  cases  in 
which  only  this  bacillus  was  present.  As  a  rule  this  bacillus 
causes  but  slight  disturbances  and  produces  the  so-called  cases 
of  one-day  fever. 

Besides  the  above-mentioned  bacteria,  the  literature  contains 
a  few  reports  where  typhoid  and  tetanus  bacilli  produced  puer- 
peral infection.  Thus,  Vinay "  reports  a  case  of  fatal  tetanus 
following  infection  of  the  uterus  after  abortion  in  the  second 
month  of  pregnancy.  Vinay  has  gathered  together  statistics 
of  106  cases,  89  after  parturition  at  full  term  and  47  after 
abortion. 

Since  the  affection  is  due  to  a  bacillus  which  enters  the  or- 
ganism through  an  open  wound,  it  can  readily  be  seen  that  the 

>  Annal.  de  Gyn.  et  d'Obstet.,  July,  189o. 

•  Jour.  Amer.  Med.  Assoc,  Aug.,  1896. 

2  Deut.  Zeit  ,  Bd.  xxxvii.  *  Zeit.  f.  Gyn.  und  Geb.,  Bd.  xxxiii. 

^  Bull.  Soc.  Belg.  de  Gyn.  et  d'Obstet.,  No.  3,  1896. 
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traumatism  of  parturition  affords  an  excellent  opportunity  for 
its  entrance .  A  case  is  on  record  where  a  physician  carried  the 
infection  on  his  hands  from  a  laborer  suffering  from  tetanus 
to  a  parturient  woman. 

The  acute  rather  than  the  chronic  variety  of  tetanus  is  the 
form  observed  after  parturition.  Its  course  is  rapid;  death 
usually  occurs  from  the  third  to  the  sixth  day.  The  longer  the 
course  of  the  disease  the  better  the  chance  of  recovery.  The 
prognosis  is  worse  than  in  surgical  tetanus.  The  traumatism 
and  pains  of  parturition  and  the  loss  of  blood  all  contribute  to 
unfavorable  results.  Of  the  106  cases  studied  by  Vinay  there 
were  94  deaths. 

Mode  of  Infection. — In  studying  the  mode  of  infection  it  is 
necessary  to  find  out  what  bacteria  are  usually  found  in  the 
vagina  of  healthy  women  before  and  during  pregnancy  and 
labor.  Gonner '  has  carefully  investigated  the  normal  secre- 
tion of  the  vagina  in  healthy  pregnant  women.  He  found  it 
contains  anaerobic  bacteria,  not  such  as  cause  primary  septic 
endometritis,  but  those  that  can  be  easily  introduced  from 
without.  Most  authors,  however,  obtained  different  results 
from  Gonner,  and  the  careful  investigations  of  Bumm  and 
Kronig  have  proved  that  both  streptococci  and  other  patho- 
genic microbes  are  not  infrequent  inhabitants  of  the  va- 
gina of  apparently  healthy  individuals.  Most  recently 
Doderlein'  has  investigated  the  vaginal  secretions.  He  ob- 
tained the  vaginal  secretions  of  195  pregnant  women.  These 
examinations  demonstrated  that  there  were  two  distinct  types 
of  secretions,  which,  according  to  their  macroscopical  appear- 
ances and  chemical  reaction,  Doderlein  classified  as  normal 
and  abnormal.  The  normal  secretions  are  the  kind  found  in 
the  virgin.  Out  of  195  pregnant  cases  he  found  this  variety 
of  secretion  108  times.  The  distinctive  character  of  this  so- 
called  normal  secretion  is  a  whitish  color,  of  the  consistency  of 
curdled  milk,  mingled  with  mucus,  and  of  an  intensely  acid 
reaction.  The  pathological  secretion  he  found  87  times.  It 
has  a  yellowish  color.  Its  reaction  is  usually  acid,  may  be 
neutral,  or  even  alkaline.  In  the  normal  secretion  he  found 
only  the  bacillus  vaginae;  its  presence  causes  the  acid  reaction 
and  prevents  the  growth  of  pathogenic  bacteria.  In  the  patho- 
logical secretions  cocci  are  present  in  large  numbers,  but  the 
bacillus  vaginae  disappears.  All  the  animals  into  which  the 
pathological  secretions  were  injected  became  very  ill.  Wal- 
'  Cent.  f.  Gyn.,  No.  24,  1897.  '  Arch.  f.  Gyn.,  Bd.  xxxi. 
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thard  '  has  contributed  valuable  information  through  the  bac- 
teriological study  of  the  vaginal  secretions  in  100  women 
before  and  after  labor.  He  states  that  the  genital  canal  is 
divided  into  two  parts,  one  infected,  the  other  sterile.  The 
former  comprises  the  vestibule,  the  vagina,  and  the  lower  por- 
tion of  the  cervical  canal.  The  latter  consists  of  the  upper 
portion  of  the  cervical  canal,  the  uterine  cavity,  and  the  tubes. 
In  the  vaginal  discharges  Wal thard  found,  both  during  preg- 
nancy and  after  labor,  streptococci,  staphylococci,  gonococci, 
and  colon  bacilli.  The  first  named  were  found  in  27  cases, 
but  these  streptococci  had  lost  all  virulence.  Inoculation  into 
the  normal  tissue  produced  no  result,  but  if  introduced  into 
the  tissues  of  reduced  vitality  they  caused  abscesses  in  which 
micro-organisms  rapidly  regained  their  original  virulence. 
Stroganoff  ^  explains  the  sterility  of  the  upper  cervical  canal 
and  of  the  uterine  cavity  in  all  women,  non-pregnant,  preg- 
nant, and  puerperal,  by  the  active  germicidal  properties  pos- 
sessed by  the  cervical  mucus,  by  the  mechanical  action  of  the 
menstrual  blood,  the  descent  of  the  placenta  and  membrane 
during  labor,  and  the  outflow  of  lochia  after  labor.  Vahle  * 
found  during  the  first  twenty-four  hours  the  vaginal  secretions 
of  new-born  infants  sterile;  by  the  third  day  they  contain 
micro-organisms  and  in  a  considerable  proportion  of  cases 
staphylococci  and  streptococci. 

Thus  it  is  seen  that  nearly  all  types  of  bacteria  capable 
of  producing  puerperal  infection  inhabit  the  healthy  vagina. 
Nevertheless  puerperal  infection  is  comparatively  rare,  and 
the  question  is  a  natural  one,  ''Why  is  puerperal  infection  so 
rare  if  the  elements  which  produce  it  are  nearly  always  pres- 
ent ?  "  The  answer  is  that  while  investigations  show  the  pres- 
ence of  bacteria  in  the  vagina  of  healthy  women,  they  have 
also  conclusively  proved  that  the  human  organism  is  well  capa- 
ble of  combating  these  bacteria,  provided  the  normal  functions 
are  not  disturbed  and  the  vitality  of  the  tissues  is  not  lowered 
by  useless  manipulations  and  interference.  Doderlein  *  states 
that  the  vaginal  bacilli  are  antagonistic  to  staphylococci, 
which  they  have  the  power  to  destroy  within  certain  limits. 
He  repeatedly  infected  the  vagina  of  virgins  with  staphylo- 
cocci cultures  in  large  quantities,  but  within  four  days  these 
bacteria  always  disappeared  and  no  bacteria  remained  within 
the  vagina  except  the  vagina  bacillus.     Doderlein  attributes 

»  Deut.  Med.  Woch.,  1894,  p.  819.  '  Monats.  f.  Geb.  and  Gyn.,  Bd.  ii. 
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this  germicidal  action  of  the  normal  vaginal  secretion  to  the 
production  of  an  acid  reaction  by  the  vagina  bacillus.  Kro- 
mg 'also  inoculated  the  vagina  with  pure  cultures  of  strepto- 
cocci and  staphylococci,  and  found  that  none  of  these  bacteria 
could  be  discovered  after  eleven  to  twenty-four  hours.  He 
thinks  this  is  due  to  the  outward  flow  of  the  vaginal  secre- 
tions and  not  to  any  special  microbe.  According^to  him  all 
secretions,  whether  alkahne,  acid,  or  neutral,  have  germicidal 
power.  Another  important  point  gained  from  his  experiments 
IS  the  fact  that  if  disinfecting  douches  ivere  administered 
the  infecting  microbes  were  not  destroyed  btj  the  douche, 
but  it  took  the  vaginal  secretions  from  nineteen  to  thirty- 
six  hours  to  destroy  microbes  that  tvithout  the  douche 
would  disapjjear  in  from  eleven  to  tiventy-four  hours. 
These  observations  were  confirmed  by  Menge.' 

Prophylaxis  of  Puerperal  Infection.— Within  the  last  few 
decades  hardly  a  paper  has  been  written  on  the  subject  of  puer- 
peral infection   which   did   not  refer  to  the  achievements  of 
Semmelweiss,  of  Vienna.     Semmelweiss,  a  young  assistant  in 
the  Vienna  Maternity  Hospital,  noted  the  difference  in  the  mor- 
tality rate  in  the  two  divisions  of  the  hospital.     The  one  which 
served  for  the  instruction  of  midwives  had  a  comparatively 
low  death  rate;  in  the  other,  where  the  students  received  their 
obstetrical  instruction,  the  death  rate  from  puerperal  infection 
was  something  frightful.     In  studying  the  causes  for  this  he 
observed  the  habit  of  the  students  coming  fresh  from  post- 
mortem examinations  to  the  bedsides  of  parturient  patients, 
and  conceived  the  idea  that  the  students  carried  on  their  hands 
putrid  products   from  the  postmortem   table  to  the  lying-in 
women,  and  that  these  products  were  responsible  for  the  large 
number  of  infections  following  examinations  by  the  students. 
He  established  more  rigid  rules,  and  the  students  were  required 
to  thoroughly  wash  their  hands  in  chlorine  water  before  being 
permitted  to  examine  a  case  of  labor.     The  result  of  this  sim- 
ple precaution  was  more  than  startling  and  produced  an  imme- 
diate decline  of  the  death  rate  from  11.5  to  1.27  per  cent. 

Whatever  has  been  written  and  done  since  Semmelweiss  only 
confirms  the  sagacity  of  his  observations  and  proves  more  than 
conclusively  that  puerperal  infection  is  due,  in  the  vast 
majority  of  cases,  to  the  introduction  of  infectious  mate- 
rial into  the  wo?nan's  system  through  unclean  hands  and 
instruments.  While  it  has  been  shown  that  the  healthy 
'  Loc.  cit.  5  Arch,  f .  Gyn. ,  Bd.  xlviii. 
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organism  is  capable  of  protecting  itself  against  the  bacteria 
which  almost  physiologically  inhabit  the  vagina,  it  is  liable  to 
succumb  to  puerperal  infection  if  new  crops  of  virulent  bacteria 
are  introduced  at  the  time  of  labor.  It  was  with  this  idea  in 
mind  that  Leopold,  of  Dresden,  pointed  to  the  great  dangers 
which  accompany  vaginal  examinations,  and  he  again  and 
again  published  statistics  from  the  clinic  with  comparative 
tables  showing  the  greater  morbidity  and  mortality  in  cases 
in  which  vaginal  examinations  were  made,  even  under  the 
strictest  precautions,  if  compared  with  those  cases  where  labor 
was  permitted  to  proceed  without  unnecessary  examinations. 
Leopold  '  advises  the  more  frequent  employment  of  abdominal 
palpation,  and  to  restrict  vaginal  examinations  to  abnormal 
cases  and  as  an  aid  to  confirm  the  diagnosis  gained  by  the  ab- 
dominal method.  The  latter  is  safer,  more  reliable  and  satis- 
factory than  vaginal  exploration.  This  statement,  at  first  much 
belittled,  has  now  gained  universal  recognition,  and  text  books 
recently  published  devote  considerable  space  to  the  discussion 
of  abdominal  palpation,  where  formerly  this  important  diag- 
nostic method  was  either  entirely  ignored  or  passed  by  with  a 
few  lines. 

It  maj^  not  be  amiss  to  briefly  relate  Leopold's  method  of 
abdominal  palpation.  The  woman  is  placed  upon  her  back 
with  her  limbs  extended.  The  abdomen  is  exposed  from  the 
symphysis  to  the  ensiform  cartilage.  The  physician  sits  at  the 
side  of  the  woman,  places  both  hands  slightly  flexed  upon  the 
abdomen  so  as  to  correspond  to  the  convex  surface  of  the  ute- 
rus, and  gradually  carries  them  upward  toward  the  fundus, 
where  a  lessened  resistance  is  noted.  This  first  method  shows 
the  size  of  the  uterus,  time  of  gestation,  whether  the  child  is 
in  longitudinal  or  transverse  position,  and  whether  the  head 
or  breech  occupies  the  fundus.  The  uterus  is  recognized  by 
the  intermittent  contraction.  Care  should  be  taken  not  to  mis- 
take the  bladder  for  the  uterus,  and  the  former  should  be 
emptied  prior  to  an  examination.  The  second  method  consists 
in  the  hands  being  placed  at  each  side  of  the  uterus;  then  under 
one  hand  is  felt  the  arched  back  of  the  fetus,  under  the  other 
the  small  parts  indicating  its  abdominal  surface.  When  the 
abdominal  walls  are  thin  the  different  parts  may  be  felt  with 
surprising  clearness.  The  third  method  is  very  valuable  in  all 
cases  where  the  presenting  part  is  yet  in  the  entrance  of  the 
pelvis,  and  a  practised  examiner  can  locate  through  this  method 
'Arch.  f.  Gyn.,  Bd.  xl. 
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alone  where  the  occiput  and  chin  point  to.  The  fingers  of  the 
right  and  left  hands  are  spread  out  as  much  as  possible,  and 
the  presenting  part  is  seized  between  the  thumb  and  middle 
finger.  If  it  is  round  and  hard  it  can  only  be  the  head,  which 
can  be  grasped  and  moved.  The  breech  is  softer  and  its  sur- 
face more  irregular.  Can  no  presenting  part  be  felt,  then  one 
must  look  for  the  head  in  the  fundus  or  sides  of  the  pelvis.  If 
the  outlines  of  the  presenting  head  and  breech  are  indistinct, 
one  has  a  right  to  suspect  placenta  previa.  If  labor  is  more  ad- 
vanced the  fourth  method  of  abdominal  palpation  is  employed. 
The  physician  takes  his  place  at  the  bedside,  turning  his  back 
toward  the  patient's  face.  The  hands  are  placed  upon  the 
patient's  abdomen  in  such  a  manner  that  the  finger  tips  are 
directed  toward  the  cervix.  During  the  intervals  of  pain  the 
fingers  are  pressed  down  deep  into  the  pelvis  and  the  present- 
ing part  is  grasped.  The  head  is  again  recognized  by  its 
greater  hardness  and  smooth  surface.  Auscultation  should 
always  be  associated  with  abdominal  palpation  to  verify  the 
diagnosis.  With  heart  sounds  to  the  left  in  maximum  inten- 
sity, the  back  of  the  child  is  directed  to  the  left.  When  the 
back  is  posterior  the  heart  sounds  are  loudest  in  the  axillary 
line,  and  in  breech  presentation  they  are  heard  at  a  higher 
level.  All  these  points  of  information  can  be  gotten  by  even 
the  inexperienced  after  a  little  practice;  but  it  is  important  to  re- 
member that  gentleness  must  always  be  preserved,  as  an  undue 
amount  of  pressure  results  in  exciting  uterine  contractions, 
during  which  the  examination  must  be  interrupted  for  the  time 
being. 

Many  lying-in  institutions  and  also  numerous  physicians  em- 
ploy the  preliminary  vaginal  douche  as  a  means  of  guarding 
against  puerperal  infection.  Although  statistics  coming  to  us 
from  some  of  these  institutions  are  certainly  excellent  and 
their  mortality  rate  surprisingly  low,  I  am  more  and  more 
convinced  that  its  universal  use  is  undesirable,  and  in  the 
hands  of  many  the  so-called  prophylactic  douche  will  produce 
infection  instead  of  preventing  it.  Romme '  deprecates  the 
routine  injections  and  frequent  exploration  in  normal  labor. 
The  virulence  of  the  vaginal  streptococci  in  a  healthy  pregnant 
subject,  not  officiously  treated  by  the  obstetrician  and  midwife, 
is  equal  to  the  streptococci  of  other  mucous  membranes,  such  as 
the  alimentary  canal.  In  other  words,  it  is  not  virulent  at  all, 
and  'acts  as  a  saprophyte  on  healthy  tissues.  But  when  the 
'  Archiv.  de  Gyn.  et  de  Tocologie,  February,  1896. 
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resistance  of  the  tissues  is  diminished  the  streptococcus  can  ac- 
quire a  degree  of  virulence  sufficient  to  cause  puerperal  fever. 
Hence  routine  injections  are  deleterious  in  normal  labor,  and 
digital  explorations  are  to  be  avoided,  as  the  vaginal  strepto- 
coccus might  be  introduced  into  the  previously  aseptic  uterus. 

In  1892  I  published  a  paper '  in  which  I  showed  the  useless- 
ness  and  the  great  harm  which  often  follows  this  apparently 
simple  manipulation.  Since  then  further  experience  has  tended 
to  convince  me  of  the  correctness  of  these  views,  which  have 
also  been  confirmed  by  the  experience  and  investigations  of 
other  authors.  I  stated  at  that  time  that  these  douches  did  not 
and  could  not  sterilize  the  vagina,  but  removed  the  mucus- 
abundantly  secreted  during  labor,  and  changed  the  slippery 
mucous  surfaces  into  tissues  upon  which  the  head  did  not 
easily  slide,  but  encountered  resistance,  producing  abrasions 
and  lacerations.  These  practical  observations  are  confirmed 
by  the  investigations  of  Walthard,^  who  has  shown,  as  men- 
tioned before,  that  the  genital  canal  consists  of  two  divisions — 
an  upper,  which  is  sterile,  extending  to  the  internal  os;  and  a 
lower,  extending  from  there  to  the  introitus,  and  usually  the 
seat  of  the  numerous  micro-organisms. 

Now,  if  prophylactic  douches  are  necessary,  these  should  not 
be  restricted  only  to  the  vagina,  but  also  include  the  lower 
uterine  segment.  While  such  practice  might  be  safe  in  the 
hands  of  a  few,  it  would  no  doubt  lead  to  the  most  deplorable 
conditions  and  accomplish  the  opposite  results  from  those  de- 
sired if  largely  adopted .  There  is  no  doubt  in  my  mind  that 
the  old  maxim,  "meddlesome  midwifery  is  bad,"  is  to-day 
truer  than  ever.  Mistakes  in  obstetrics  are  more  of  commission 
than  omission.  No  woman  will  contract  puerperal  infection 
because  she  has  not  been  douched,  but  many  are  daily  infected 
by  the  so-called  prophylactic  douches, 

A  year  or  so  ago  I  was  consulted  in  a  case  which  well  illus- 
trated the  danger  of  prophylactic  douching.  As  I  mentioned 
before,  I  do  not  doubt  that  these  douches  may  safely  be  admin- 
istered in  a  number  of  lying-in  institutions  and  also  by  careful 
physicians,  but  in  general  practice,  where  the  conditions  are 
very  different  from  hospital  practice,  it  is  not  a  harmless  man- 
ipulation, but  a  dangerous  method.  The  case  referred  to  was 
the  following:  I  was  called  by  a  well-known  physician  to  a 
case  of  puerperal  sepsis.  The  woman  was  a  young  primipara 
»  Medical  Record,  January  23,  1892. 
*  Arch.  f.  Gyn.,  Bd.  xlviii.,  Heft  2. 


ROSENBERG:  PUERPERAL  INFECTION.         -317 

who  had  a  rapid  labor  and  was  confined  before  the  family  phy- 
sician could  reach  her  home.  A  neighboring  physician,  who 
was  called  in  in  the  emergency,  arrived  after  the  birth  of 
the  child  and  had  only  to  express  the  placenta  to  complete 
labor.  To  his  mind,  however,  his  duty  consisted  in  more 
than  this,  and,  after  delivering  the  placenta,  he  irrigated  the 
vagina,  and  probably  also  the  uterus,  prescribing  at  the  same 
time  frequent  douches,  which  were  continued  during  the  next 
two  or  three  days.  I  found  the  woman  suffering  from  marked 
puerperal  sepsis,  high  temperature,  rapid  small  pulse,  pinched 
facial  expression,  abdomen  enormously  distended,  uncontrol- 
lable vomiting  combined  with  great  abdominal  pains — in  fact, 
all  symptoms  of  a  virulent  general  peritonitis.  The  first  ob- 
ject which  met  my  eye  upon  entering  the  untidy,  not  to  say 
dirty,  rooms,  was  a  fountain  syringe  with  a  glass  tip,  which 
had  been  used  again  and  again  with  the  view  to  ward  off  the 
dangers  of  puerperal  fever.  This  glass  tip  was  covered  with 
blood  and  other  secretions,  and  the  source  of  infection  was  in 
tangible  evidence.  Much  to  my  surprise,  the  patient  recovered 
after  a  lingering  illness  extending  over  a  long  period.  This 
illness,  I  am  absolutely  positive,  would  have  been  avoided 
if  the  patient  had  been  simply  let  alone.  It  might  be 
claimed  that  in  this  case  gross  carelessness  existed,  which  is 
undoubtedly  true,  but  in  how  many  cases  can  careful  asepsis 
be  obtained? 

To  my  mind  prophylaxis  against  puerperal  infection  consists 
in  clean  hands,  clean  instruments — in  fact,  everything  that 
comes  in  contact  with  the  patient  must  be  clean.  It  is  desir- 
able, but  not  essential,  that  the  external  genitals  be  disinfected. 
Whatever  else  is  done  is  unnecessary  and  harmful.  I  still 
maintain  and  cling  to  the  rules  which  I  laid  down  seven  years 
ago,  and  which  have  served  me  well  in  quite  a  number  of  cases 
met  under  various  conditions  and  circumstances.  I  always  try 
to  avoid  vaginal  examinations,  relying  mainly  upon  abdominal 
palpation.  He  who  has  not  examined  a  woman  has  surely  not 
infected  her.  I  never  make  a  vaginal  examination  except  with 
aseptic  fingers  and  after  a  thorough  cleansing  of  the  external 
genitals.  I  administer  vaginal  douches  only  in  pathological 
cases  before  and  after  operative  interference,  and  I  only  ope- 
rate with  aseptic  instruments.  One  who  carries  this  out  con- 
scientiously will  practise  obstetrics  with  satisfaction  to  himself 
and  safety  to  his  patients. 

Various  Forms  of  Infection. — Puerperal  infection,  owing 
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to  the  peculiar  anatomical  conditions  which  exist  during  and 
after  labor,  differs  from  infections  of  the  genital  tract  occur- 
ring in  other  periods  of  life.  The  symptoms  of  the  infection 
and  pathological  conditions  vary  largely  according  to  the  causes 
of  infection  and  its  extent.  It  has  therefore  been  customary  to 
divide  puerperal  infection  into  different  classes,  and  we  usually 
find  in  the  textbooks  different  chapters  discussing  the  various 
types  of  infection.  From  my  experience  this  is  not  advisable, 
for  we  rarely  meet  clean-cut  types  of  the  disease,  and  as  a  rule 
these  cases,  one  may  say,  overlap  each  other.  If  a  few  points 
are  borne  in  mind  it  can  be  easily  understood  how  the  symp- 
toms of  infection  must  vary  and  differ  in  almost  every  case. 
Thus,  for  instance,  if  a  piece  of  placenta  remains  in  the  uterus, 
there  undergoing  putrid  changes,  the  symptoms  which  we  find 
are  due  entirely  to  the  absorption  of  toxins.  In  another  case 
we  also  have  a  putrid  intoxication,  but,  besides  this,  pathogenic 
bacteria  have  entered  the  general  circulation,  and  the  picture  of 
the  disease  reflects  disturbances  produced  by  the  irritation  of 
the  bacteria  in  the  organism  and  the  absorption  of  toxins. 
Again,  puerperal  infection  may  remain  localized  in  the  lower 
portion  of  the  genital  tract,  cervix,  vagina,  or  vulva,  in  the 
form  of  ulcerations  or  abscesses,  and  in  these  cases,  although 
they  are  strictly  a  puerperal  infection  which  may  even  become 
general,  the  first  symptoms  are  of  a  local  character.  While 
studying  the  various  types  of  bacteria  which  are  known  to  pro- 
duce puerperal  infection,  it  has  been  shown  that  some  of  the 
micro-organisms  usually  produce  a  distinct  type  of  diseases. 
Thus,  gonococcus  infection  usually  remains  localized  and  ap- 
pears late.  The  tetanus  bacillus  produces  the  peculiar  symptoms 
of  tetanus.  This  has  led  me  to  divide  puerperal  infection  ac- 
cording to  the  anatomical  conditions  and  the  bacteria  present. 
The  form  of  puerperal  infection  most  frequently  met  with 
appears  as  puerperal  ulcers  of  the  perineum,  vagina,  and  cervix. 
These  ulcers  are  due  to  a  lack  of  cleanliness,  the  result  of  trau- 
matism, producing  a  necrosis  and  sloughing,  preventing  pri- 
mary union,  and  predisposing  to  the  growth  of  bacteria.  If 
these  bacteria  are  of  a  virulent  type  the  infection  may  spread 
and  become  general.  As  a  rule,  however,  it  remains  localized. 
These  ulcers  have  an  unhealthy  appearance;  the  adjacent  tis" 
sues  are  swollen  and  edematous.  The  patient  complains  of 
burning  pains  at  the  seat  of  the  slough,  becoming  intensified 
after  urination.  The  temperature  is  elevated,  at  times  pre- 
ceded by  a  chill;  the  pulse  is  slightly  quickened  and  full. 
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The  best  treatment,  in  my  experience,  is  to  thoroughly  cleanse 
the  parts  with  sterilized  water,  dusting  the  raw  surfaces  with 
aristol,  and  loose  packing  with  sterilized  or  aristol  gauze.  I 
formerly  made  applications  of  strong  solutions  of  carbolic  acid 
or  peroxide  of  hydrogen,  but  found  that  this  treatment  only 
retarded  healing.  What  is  wanted  is  to  promote  the  growth 
of  healthy  granulation,  which  acts  as  a  barrier  against  gen- 
eral infection.  Under  no  circumstances  should  the  interior 
of  the  uterus  be  invaded,  for  the  infection  is  very  easilj^  car- 
ried into  the  uterus,  and  I  am  sure  that  in  many  cases  in- 
trauterine douches  have  produced  serious  cases  of  general 
infection. 

Pieces  of  placenta  remaining  in  a  uterus  containing  bac- 
teria will  undergo  putrefying  changes,  and,  besides  symptoms 
of  putrid  intoxication,  the  woman  will  also  present  symptoms  of 
endometritis.     These  cases  have  a  tendency  to  get  well,  espe- 
cially if  the  cause  of  the  trouble  is  removed.     The  symptoms 
of  this  form  of  infection  are  a  rise  of  temperature,  preceded  by 
a  chill,  acceleration  of  pulse,  headache,  and   general  malaise. 
These  patients,  however,    do  not  look  very   ill,    and   express 
themselves  as  feeling  quite  comfortable.     The  uterus  is  large 
and  soft,  painful  upon  pressure,  and  the  lochial  discharge  has 
a  decided  odor.     This  type  is  one  of  the  most  frequent  compli- 
cations of  the  puerperium,  and  is  the  ^^  puerperal  fever"  usu- 
ally cured  by  one  or  other  method  of  treatment.  As  mentioned 
before,  these  cases  usually  get  well  if  nothing  is  done,  but  great 
harm  may  result  from  too  much  treatment.     To  properly  treat 
these  patients  an  anesthetic  must  be  administered,  the  patient 
placed  on  a  table,  and,  after  a  thorough  preliminary  disinfection 
of  the  vulva  and  vagina,  the  uterus   should  be  irrigated  with 
sterilized  water.     The  interior  of  the   uterus  should  next  be 
thoroughly  explored,  preferably  with  the  finger,  and  all  shreds 
removed.     This  can  usually  be  done;  if  not,  a  large,  dull  cu- 
rette may  be  used.     It  must,  however,  be  remembered  that  the 
walls  of  the  uterus  are  easily  pierced.     After  the  shreds  are  re- 
moved I  again  irrigate  with  sterilized  saline  solution  and  loosely 
pack  the  uterus  with  aristol  gauze.     Ice  bag  over  the  uterus 
and  the  administration  of  large  doses  of  ergot  are  the  after- 
treatment,  which  I  have  found  very  valuable  and  generally 
successful.     The  intrauterine  treatment  should  not  be  repeated, 
even  if  the  patient  is  not  doing  well.     When  one  is  sure  that  all 
foreign  substances  have  been  removed  nothing  can   be  gained 
from  a  repetition,  but  much  harm  may  follow.     Many  authors 
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advise   against  intrauterine  treatment  in  these  cases,    but  if 
done  gently  and  thoroughly  aseptically  I  can  see  no  objection. 

In  patients  who  do  not  improve  after  this  treatment,  provid- 
ed it  has  been  thorough  and  all  pieces  of  placenta  and  mem- 
brane removed,  the  infection  is  due  to  an  invasion  of  pathogenic 
bacteria.  In  these  cases  the  propriety  of  hysterectomy  may 
come  into  question.  As  I  have  no  personal  experience  with  this 
operation  in  such  cases,  I  shall  refrain  from  criticising  or  recom- 
mending the  operation.  To  my  mind  the  difficulty  lies  in 
selecting  the  proper  cases  for  the  operation,  and  the  question 
will  always  arise,  would  a  successful  case  not  have  recovered 
without  the  operation  ?  In  some  of  the  cases  pieces  of  placenta 
were  found  in  the  uterus  after  its  extirpation.  These  patients 
would  probably  have  recovered  if  the  decomposing  fragment 
had  been  removed.  This,  as  stated,  is  best  done  with  the 
finger.  The  curette  is  less  reliable.  I  met,  about  two  years 
ago,  with  a  case  which  well  illustrates  this.  A  young  woman 
had  been  curetted  by  an  experienced  physician,  without  any 
improvement.  I  found  the  patient  in  a  thoroughly  septic  con- 
dition, high  temperature,  rapid  pulse,  stinking  vaginal  dis- 
charge, etc.  I  had  the  patient  deeply  anesthetized,  dilating  the 
contracted  cervix  until  I  could  introduce  two  fingers  into  the 
uterus,  and  was  then  able  to  remove  a  piece  of  stinking  pla- 
centa nearly  two  inches  in  diameter.  After  this  the  patient 
immediately  improved  and  within  a  short  time  was  a  well 
woman.  If  in  this  case  the  finger  had  been  used  instead  of  the 
curette,  the  piece  of  placenta  could  not  have  escaped  dis- 
covery. 

Diffuse  septic  peritonitis  is  usually  a  consequence  of  septic 
endometritis,  and  rarely  the  result  of  infection  originating  in 
the  cervix  or  vagina.  The  symptoms  are  so  well  known  that 
it  is  superfluous  to  repeat  them.  The  most  important  and  also 
earliest  symptom  is  the  marked  cardiac  depression,  a  result  of 
the  absorbed  toxins.  The  pulse  ratio  is  high  and  usually  in 
disproportion  to  the  existing  temperature.  The  pulse  curve 
crosses  the  temperature  curve,  and  if  traced  on  a  bedside  chart 
produces  what  the  Germans  designate  the  Todtenkreutz. 
Such  a  case  once  seen  is  forever  imprinted  upon  one's  memory. 
Who  could  ever  forget  such  misery  and  suffering?  Yet, 
strangely,  in  some  of  these  cases,  although  death  has  already 
fastened  its  clutches  upon  the  miserable  being,  the  patients 
express  themselves  as  feeling  comfortable,  and,  perfectly  con- 
scious, take  leave  of  their  friends. 
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I  do  not  think  any  operator  can  now  raise  any  argument  in 
favor  of  silk  or  silkworm  gut  nor  against  catgut  as  a  suture  or 
ligature.  Catgut  can  be  thoroughly  sterilized  without  dimin- 
ishing its  tensile  strength.  It  can  be  had  in  various  and  uni- 
form sizes.  It  is  as  reliable  as  kangaroo  tendon,  and  much 
better  because  it  is  round,  of  uniform  thickness,  and  can  be 
had  in  any  length.  It  is  much  cheaper  than  kangaroo  tendon. 
The  knot  of  catgut,  if  properly  tied,  will  hold  as  securely  as 
silk,  and  this  I  have  proved  by  its  use  in  several  hundred 
abdominal  and  plastic  operations.  Catgut  can  be  rendered 
absolutely  aseptic  and  still  be  strong.  Catgut  can  be  chromi- 
cized  to  any  degree  of  hardness  to  resist  absorption  for  almost 
any  period  desired  and  still  be  sterile  and  strong.  Any  mate- 
rial which  presents  these  advantages  cannot  fail  eventually  to 
be  the  chosen  one  by  all  operators  who  have  the  best  interests 
of  their  patients  at  heart  and  who  desire  to  bring  surgical 
technique  and  surgical  convalescence  as  nearly  to  the  ideal  as 
possible. 

With  these  few  thoughts  in  favor  of  catgut  as  a  ligature  and 
suture,  I  wish  to  pass  briefly  to  the  consideration  of  the  various 
methods  which  have  been  used  in  preparing  catgut.  All  meth- 
ods are  defective  which  have  for  the  basis  of  sterilization  of 
catgut  the  boiling  of  it  in  alcohol.  The  boiling  point  of  alcohol 
is  173°  F.,  and  catgut  cannot  be  sterilized  at  that  temperature 
even  in  alcohol.  Gut  thus  prepared  has  been  proved  far  too 
often  to  be  anything  but  sterile.  The  method  by  dry  steriliza- 
tion, consisting  in  raising  the  gut  gradually  in  a  drying  oven  to 
212°  to  220°  F.,  is  fairly  effectual,  but  the  tensile  strength  is 
liable  to  be  decreased;  there  are  liable  to  be  developed  brittle 
spots  which  render  it  weak  at  those  points.  Boiling  in  cumol  ^ 
whereby  the  gut  can  be  raised  to  250°  to  350°  F.,  is  a  reliable 
method,  so  far  as  sterilization  is  concerned.  It  is  a  very  par- 
ticular process  and  is  liable  to  accidents  which  may  spoil  the 
whole  batch  in  preparation.  The  details,  as  worked  out  in  my 
own  experience  with  it,  are  numerous.  I  used  gut  prepared  by 
this  method  for  nearly  two  years,  doing  it  all  myself,  and  I 
know  whereof  I  speak. 

The  method  now  known  as  the  formalin  process  is  the  sim- 
plest as  well  as  the  best  so  far  discovered.  I  have  prepared  all 
gut  for  the  past  two  years  in  this  way,  and,  as  a  result  of  con- 
siderable experience  with  it  and  the  quality  of  the  gut  so  pre- 
pared, [I  can  state  unqualifiedly  that  for  thorough  sterility, 
comT)lete  tensile  strength,  and  ease  of  preparation  it  is  the 
22 
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ideal  method.  This  method  has  been  described  in  a  general 
way  by  Dr.  Senn,  but  the  details  and  technique,  as  worked 
out  in  my  experience,  render  it  so  much  easier  and  more 
effectual  than  ever  before  described  that  I  give  it  here.  I 
buy  of  J.  Ell  wood  Lee  Co.,  of  Conshohocken,  Pa.,  three- 
quarter  inch  glass  spools  by  the  gross.  I  then  have  them 
notched  on  each  flange  with  a  common  triangular  saw  file. 
The  catgut  is  then  wound  upon  the  spool  tightly,  in  one  layer, 
evenly,  the  ends  passing  over  the  flange  of  the  spool  in  the 
notch;  one  end,  longer  than  the  other,  after  passing  the  notch, 
goes  through  the  hollow  barrel  of  the  spool  and  is  tied  securely 
to  the  other  shorter  end,  which  has  passed  over  the  flange  at 
the  opposite  end  of  the  spool.  By  thus  winding  the  gut  there 
will  be  enough  for  one  or  two  ligatures  or  sutures  of  good 
length.  Gut  prepared  by  this  process  tends  to  contract  forcibly, 
and  in  this  strain  must  be  held  securely  or  it  will  shrink  and 
be  useless.  Therefore,  by  carrying  the  ends  over  the  notches 
in  the  two  flanges  and  tying  them  securely,  you  prevent  it  from 
unwinding  from  the  spool  or  from  shrinking.  The  knot  must 
be  carefully  tied — first  a  single,  and  then  a  double  one  drawn 
taut.  This  is  the  secret  of  tying  catgut  to  prevent  slipping — 
reverse  the  surgeon's  knot  as  tied  with  silk.  Catgut  thus  tied, 
if  the  ends  are  not  cut  too  close  to  the  knot,  will  never  slip  if 
drawn  tightly.  The  object  of  winding  a  single  layer,  evenly,  is 
to  prevent  overlapping  or  crossing  of  one  strand  over  another. 
If  in  the  process  of  soaking  in  formalin  and  the  consequent 
shrinking  one  strand  crosses  another,  the  one  next  to  the  glass 
will  be  so  pressed  upon  as  to  prevent  the  hardening  at  that 
point.  When  the  gut  is  boiled  in  water  later,  that  point  will 
become  gelatinized  and  will  break  on  the  slightest  strain. 
Wind  the  gut  on  the  spools  raw  as  it  comes  from  the  dealer, 
without  any  previous  preparation.  The  solution  of  formalde- 
hyde used  is  a  three  per  cent  in  plain  water.  As  formaldehyde 
comes  in  a  forty  per  cent  solution,  one  part  of  this  in  thirteen 
parts  of  water  gives  the  three  per  cent  solution  used.  This  should 
be  kept  in  a  well-corked,  wide-mouth  bottle;  a  common  fruit 
jar  answers  every  purpose.  One  solution  may  be  used  indefi- 
nitely for  almost  any  number  of  batches  of  gut,  provided  the 
jar  is  kept  well  corked.  It  is  not  necessary  to  make  a  fresh 
solution  for  each  batch  prepared.  Now  immerse  the  spools  in 
the  formalin  solution  for  different  periods  of  time,  according 
to  the  sizes  of  the  gut  being  prepared.  Very  fine  gut,  No.  0, 
should  remain  in  about  one  hour.      Sizes  No.  1,  No.  2,  and  No. 
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3,  which  are  those  most  used  for  ligating  vessels,  stumps  of 
tumors,  sewing  tissues,  abdominal  wounds,  etc.,  are  kept  in 
three,  five,  and  seven  hours  respectively.     If  left  too  long  in 
the  solution  the  gut  will  become  too  hard,  too  brittle,  and  its 
strength  will  be  impaired.     After  removing  from  the  formalin 
solution  the  gut  should  be  washed  in  running  water  for  a  period 
as  long  or  longer  than  it  was  in  the  formalin,  the  object  being 
to  wash  away  all  the  formalin.     This  is  very  essential,  other- 
wise the  formalin  will  keep  on  hardening  the  gut  and  eventu- 
ally spoil  it.     A  favorite  method  with  me  is  to  attach  a  rubber 
tubing  to  the  faucet  at  my  wash  bowl  and  carry  it  to  the  bot- 
tom of  a  basin  or  some  other  vessel  in  which  I  place  the  spools 
of  gut.     The  water  going  through  the  tubing  to  the  bottom  of 
the  vessel  and  running  over  at  the  top  constantly  keeps  the 
water  changing.     If  the  spools  lie  in  the  water  twenty-four 
hours  the  gut  will  not  be  harmed  in  the  least.     Up  to  this 
time  the  catgut  is  not  sterilized.     It  has  simply  undergone  in 
the  formalin  a  chemical  process  in  its  fibres  whereby  it  can  be 
subjected  to  the  temperature  of  boiling  water  without  spoiling 
it.     The  sterilizing  process,  therefore,  consists  of  boiling  it  in 
water  for  fifteen  minutes.     The  receptacles  in  which  it  is  to  be 
kept  should  be  boiled  also.     Then  with  sterile  forceps  place  the 
spools,  each  size  by  itself,  in  wide-mouth,  ground-glass-stop- 
pered bottles  or  in  rubber-sealing  fruit  jars,  sterilized  as  before 
suggested.     Pour  over  the  gut  clean  alcohol  (ninety-five  per 
cent)  with  eight  to  ten  per  cent  of  sterile  glycerin.    To  sterilize 
the  glycerin  it  should  be  placed  in  a  bottle  in  water  and  raised 
to  the  temperature  of  boiling  water  for  half  an  hour. 

Catgut  so  prepared  and  so  preserved  will  always  be  found 
to  be  sterile,  strong,  and  reliable.  I  have  some  now  two 
years  old  and  it  is  as  strong  as  ever.  I  do  not  know  any  rea- 
son why  it  should  not  keep  unimpaired  indefinitely.  Another 
and  economical  advantage  of  gut  so  prepared  is,  if  part  of  a 
spool  is  not  used  it  need  not  be  wasted.  If  the  ends  are  se- 
curely tied  over  the  flange  it  may  be  thrown  into  boiling  water 
for  a  few  moments  and  again  put  back  into  the  alcohol  and 
glycerin  as  good  as  before. 

To  make  chromicized  gut  I  have  the  spools  wound  the  same. 
The  fat  in  the  gut  need  not  be  removed,  as  formerly  taught, 
by  immersion  in  ether.  The  spools  are  placed  in  a  solution  of 
bichromate  of  potassium,  1.5  grammes  (23  grains);  glycerin 
and  carbolic  acid,  each  10  cubic  centimetres  (2^  drachms);  and 
water,  1  litre  (1  quart).     Allow  them  to  remain  in  this  solution 
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twenty-four  hours.  Then  take  out  and  allow  to  drain  and  dry 
for  a  few  hours.  Then  place  them  in  the  formalin  solution 
and  go  through  the  same  process  as  with  the  formalin  gut 
above  described.  This  produces  a  gut  which  will  resist  absorp- 
tion about  six  weeks  in  all  tissues  except  the  peritoneum  or 
kidney. 

The  plain  formalin  gut  will  remain  about  one  week  to  ten 
days  before  it  is  absorbed.  Ten  days  to  six  weeks  is  as  long 
as  any  need  exists  for  ligatures  or  sutures  for  any  purpose. 
Therefore  I  claim  for  catgut  so  prepared  all  the  points  of  merit 
which  can  be  demanded  by  the  most  exacting  for  a  ligature 
and  suture  material. 

64  Richmond  avenue. 
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BARTON  C.  HIRST,  M.D., 
Philadelphia. 


The  question  of  catgut  is  interesting  to  all  of  us,  and  I  can- 
not help  feeling  that  a  description  of  the  method  of  preparing 
a  gut  which  for  the  last  nine  months  has  been  perfectly  satis- 
factory to  me  would  be  of  interest  to  the  Section. 

The  various  forms  of  catgut  which  are  usually  employed 
have,  as  we  all  know,  distinct  disadvantages.  The  cumol  gut, 
while  very  satisfactory  in  many  respects,  does  not  last  long 
enough,  is  very  troublesome  to  prepare,  and  is  handled  too 
much  in  the  course  of  its  preparation.  The  chromicized  gut 
lasts  too  long  in  the  tissues  and  very  often  must  be  removed. 

Catgut  prepared  by  boiling  in  alcohol,  after  immersion  in 
juniper  oil,  has  the  disadvantage  of  never  being  surely  sterile 
and  of  disappearing  too  soon  in  the  tissues.  It  was  quite  a 
shock  to  me  to  find  that  boiling  in  alcohol  at  240"  F.  did  not 
necessarily  sterilize  catgut.  Dr.  Laine,  however,  proved  this 
proposition  conclusively.  He  was  able  to  cultivate  the  anthrax 
bacillus  after  boiling  the  gut  in  an  autoclave  sterilizer  under 
high  pressure  at  240°  F. 

Being  dissatisfied  with  all  the  catguts  with  which  I  was  fa- 
miliar, I  devised  a  plan  of  my  own,  made  up  in  great  part  of 
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suggestions  from  others,  and  the  combination  of  methods  has 
given  me  a  result  which  now  yields  me  perfect  satisfaction. 
The  catgut  is  prepared  by  soaking  in  benzine  for  twelve  hours 
to  eliminate  the  fat.  It  is  then  dried  on  a  piece  of  blotting 
paper,  and  then  soaked  in  sterile  water  in  order  to  make  it 
receptive  and  absorptive,  after  which  it  is  immersed  in  a  five 
per  cent  solution  of  formalin  over  night,  about  fourteen 
hours.  It  is  then  washed  in  sterile  water  to  remove  the  ex- 
cess of  formalin,  and  stretched  on  a  form  such  as  Edebohls 
uses  for  chromicized  gut,  and  is  allowed  to  dry  for  four  or 
five  days  in  a  well-heated  room  until  absolutely  dry.  It  is 
then  wound  on  a  conveniently  large  wooden  spool,  so  that  the 
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<3oils  will  not  cross  each  other,  and  is  finally  put  in  a  ten  per 
cent  solution  of  glycerin  in  absolute  alcohol.  It  is  then  ster- 
ilized for  from  forty-five  minutes  to  an  hour  in  a  metal 
cylinder  with  a  tight  screw  cap,  which  is  put  in  an  autoclave 
sterilizer  and  kept  at  240°  F.  In  this  way  the  catgut  is  made 
absolutely  sterile  throughout.  The  formalin  soaks  into  its 
interior  and  not  only  makes  it  aseptic  but  antiseptic.  Micro- 
organisms cannot  be  cultivated  on  catgut  treated  with  for- 
malin. 

The  durability  of  the  gut  is  increased  exactly  to  the  right  ex- 
tent. It  will  last  seventeen  days  in  the  vagina,  as  I  know  from 
having  observed  it  in  many  plastic  operations  for  a  period  of 
nine  months,  and  it  lasts  a  longer  time  when  buried  in  healthy 


342  BALDY:   HYSTERECTOMY  FOLLOWING  DOUBLE 

tissue.  In  the  fascia  of  the  abdominal  wall  it  endures  about 
three  weeks  before  it  gives  way  at  all,  but  it  is  entirely  gone  in 
between  three  and  four  weeks.  In  this  respect  it  is  a  perfectly 
ideal  suture  material,  as  three  weeks  is  about  the  time  we  de- 
sire our  sutures  to  hold.  During  the  whole  time  I  have  used 
it  I  have  not  had  a  single  wound  break  down,  except  in  opera- 
tions for  puerperal  or  other  infections  of  the  pelvis  in  which  I 
have  been  obliged  to  drain  the  pelvis  and  have  had  a  quantity 
of  purulent  fluid  flowing  over  the  wound.  On  account  of  its 
durability,  absolute  cleanliness,  and  antiseptic  properties  I  find 
this  gut  entirely  satisfactory.  It  is  as  strong  as  catgut  can  be 
expected  to  be.  Its  tensile  strength  is  about  equal  to  that  of 
cumol  gut.  Its  flexibility  is  much  greater  than  the  cumol 
gut.  The  addition  of  the  glycerin  in  its  preparation  makes  it 
as  soft  and  pliable  as  silk. 

In  closing  the  abdomen  with  this  catgut,  I  have  no  peculiar 
method  for  sewing  the  abdominal  wound,  but  use  the  plan 
which  I  suppose  most  of  us  employ — namely,  sewing  the  perito- 
neum and  fascia  separately  with  strands  of  catgut  and  using 
an  intracutaneous  stitch  of  silk  in  the  skin.  My  method  of 
closing  the  abdomen  may  be  a  little  peculiar,  in  that  I  use  two 
or  three  through-and-through  interrupted  stitches  of  silkworm 
gut  as  splints  to  the  wound,  which  are  removed  in  two  weeks, 
and  sew  up  the  fat  and  superficial  fascia  with  fine  catgut  in 
two  layers. 

1821  Spruce  street. 

HYSTERECTOMY  FOLLOWING  DOUBLE   OVARIOTOMY  FOR 
MALIGNANT  ADENOMA.' 


J.  M.  BALDY,  M.D., 
Philadelphia. 


Having  been  so  closely  identified  with  the  advocacy  of  the 
removal  of  the  uterus  in  cases  where  it  became  necessary  to 
sacrifice  both  ovaries,  it  is  hard  for  me  to  refrain  from  bring- 
ing home  to  those  gentlemen  who  opposed  and  are  still  oppos- 
ing this  method  of  procedure  the  dangers  to  their  patients  of 
their  continued  opposition. 

It  has  always  seemed  to  me,  and  still,  in  spite  of  all  that  has 
been  said  to  the  contrary,  seems  axiomatic,  that  "both  ovaries 
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being  removed,  the  uterus  is  an  utterly  useless  organ  in  the 
female  body."  I  believe  this  to  be  so  in  spite  of  the  much- dis- 
cussed uterine  influence  on  the  female,  the  supposed  increase 
of  the  menopause  symptoms  following  the  operation,  the  ever 
increasing  sentimental  talk  of  mutilation,  and  the  equally 
absurd  dictum  that  the  surgeon's  knife  should  touch  no  part 
not  already  hopelessly  diseased,  as  well  as  the  many  learned 
discussions  on  the  dynamics  of  the  pelvis. 

It  is  well  known  that  many  of  the  diseases  which  eventually 
require  the  removal  of  both  appendages  have  in  their  incipi- 
ency  attacked  the  uterus  and  not  infrequently  have  left  it 
permanently  impaired.  It  is  equally  a  fact  that  impaired  tissue 
is  prone  to  take  on  degenerative  changes,  especially  if  there  is 
a  tendency  toward  such  a  development.  What  excuse,  then, 
can  be  offered  for  an  opposition  to  the  removal  of  tissue  already 
diseased  or  useless,  and  with  many  possibilities  and  probabili- 
ties of  future  disease,  is  beyond  my  ken. 

It  is  nothing  to  say,"  I  have  removed  the  appendages  fifty  or 
one  hundred  times  and  have  but  seldom  found  it  necessary  sub- 
sequently to  remove  the  uterus."  If  one  case  of  the  hundred 
develops  cancer,  for  instance,  in  the  future,  had  it  not  been 
better  to  have  originally  removed  the  whole  hundred  useless 
uteri?  If  four  or  five  more  cases  continue  to  suffer  from  their 
pains  and  aches  and  muco-purulent  discharges  until  the  uterus 
be  removed  at  a  second  operation,  is  not  the  reason  more  con- 
vincing for  a  primary  completed  operation  ? 

It  has  been  my  fortune  in  the  past  to  report  a  number  of 
secondary  operations  following  both  my  own  incompleted  work 
as  well  as  that  of  other  operators.  To-day  I  am  impelled,  by 
the  recent  papers  partially  or  totally  condemning  this  proce- 
dure, to  place  on  record  an  experience  so  convincing  that  "he 
who  runs  can  read."  I  am  desirous  also  of  combating  the 
statements  recently  made  that  the  operation  of  removal  of 
the  uterus  together  with  the  appendages  is  becoming  less  fre- 
quent, and  to  assert  that  quite  the  contrary  is  true,  and  properly 
so. 

The  following  case  is  an  illustration  of  one  phase  of  the 
matter  under  discussion : 

Mrs.  G.,  married,  age  41,  applied  to  Dr.  John  M,  Bertolet, 
of  Reading,  during  October,  1897,  for  relief  from  womb  trouble. 
The  menses  first  appeared  at  the  age  of  14  years  and  were 
regular  and  painless.  About  twelve  years  ago  (two  years  after 
her  marriage)  menstruation  became  very  painful  and  profuse. 
This  increased  until  she  menstruated  constantly,  never  being 
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entirely  free  from  the  flow.  The  continued  drain  gradually 
prostrated  her,  until  finally  she  became  a  physical  wreck. 
Styptics  to  the  interior  of  the  uterus,  fluid  extract  of  ergot,  and 
other  remedies  failed  in  controlling  the  hemorrhage.  Curet- 
tage of  the  uterus  was  performed  by  Drs.  Bertolet  and  J.  L. 
Bower  on  October  26,  1897,  under  ether.  The  patient  bore  the 
operation  well  and  it  appeared  to  be  successful.  She  gained 
rapidly  in  weight,  and  the  anemia  from  the  excessive  loss  of 
blood  was  corrected  by  the  administration  of  Blaud's  pills,  with 
the  addition  of  arsenious  acid.  On  January  18,  1898,  the 
patient  returned,  complaining  of  her  old  trouble.  Fluid  extract 
of  ergot  was  again  tried  without  the  slightest  effect  in  reducing 
the  sanguineous  flow.  She  became  gradually  worse,  bleeding 
more  freely. 

Operation  was  proposed  to  her,  with  the  hope  that  if  the 
ovaries  and  tubes  were  removed  the  hemorrhage  would  cease. 
This  was  the  more  determined  upon  as  a  thorough  vaginal 
examination  at  this  time  revealed  a  cystic  tumor  apparently 
the  size  of  an  orange.  The  presence  of  this  in  the  left  ovarian 
region  caused  the  patient  a  great  deal  of  pain,  and  in  connec- 
tion with  her  hyperemic  condition  rendered  her  so  miserable 
that  life  was  becoming  a  burden.  An  abdominal  section  was 
performed  by  Dr.  Bertolet  on  the  23d  of  February,  1898.  The 
cyst  proved  to  be  the  left  ovary  and  was  removed  together  with 
both  tubes  and  the  right  ovary.  The  uterus  was  quite  large 
and  congested,  but  was  not  disturbed.  The  patient  stood  the 
operation  very  well  and  made  a  good  recovery.  She  returned 
to  her  home  in  four  weeks  practically  well  and  remained  so 
until  July,  nearly  four  months  after  the  operation. 

Dr.  Bertolet  was  hurriedly  sent  for  one  night  about  the 
middle  of  July,  and  found  the  woman  almost  exsanguinated 
from  a  profuse  hemorrhage.  The  vagina  was  packed  with 
gauze,  and  ergot  was  given  in  full  doses.  The  flow  was  for  the 
time  controlled,  but  when  the  packing  was  removed  it  again 
returned.  This  state  of  affairs  kept  up  until  October  4,  1898, 
when  the  curette  was  again  used.  At  this  sitting  a  great 
amount  of  endometrial  debris  was  removed. 

This  curettement  did  practically  no  good,  as  far  as  the  cessa- 
tion of  the  hemorrhage  was  concerned,  and  the  patient  was 
advised  to  have  the  womb  itself  removed.  To  this  she  reluct- 
antly consented,  and  I  performed  the  operation,  assisted  by 
Dr.  Bertolet,  on  the  8th  of  December,  1898,  at  the  Reading 
Hospital.     Owing  to  the  adhesions  of  the  omentum  and  intes- 
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tines  the  operation  was  an  exceedingly  difficult  one.  The 
bowels  of  necessity  were  injured  at  several  points  and  required 
extensive  stitching.  The  omentum  required  ligation  and  par- 
tial amputation  to  control  hemorrhage,  and  the  bladder  itself 
was  subjected  to  repair  with  catgut  sutures.  The  uterus  was 
finally  removed.  The  patient  made  an  excellent  recovery  and 
left  the  hospital  at  the  end  of  three  weeks. 

On  laying  the  uterus  open  it  was  found  to  contain  a  fine 
specimen  of  fungoid  growth,  which,  after  careful  microscopical 
examination,  Dr.  H.  L.  Williams  pronounces  a  case  of  primary 
adenocarcinoma. 

Pathological  Report. — "  The  specimen  consists  of  the  ute- 
rus, amputated  just  below  the  internal  os,  from  which  the  ap- 
pendages have  been  removed  on  both  sides.  It  measures  3i 
inches  in  length,  3  inches  in  width,  and  2^  in  its  antero-pos- 
terior  dimensions.  The  posterior  wall  is  li  inches  thick,  the 
anterior  wall  f  inch  thick,  and  the  fundus  is  §  inch  thick.  The 
specimen  has  been  split  through  the  posterior  wall  from  fundus 
to  cervix.  The  uterine  muscle  feels  hard  and  elastic,  and  in  its 
•outer  portion  appears  whitish  and  normal  to  the  eye.  The  inter- 
nal OS  is  seen  to  be  open.  Filling  the  entire  uterine  cavity  is  a 
soft,  spongy,  and  friable  material,  almost  granular  in  appearance 
on  the  surface,  and  of  a  pinkish  color.  In  places  this  extends 
out  into  the  uterine  cavity  in  flattened  polypoid  masses.  This 
is  seen  especially  upon  the  posterior  wall.  This  diseased  ap- 
pearance of  the  mucous  membrane  is  also  seen  to  extend  into 
both  uterine  cornua. 

"  Microscopical  Examination. — Section  cut  from  thick- 
ened endometrium  on  the  posterior  wall :  A  most  marked 
hyperplasia  has  taken  place  in  the  glandular  elements,  and 
atypical  glandular  structures  are  the  conspicuous  elements  of 
all  fields  of  the  section.  These  are  separated  from  one  another 
in  some  instances  by  slender  septa  of  connective  tissue.  The 
glandular  outline  and  arrangement  is  well  preserved,  but  the 
epithelial  lining  has  proliferated  into  several  layers,  in  some 
instances  completely  filling  the  glands,  in  other  instances 
breaking  out  into  the  stroma  and  replacing  the  connective  tis- 
sue between  adjacent  glands  or  branchings  in  the  same  gland. 
In  nearly  all  portions,  under  the  high  power,  the  stroma  is  seen 
to  be  more  or  less  infiltrated  with  epithelial  cells.  The  epithe- 
lial cells  themselves  are  large,  irregular  in  size,  with  oval, 
granular  nuclei  which  take  the  stain  deeply.  Karyokinetic 
figures  are  not  conspicuous.      In  the  deeper   portion  of  the 
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section  the  glandular  structure  can  be  seen  to  have  invaded  the- 
muscular  wall  of  the  uterus,  presenting  a  honeycombed  appear- 
ance, in  which  the  glands  resemble  acini  in  a  reticulum  of 
fibrous  and  muscular  tissue.  In  some  fields  the  epithelial  pro- 
liferation has  been  so  extensive  that  the  glandular  arrangement 
has  been  entirely  destroyed  and  the  cells  diffusely  scattered 
throughout  the  tissue.  The  muscular  wall  is,  however,  only 
invaded  for  a  short  distance,  and  the  greater  part  of  its  thick- 
ness is  entirely  normal  in  appearance. 

^^  Diagnosis. — Primary  adenocarcinoma  arising  from  the 
mucous  membrane.  Henry  L.  Williams." 

Further  comment  on  the  case  seems  unnecessary.  It  is  only 
one  more  instance  of  a  group  of  cases  which  gives  comfort  to 
and  confirms  more  fully  the  opinion  of  those  operators  who  be- 
lieve in  the  wisdom  of  hysterectomy  where  double  ovariotomy 
has  become  necessary,  and  who  have  faith  in  that  kind  of  con- 
servatism which  saves  their  patients  from  possible  future  suf- 
fering and  danger,  as  well  as  from  possible  and  unnecessary 
secondary  operations  with  all  their  attendant  risks  to  life,, 
without  in  the  slightest  way  doing  them  any  damage. 

1722  Chestnut  street. 


TWO   CASES   OF   OBLIQUELY  CONTRACTED   PELVIS   WITH 
abnormal  MECHANISM  OF  LABOR.' 


BY 

EDWARD  P.  DAVIS,  M.D., 
Philadelphia. 


The  shape  and  symmetry  of  the  normal  pelvis  arise  not 
only  from  inherent  tendencies  in  evolution,  but  also  as  the 
result  of  the  action  of  muscles  during  the  younger  life  of  the 
individual.  The  exercise  of  walking,  so  common  and  so  essen- 
tial in  muscular  development,  has  an  important  bearing  upon 
the  development  of  the  pelvis.  Not  only  have  some  of  the 
muscles  connected  with  walking  and  the  maintenance  of  the 
erect  posture  attachments  to  the  pelvic  bones,  but  the  weight 
of  the  body  transmitted  through  the  necks  of  the  femurs  tends 
to  stimulate  the   development  of    the  two  lateral   surfaces. 
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Obliquely  contracted  pelves  may  be  caused  by  the  encroach- 
ment of  bony  tumors  developing  at  the  sacro-iliac  region;  by 
impacted  fracture  of  the  neck  of  the  femur,  driving  inward 
the  lateral  pelvic  wall;  or  may  accompany  some  severe  general 
lesion  of  the  skeleton.  In  the  cases  which  I  report  none  of 
these  causes  was  present.  In  one  an  accident  prevented  the 
patient  from  walking  during  the  period  when  the  pelvis  was 
developing,  and  in  the  other  a  disease  of  the  nervous  system 
made  the  use  of  the  right  lower  extremity  imperfect  and  thus 
removed  the  stimulus  which  its  free  employment  gives  to  the 
development  of  the  pelvis. 

Referring  to  the  mechanism  of  normal  labor,  it  will  be  re- 
membered that  the  right  oblique  diameter  of  the  pelvic  brim 
is  usually  larger  than  the  left,  and  that  both  oblique  diameters 
in  well-developed  persons  are  the  largest  and  ample  to  permit 
the  descent  of  the  normal  head.  In  fact,  the  oblique  diameters 
of  the  pelvic  brim  may  be  termed  the  working  diameters  of  the 
pelvis,  because  the  passage  of  the  fetus  to  the  pelvic  floor  usu- 
ally happens  in  these  diameters,  and  because  artificial  labor  or 
instrumental  delivery  is  best  accomplished  in  the  same  way. 
Thus  not  only  does  the  fetal  head  descend  through  the  pelvis 
in  the  right  oblique  diameter,  but  the  shoulders  follow  in  the 
same,  and  the  use  of  forceps  before  rotation  has  occurred  is 
best  accomplished  by  applying  the  instrument  to  the  sides  of 
the  fetal  head  in  this  diameter.  Dystocia  depending  upon  im- 
paction of  the  trunk  or  shoulders  is  best  relieved  by  bringing 
the  child^s  body  into  an  oblique  diameter  of  the  pelvic  brim. 
It  is  evident,  then,  that  in  cases  where  the  right  oblique  diam- 
eter of  the  pelvis  has  been  lessened  by  the  presence  of  a  for- 
eign growth  or  lack  of  development  a  normal  mechanism  in 
labor  cannot  be  expected.  Nature,  however,  following  the 
principle  of  accommodation,  will  cause  the  child  to  engage  and 
to  pass  through  the  pelvis  in  the  largest  available  diameter, 
and  hence  the  left  will  be  utilized  when  the  right  is  diminished. 
The  following  cases  suggest  these  remarks  and  illustrate  the 
principles  involved. 

The  following  is  the  history  of  a  case  of  obliquely  con- 
tracted pelvis  at  present  under  my  care  at  the  Philadelphia 
Hospital: 

Case  I. — E.  R.,  age  21,  gives  an  indefinite  family  history. 
She  married  at  15  and  has  one  child  5  years  old  and  has  had 
no  miscarriages.  A  general  examination  of  the  body  re- 
vealed no  abnormalities  so  far  as  the  viscera  were  concerned. 
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She  is  positive  that  both  her  grandfathers  suffered  from  paral- 
ysis. She  has  four  uncles,  her  mother's  brothers,  who  are  also 
paralytics.  She  walked  at  the  age  of  11  months,  and  gives  a 
history  of  attacks  of  convulsions  at  irregular  intervals  since 
her  marriage.  She  walks  with  a  limp,  dragging  the  right  foot 
and  leg,  which  are  wasted,  the  foot  being  turned  inward. 
The  right  lower  extremity  is  shortened  one  and  three-quarter 
inches.  The  knee  jerk  is  absent  and  there  is  slight  anesthesia. 
An  examination  of  the  urine  was  negative.  The  patient's  pel- 
vis measured  as  follows:  iliac  spines,  23  centimetres;  crests,  25 
centimetres;  external  conjugate,  19  centimetres;  right  diag- 
onal, 21  centimetres;  left  diagonal,  24^  centimetres;  distance 
between  trochanters,  28  centimetres;  circumference  of  right 
half  of  pelvis,  18|-  centimetres;  circumference  of  left  half  of 
pelvis,  19  centimetres;  length  of  right  leg,  27-^  centimetres; 
length  of  left  leg,  29^  centimetres.  The  back  of  the  fetus  was 
directed  toward  the  left  side  of  the  mother,  the  head  was  pre- 
senting, and  the  heart  sounds  were  plainly  heard. 

Soon  after  the  patient  came  under  observation  labor  began 
and  was  spontaneous.  The  head  entered  the  pelvic  brim  in  the 
greater  left  oblique  diameter.  It  passed  readily  downward  to 
the  floor  of  the  pelvis,  the  body  of  the  child  and  the  uterus 
being  thrown  strongly  forward  by  vigorous  contractions  of  the 
round  ligaments.  When  the  birth  of  the  head  occurred  the 
right  or  posterior  hand  presented  beside  the  head,  the  occiput 
rotated  to  the  right,  and  the  right  shoulder  was  bom  first  over 
the  perineum.  The  child  weighed  five  pounds  eight  cunces; 
the  placenta,  one  pound  one  ounce.  The  child  was  well  devel- 
oped and  well  nourished. 

Case  II.  was  recently  confined  in  the  Jefferson  Maternity. 
A.  F.,  age  18,  had  the  usual  diseases  of  childhood  and  en- 
joyed good  health  until  the  age  of  9.  She  then  had  an 
injury  to  the  right  knee,  resulting  in  compound  fracture,  and 
followed  by  infection  of  the  joint.  Stiffness  and  loss  of  motion 
resulted,  for  which  four  years  ago  the  knee  was  resected. 
Two  years  later  the  patient  again  injured  this  knee  by  an 
accident. 

On  examination  her  general  condition  was  excellent.  Her 
pelvic  measurements  were  as  follows  :  anterior  superior  spines, 
22  centimetres  ;  crests,  24  centimetres  ;  trochanters,  29^  centi- 
metres ;  right  diagonal,  20|^  centimetres ;  left  diagonal,  22 
centimetres  ;  external  conjugate,  22  centimetres ;  circumfer- 
ence, 82  centimetres.     The  position  of  the  fetus  was  not  typi- 
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cal,  the  back  lying  near  the  median  line,  very  slightly  turned  to 
the  left.  The  head  was  at  the  pelvic  brim.  When  labor  oc- 
curred the  head  passed  through  the  pelvic  brim  with  the  occi- 
put to  the  right,  thus  engaging  in  the  left  oblique  diameter, 
which  was  the  larger.  The  shoulders  followed  in  the  same 
diameter,  and  when  born  the  head  rotated  toward  the  left 
thigh.  This  seemed  to  result  from  the  continuous  presence  of 
the  body  of  the  child  in  the  left  oblique  diameter.  As  the  pa- 
tient was  strong  and  remarkably  well  developed,  birth  was 
rapid  and  without  assistance.  When  this  pelvis  was  examined 
by  palpation,  the  comparison  between  the  two  halves  of  the 
pelvic  cavity  was  very  striking.  The  right  was  distinctly  less 
spacious  than  the  left.  There  was  a  marked  shortening  of  the 
right  thigh,  but  the  patient's  general  health  and  development 
was  exceedingly  good.  • 

In  cases  of  pronounced  deformity  following  a  severe  injury 
or  important  lesion,  it  has  been  shown  by  Litzmann,  Winckel, 
and  others  that  the  affected  half  of  the  pelvis  is  pushed  out- 
ward in  disease  of  the  skeleton,  and  that  the  greater  contrac- 
tion is  apparently  upon  the  healthy  side.  This  can  only  be 
true,  however,  when  the  disease  which  is  present  is  such  as  to 
cause  unusual  softening  in  one  side  of  the  pelvis.  Litzmann's 
statement  that,  in  cases  in  which  the  function  of  one  lower  ex- 
tremity has  been  interfered  with  or  destroyed,  the  deformity 
affects  the  healthy  side,  is  not  easy  to  understand. 

The  prognosis  for  delivery  in  obliquely  contracted  pelvis, 
where  the  deformity  is  considerable,  is  very  bad.  Writers 
agree  in  forbidding  efforts  at  delivery  by  version  or  forceps 
where  the  deformity  is  considerable.  Winckel  reports  a  suc- 
cessful delivery  by  forceps  in  a  pelvis  not  highly  contracted, 
while  Lusk  induced  labor  at  twenty-nine  weeks  of  gestation  in 
an  obliquely  contracted  pelvis  and  delivered  by  version  a  child 
which  gasped  but  did  not  breathe.  In  high  grades  of  contrac- 
tion delivery  by  abdominal  section  is  always  indicated.  Sym- 
physeotomy is  not  available  in  these  cases,  because  the  opening 
of  the  pubic  joint  will  not  correct  the  deformity. 

The  cases  reported  serve  to  illustrate  the  pathology  of  the 
condition  and  its  influence  upon  the  mechanism  of  labor. 

250  South  Twenty- first  street. 


350  cook:  simulated  peritonitis  in 


SIMULATED  PERITONITIS   IN  AN   HYSTERICAL  WOMAN.' 


BY 

GEORGE   WYTHE  COOK,  M.D., 
Washington,  D.  C. 


The  protean  malady,  with  its  striking  vagaries,  is  a  most 
interesting  and  perhaps  the  most  curious  in  its  manifestations 
of  all  the  ailments  to  which  flesh  is  heir.  It  is  remarkable 
that  the  name  hysteria  has  been  so  long  retained  to  designate 
the  many  phenomena  that  are  classed  under  this  head,  when 
there  seems  to  be  not  the  slightest  relation  between  the  phe- 
nomena and  the  uterus  or  its  appendages.  Indeed,  we  not 
infrequently  see  cases  in  the  male  in  which  the  manifestations 
are  similar  to  those  occurring  in  the  female,  and  to  both  of 
which  the  name  hysteria  is  applied.  The  term  has  always 
Taeen  an  offensive  one,  and  if  its  application  could  be  limited  to 
those  cases  in  which  the  "generation  zone"  is  undoubtedly 
involved  it  would  conduce  to  simplicity  of  classification,  and 
efforts  at  cure  would  leave  untouched  the  female  generative 
organs,  that  have  been  so  often  needlessly  sacrificed,  and  the 
sting  of  an  opprobrious  epithet  would  be  much  less  frequently 
felt.  One  of  our  Fellows,  Dr.  A.  F.  A.  King,  has  graphically 
portrayed,  in  an  essay  before  this  Society,  the  condition  to 
which  the  term  hysteria  should  be  limited. 

The  case  which  I  shall  now  report  does  not  seem  to  involve 
the  "  generation  zone,"  but  is  clearly  one  of  those  that  would 
-ordinarily  be  denominated  hysteria;  and  without  venturing 
to  suggest  any  new  names,  it  may  not  be  inappropriate  to  give 
here  a  few  definitions  of  hysteria  taken  from  standard  authori- 
ties. 

T.  Buzzard,  in  Quain's  "Dictionary  of  Medicine,"  gives 
this  definition :  "  Hysteria  is  a  term  the  etymologj^  of  which 
is  misleading  and  had  best,  therefore,  be  disregarded.  It  is 
often  improperly  applied  to  cases  of  simple  malingering,  and 
others  which  do  not  admit  of  ready  explanation.  Its  use  is 
best  restricted  to  a  condition  of  the  nervous  system  fairly 
defined,    but  the  intimate  pathology  of  which  is  not  known, 

^  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
JSTovember  18,  1898. 
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characterized  by  the  occurrence  of  convulsive  seizures  and  by 
departures  from  normal  function  of  various  organs,  leading  to 
very  numerous  and  often  perplexing  symptoms.  These  are 
apt  to  simulate  those  commonly  arising  from  definite  alterations 
of  structure,  but  differ  from  the  latter  in  the  fact  that  they 
may  often,,  even  when  at  their  worst,  be  removed  instanta- 
neously, usually  under  the  influence  of  strong  emotion.  It 
would  seem  that  there  is  a  disturbed  or  congenitally  defective 
condition  of  the  cerebral  substance,  involving  in  all  cases  the 
highest  nervous  centres,  and  in  various  examples  extending 
more  or  less  also  to  some  of  those  which  preside  over  automatic 
phenomena." 

Foster's  ''Encyclopedic  Medical  Dictionary"  (1893)  says 
that  hysteria  is  "  a  functional  affection  of  the  nervous  system, 
which  is  almost  limited  to  women,  and  more  frequently  to 
young  unmarried  women  who  have  no  settled  occupation  or 
aim  in  life.  It  was  long  supposed  to  proceed  from  some  dis- 
turbance of  the  uterus  (hence  the  name).  Latterly  competent 
investigators  have  referred  the  source  of  the  trouble  to  the 
ovary.  Hammond  expresses  the  opinion  that  ungratified  sex- 
ual desire  is  not  an  exciting  cause.  The  affection  consists  in 
a  voluntary  or  involuntary  imitation  of  some  pathological 
condition,  and  the  field  covers  the  entire  range  of  diseases  sus- 
ceptible of  imitation.  No  lesion  of  the  brain,  spinal  cord,  or 
sympathetic  system  has  ever  been  found  to  account  for  the 
phenomena,  but  from  the  character  of  those  phenomena  Ham- 
mond claims  hysteria  as  a  cerebro- spinal  disease." 

Horatio  C.  Wood,  in  "  An  American  Text  Book  of  the 
Theory  and  Practice  of  Medicine,"  edited  by  William  Pepper 
(1893),  says  that  hysteria  is  "a  functional  disorder  of  the 
nervous  system,  characterized  by  depression  of  the  will  power, 
exaltation  of  the  emotional  nature,  and  an  infinitude  of  shift- 
ing, polymorphic  nervous  disturbances  more  or  less  clearly 
simulating  various  organic  diseases." 

C.  L.  Dana,  in  "Text  Book  of  Nervous  Diseases"  (1897, 
fourth  edition),  says:  "Hysteria  is  a  chronic  functional  dis- 
order characterized  by  nervous  crises  of  an  emotional,  convul- 
sive, or  other  nature,  and  by  an  interparoxysmal  state  in  which 
certain  marks  or  stigmata  are  present.  Hysteria  is  essentially 
a  psychosis,  and  the  dominant  symptoms  are  attributable  to 
disorder  of  the  cortical  areas  of  the  brain.  Its  components  are 
the  paroxysms,  or  'crises,'  as  they  are  called,  on  the  one  hand, 
and  the  peculiar  symptoms  of  an  interparoxysmal  state  on  the 
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other  hand.  The  disease  is  to  be  regarded  as  a  definite  one, 
having  a  certain,  as  yet  unknown,  pathological  basis  under- 
lying it.  The  use  of  the  word  should  be  much  more  restricted 
and  definite  than  has  hitherto  been  the  fashion." 
.--These  definitions  justify  the  designation  of  the  following 
case  as  one  of  simulated  peritonitis  in  an  hysterical  woman. 

Mrs.  J.  K.,  white,  age  26,  married,  mother  of  two  children, 
consulted  me  in  the  spring  of  1897,  complaining  of  nausea  and 
excessive  acidity  of  the  stomach.     Her  youngest  child  was  2 
years  old,  and  she  said  she  believed  she  was  again  pregnant, 
because  the  digestive  symptoms  were  such  as  she  had  experi- 
enced in  her  former  pregnancies.     It  turned  out,  however,  that 
she  was  mistaken.     The  nausea  and  acidity  continued,  and  in 
addition  she  said  she  had  several  times  vomited  blood.     There 
was  considerable  pain  in  the  epigastric  region,  which  was  much 
aggravated  on  pressure.     I  judged  the  condition  to  be  one  of 
peptic  ulcer,  and  instituted  treatment  which  seemed  to  relieve 
her.     She,  however,  became  pregnant  in  the  following  Sep- 
tember, when  her  gastric  symptoms  became  worse  again.     She 
miscarried  about  the  1st  of  November  and  had  considerable 
hemorrhage.     The  stomach  trouble  now  became  so  much  ex- 
aggerated that  she  was  unable  to  retain  anything.     She  had  to 
be  sustained  by  nutrient  enemata  for  two  weeks.     She  came 
very  near  to  death's  door,  but  finally  rallied  and  was  able  to 
take  nourishment   by  the  mouth,  and   for  a  time  improved 
rapidly.     But  the  gastric  trouble  returned,  and  she  seemed  to 
suffer  greatly  from  acidity.     She  took  very  little  food,  though 
she  was  not  as  much  emaciated  as  might  have  been  expected. 
Her  face  and  lips  were  of  good  color,  and  indeed  she  said  there 
was  too  much  blood  in  her  head  and  suggested  that  bleeding 
might  do  her  good.     She   said   that  she  had   several  times 
coughed  up  some  blood.     I  examined  her  lungs,  but  found  no 
evidence  of  disease  there.     Her  family  were  extremely  anxious 
about  her  and   suggested  that  she  be  sent  to  New  Mexico, 
where  a  friend  of  theirs  who  had  some  lung  trouble  had  been 
much  benefited.     It  seemed  to  me  almost  cruel  to  send  one  who 
was  so  weak  and  emaciated  on  so  long  a  journey  when  in  all 
probability  she  would  die  by  the  way.     They,  however,  were 
determined,  and  she  too  was  anxious  to  go,  so  her  husband 
took  her  to  Albuquerque  the  latter  part  of  May  this  year.     I 
heard   frequently  through   her  family  that  there  was  no  im- 
provement in  her  condition,  but  rather  that  she  was  worse,  and 
the  physician  under  whose  care  she  came  held  out  no  hope  of 
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I  do  not  think  any  operator  can  now  raise  any  argument  in 
favor  of  silk  or  silkworm  gut  nor  against  catgut  as  a  suture  or 
ligature.  Catgut  can  be  thoroughly  sterilized  without  dimin- 
ishing its  tensile  strength.  It  can  be  had  in  various  and  uni- 
form sizes.  It  is  as  reliable  as  kangaroo  tendon,  and  much 
better  because  it  is  round,  of  uniform  thickness,  and  can  be 
had  in  any  length.  It  is  much  cheaper  than  kangaroo  tendon. 
The  knot  of  catgut,  if  properly  tied,  will  hold  as  securely  as 
silk,  and  this  I  have  proved  by  its  use  in  several  hundred 
abdominal  and  plastic  operations.  Catgut  can  be  rendered 
absolutely  aseptic  and  still  be  strong.  Catgut  can  be  chromi- 
cized  to  any  degree  of  hardness  to  resist  absorption  for  almost 
any  period  desired  and  still  be  sterile  and  strong.  Any  mate- 
rial which  presents  these  advantages  cannot  fail  eventually  to 
be  the  chosen  one  by  all  operators  who  have  the  best  interests 
of  their  patients  at  heart  and  who  desire  to  bring  surgical 
technique  and  surgical  convalescence  as  nearly  to  the  ideal  as 
possible. 

With  these  few  thoughts  in  favor  of  catgut  as  a  ligature  and 
suture,  I  wish  to  pass  briefly  to  the  consideration  of  the  various 
methods  which  have  been  used  in  preparing  catgut.  All  meth- 
ods are  defective  which  have  for  the  basis  of  sterilization  of 
catgut  the  boiling  of  it  in  alcohol.  The  boiling  point  of  alcohol 
is  173°  F.,  and  catgut  cannot  be  sterilized  at  that  temperature 
even  in  alcohol.  Gut  thus  prepared  has  been  proved  far  too 
often  to  be  anything  but  sterile.  The  method  by  dry  steriliza- 
tion, consisting  in  raising  the  gut  gradually  in  a  drying  oven  to 
212°  to  220°  F.,  is  fairly  effectual,  but  the  tensile  strength  is 
liable  to  be  decreased;  there  are  liable  to  be  developed  brittle 
spots  which  render  it  weak  at  those  points.  Boiling  in  cumol 
whereby  the  gut  can  be  raised  to  250°  to  350°  F.,  is  a  reliable 
method,  so  far  as  sterilization  is  concerned.  It  is  a  very  par- 
ticular process  and  is  liable  to  accidents  which  may  spoil  the 
whole  batch  in  preparation.  The  details,  as  worked  out  in  my 
own  experience  with  it,  are  numerous.  I  used  gut  prepared  by 
this  method  for  nearly  two  years,  doing  it  all  myself,  and  I 
know  whereof  I  speak. 

The  method  now  known  as  the  formalin  process  is  the  sim- 
plest as  well  as  the  best  so  far  discovered.  I  have  prepared  all 
gut  for  the  past  two  years  in  this  way,  and,  as  a  result  of  con- 
siderable experience  with  it  and  the  quality  of  the  gut  so  pre- 
pared, \I  can  state  unqualifiedly  that  for  thorough  sterility, 
comDlete  tensile  strength,  and  ease  of  preparation  it  is  the 
33 
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given  at  once,  which  had  the  effect  of  producing  several  liquid 
movements.     The  distension  not  being  wholly  relieved,  I  di- 
rected some  three- grain  pills  of  asafetida,  one  to  be  given  three 
times  a  day.     The  next  morning  I  was  sent  for  hurriedly,  and 
found  her  suffering  a  good  deal  of  pain  and  the  abdomen  being 
much  distended.     I  gave  hypodermatically  one-quarter  of  a 
grain  of  sulphate  of  morphia  with  one  one-hundred-and-fiftieth 
of  atropia  and  directed  hot  applications  to  the  abdomen.     I 
called  again  in  the  afternoon  and  found  her  suffering  greatly 
and  vomiting.     The  abdomen  was  enormously  distended,  the 
legs  were  drawn  up,  and  pillows  were  placed  at  her  sides  to 
prevent  the  cover  from  touching  her  abdomen,  as  it  gave  her 
great  pain.     Her  face  was   somewhat  pinched;  the  pulse  was 
100  and  the  temperature   99°   F. — altogether  presenting  the 
picture  of  peritonitis,  except  that  the  pulse  was  not  as  small  and 
frequent  as  would  be  expected.     I  at  once  concluded  that  the- 
gastric  ulcer  which  I   supposed  had  existed  had  perforated 
and  that  peritonitis  was  present.     I  so  informed  the  family  and 
announced  that  nothing  but  opening  the  abdomen  could  save 
her,  and  that  even  that  would  give  her  only  a  slim  chance. 
The   patient  protested  and  said    she  would  rather  die  than 
have  an  operation.     In  the  evening,  however,  it  was  agreed 
that  I  might  bring  in  a  surgeon  to   see  her.     Dr.  John  Van 
Rensselaer  kindly  and  promptly  answered  my  summons.     After 
examining  the  case  he  agreed  that  there  was  a  peritonitis,  but 
thought  it  was  circumscribed,  and  suggested  that  the  pulse  was 
not  such  as  would  be  present  in  general  peritonitis,  though  all 
the  other  indications  were  present.     He  counselled  delay,  and 
advocated  the  continuance  of  the  morphia  and  suggested  the 
application  of  the  ice  bag  to  the  abdomen.     I  confess  I  was 
much  disappointed  at  these  suggestions,  as  I  thought  that  if 
any  hope  remained  for  the  woman  it  was  in  immediate  open- 
ing of  the  abdomen,  suturing  the  perforation,  and   washing 
out  the  peritoneal  cavity.     Certainly,    if   any  operation   was 
ever  to  be  done,  it  must  be  done  at  once. 

A  quarter  of  a  grain  of  morphia  sulphate  was  directed  to  be 
given  every  four  hours,  provided  it  did  not  stupefy,  and  the 
ice  bag  was  to  be  continuously  applied  to  the  abdomen.  The 
next  morning  we  saw  her  again.  The  pain  was  not  so  great, 
the  pulse  was  90,  the  temperature  99°  F.,  and  the  expres- 
sion of  her  face  better.  The  treatment  was  continued,  with  the 
addition  that  four  ounces  of  a  saturated  solution  of  sulphate 
of  magnesia  were  given  per  rectum.     This  latter  produced  two 
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liquid  movements.  I  saw  her  several  times  during  the  day, 
and  observing  that  her  condition  did  not  grow  worse,  but 
rather  better,  I  began  to  doubt  the  correctness  of  my  diagno- 
sis, and  at  the  next  morning's  consultation  suggested  the  possi- 
bility of  an  hysterical  condition.  In  this  suggestion  Dr.  Van 
Rensselaer  concurred.  In  examining  the  patient  a  little  later, 
I  observed  that  the  left  leg  was  rigidly  extended  and  the  toes 
of  that  foot  were  violently  flexed,  while  the  right  leg  was  drawn 
up  and  the  toes  of  that  foot  flexed,  though  not  so  strongly 
as  those  of  the  left  foot.  With  this  discovery  my  chagrin  was 
extreme.  An  enema  of  four  ounces  of  emulsion  of  asafetida 
dissipated  the  whole  thing.  Here  was  a  patient  who  apparent- 
ly was  suffering  from  a  violent  perforation  peritonitis,  her 
symptoms  and  previous  history  justifying  such  belief,  upon 
whom  I  was  anxious  to  have  one  of  the  gravest  operations 
known  to  surgery  done,  yet  she  was  for  the  time  being  cured 
by  an  enema  of  asafetida. 

You  may  say  that  a  little  more  diagnostic  skill  would  have 
obviated  any  such  mistake,  but  that  is  after- wisdom.  I  might 
cite  instances  in  which  distinguished  and  skilled  diagnosticians, 
both  medical  and  surgical,  have  been  deceived  by  the  simula- 
tions of  those  affected  with  the  curious  disease  we  call  hysteria 
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a  case  of  multiple  pregnancy. 


BY 

JENNIE  G.  DRENNAN,  M.D., 
Kingston,  Ont.,  Can. 


The  following  case  is  reported  with  the  hope  that  it  may  be 
of  interest  to  some  one,  even  if  to  no  other  than  the  statistician. 

Mrs.  H.,  set.  25,  was  a  strong,  healthy  woman.  On  October 
5,  1897,  at  10  p.m.,  I  was  called  to  attend  her  in  confinement. 
I  had  never  seen  her  before;  for,  being  one  of  those  easy-going 
women  who  slowly  drift  along  without  apprehending  any  dan- 
ger at  the  time  of  their  accouchement,  she  had  not  thought  it 
necessary  to  engage  a  doctor.  On  arriving  I  found  her  in 
labor,  which  had  commenced  about  8  that  evening.  While 
preparing  my  hands  to  make  a  vaginal  examination,  I  ascer- 
tained from  two  women  who  were  present  that  the  patient  had 
had  excellent  health  throughout  her  pregnancy,  but,  the  week 
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before,  had  fallen  downstairs.  From  this  fall  she  had  felt  no- 
inconvenience  save  a  few  bruises.  There  had  been  no  indica- 
tions of  abortion,  and  as  her  abdomen  was  so  much  distended 
they  thought  she  had  gone  her  full  time,  or  rather,  in  other 
words,  they  seemed  desirous  of  knowing  whether  I  considered 
it  a  full-term  pregnancy.  I  found  out  that  she  had  been  mar- 
ried the  preceding  March,  being  now  married  seven  months. 

Knowing  that  there  are  many  causes  which  would  lead  to 
distension  of  the  abdomen  besides  a  full-term  pregnancy,  I 
waited  until  I  had  made  my  vaginal  examination.  I  found 
the  OS  soft  and  partly  dilated,  and  a  mass  protruding  from  it 
which  had  a  rather  soft  feel,  with  here  and  there  a  hard  spot, 
as  if  I  were  touching  a  mass  of  small  bones  enclosed  in  a  soft 
sac.  Feeling  sure  it  would  be  delivered  in  a  short  time,  as  the 
OS  was  very  well  dilated  and  the  labor  pains  were  good,  and 
knowing  it  was  now  too  late  to'prevent  the  abortion,  I  let  Na- 
ture do  her  work,  being  ready  to  aid  her  if  the  slightest  indica- 
tion should  arise  for  doing  so.  This  protruding  mass,  which 
caused  me  some  uncertainty,  had  no  appearance  of  being  part 
of  a  full-term  fetus.  I  knew  it  was  not  a  placenta  previa,  as 
it  had  not  the  feel  of  placental  tissue,  unless  the  latter  had 
undergone  calcareous  degeneration.  It  did  not  impart  the  sen- 
sation of  being  the  elongated  pouch  of  membranes  in  a  breech 
presentation.  It  seemed  to  be  a  sac  containing  a  mass  of  small 
arms  and  legs,  and  I  was  led  to  conclude  it  was  an  abortion  of 
a  young  fetus:  but  then,  on  the  other  hand,  there  was  the 
much-distended  abdomen  and  the  suspicious  behavior  of  the 
attendants.  In  a  short  time  the  protruding  mass  was  expelled 
and  proved  to  have  been  the  presenting  portion  of  a  very  well- 
developed  fetus  of  five  months.  Just  after  its  expulsion  it 
gave  a  faint  sigh  or  quiver  and  then  remained  perfectly  life- 
less. On  passing  my  finger  up  the  cord  I  felt  another  protrud- 
ing mass,  which  was  not  the  placenta.  On  further  examina- 
tion an  arm,  which  was  perfectly  limp,  presented  and  came 
down  into  the  vagina.  At  once  I  knew  I  had  a  case  of  twins. 
As  the  uterus  was  by  this  time  inert,  and  as  the  second  fetus 
was  so  small,  I  hastened  its  delivery  by  digital  aid  and  deliv- 
ered a  very  small  fetus  of  the  same  age  as  the  former.  Much 
to  my  amazement,  this  was  followed  by  another  of  the  same 
size.  Both  were  flaccid  and  had  evidently  been  dead  for  some 
days.  Immediately  on  the  delivery  of  the  third  fetus  a  small 
placenta,  to  which  the  two  cords  of  the  last  two  fetuses  were 
attached,  was  expelled.     This  had  the  appearance  of  having 
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been  detached  from  the  uterine  wall  for  some  time.  It  had  no 
signs  of  being  a  functionating  placenta.  It  was  shrivelled 
and  the  two  cords  were  thin  and  collapsed.  I  now  directed 
my  attention  to  the  delivery  of  the  placenta  of  the  first  fetus, 
feeling  convinced  that  there  was  not  another  to  follow.  By  this 
time  the  uterus  appeared  to  be  perfectly  inert.  After  trying 
to  excite  it  by  applying  friction  to  the  fundus  and  holding  the 
cord  tense,  I  placed  her  in  the  lithotomy  position  and  passed 
my  hand  and  arm  up  the  vagina  to  the  uterus,  and  withdrew 
from  the  uterine  cavity  a  good-sized,  healthy  placenta.  I 
worked  under  great  disadvantages,  owing  to  the  large  size  of 
the  woman,  her  great  muscular  strength,  the  fact  of  her  lying 
on  a  feather  bed  and  the  bedstead  being  one  of  those  low  ones, 
the  abomination  of  every  obstetrician.  After  this  the  uterus 
contracted,  no  hemorrhage  took  place,  and  the  patient  made  an 
excellent  recovery  and  was  delivered  of  a  healthy  boy  on  No" 
vember  13,  1898,  just  thirteen  months  and  eight  days  after  the 
abortion. 

By  the  fall  which  this  patient  met  with,  the  placenta  supply- 
ing the  two  smaller  fetuses  was  affected;  deprived  of  their 
necessary  blood  supply,  they  died,  and  they,  together  with  the 
placenta,  acted  as  a  foreign  body,  which  Nature  cast  off,  and 
along  with  them  the  healthy  fetus  was  also  expelled.  As  its 
placenta  was  in  a  perfect  condition  and  the  uterus  had  become 
inert,  its  expulsion  was  delayed.  The  healthy  fetus,  being 
heavier  than  the  others,  gravitated  to  the  lower  pole  of  the  ute- 
rine cavity  and  thus  was  delivered  first.  The  abortion  not  be- 
ing prolonged,  and  no  germs  having  access  to  the  uterine 
cavity,  putrefaction  did  not  take  place,  and,  as  all  examinations 
and  manual  force  had  been  conducted  aseptically,  no  symptoms 
of  sepsis  developed. 

The  occurrence  of  the  two  placentae  for  the  three  fetuses  is, 
according  to  Lusk,'  the  usual  state  of  affairs.  In  triplets  it  is 
common  to  find  one  child  derived  from  an  independent  ovum 
-and  two  from  a  single  ovum.     These  were  all  males. 

201  Brock  street. 

'  Lusk:  "  Science  and  Art  of  Midwifery,"'  1893. 


358         TRANSACTIONS   OF   THE   SECTION   ON   GYNECOLOGY^ 


TRANSACTIONS  OF  THE  SECTION  ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Stated  Meeting,  January  19,  1899. 
Dr.  John  C.  Da  Costa  in  the  Chair. 
Dr.  J.  M.  Baldy  read  a  paper  entitled 

HYSTERECTOMY   FOLLOWING  DOUBLE   OVARIOTOMY   FOR 
MALIGNANT   ADENOMA.' 

Dr.  Charles  P.  Noble. — Dr.  Baldy's  paper,  of  course,  is 
on  the  general  subject  of  the  wisdom  of  removing  the  uterus 
together  with  the  appendages  as  a  primary  operation,  and 
the  special  argument  is,  if  this  is  not  done,  that  at  some 
subsequent  period  the  uterus  may  become  the  seat  of  cancer. 
Speaking  as  to  the  general  question,  Dr.  Baldy  may  remember 
that  when  this  proposition  was  first  broached  it  did  not  appeal 
to  me — that  is,  it  seemed  to  me  unnecessaril}"  complicating  the 
operation  to  do  hysterectomy  subsequent  to  the  salpingo- 
oophorectomy — and  the  reason  it  did  not  appeal  to  me  was 
because  my  experience  had  shown  that  the  arguments  in  favor 
of  the  method  were  not  altogether  sound;  that  is,  my  experi- 
ence had  been  that  there  were  very  few  women  in  whom,  when 
the  uterus  had  been  left,  it  proved  to  be  the  source  of  bad 
symptoms  afterward;  but  as  we  did  hysterectomy  more  and 
more  and  found  it  a  simple  operation,  it  has  been  my  custom 
to  remove  the  uterus  whenever  I  have  taken  out  both  appen- 
dages for  inflammatory  conditions.  If  we  do  not  remove  the 
uterus  after  removing  the  appendages  we  certainly  leave  more 
or  less  (and  usually  more  than  less)  of  the  posterior  surface  of 
the  broad  ligament  and  Douglas'  pouch  raw,  where  the  adhe- 
sions have  been  broken  up,  and  the  posterior  wall  of  the  uterus 
is  in  a  condition  favorable  for  the  formation  of  intestinal  adhe- 
sions. On  the  other  hand,  if  we  take  out  the  uterus  the  broad 
ligaments  melt  down  and  we  leave  a  comparatively  healthy 
pelvis  and  lessen  the  chances  of  intestinal  adhesions.  Hemor- 
rhage is  also  better  controlled.  The  position  which  Dr.  Baldy 
took  to-night  is  so'ind,  but  if  we  were  to  accept  that  as  a  very 
strong  reason  for  doing  hysterectomy  we  would  have  to  aban- 
don the  method  we  both  use  of  amputating  the  uterus  at  the 
internal  os,  and  resort  instead  to  panhysterectomy. 

Dr.  Baldy. — In  reply  to  Dr.  Noble's  remarks  I  would  say 
that  I  present  my  suggestions  as  one  phase  of  the  subject, 
without  having  dealt  with  the  other  classifications  for  which 
the  operation  may  be  done,  some  of  the  reasons  for  which  are 

'  See  original  article,  p.  342. 
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well  advanced  by  Dr.  Noble.  It  goes  without  saying  that  the 
uterus  is  an  absolutely  worthless  organ  in  a  woman's  body 
where  the  appendages  have  been  removed.  If  even  one  piece 
of  the  ovary  could  be  left  it  would  be  another  question. 

Dr.  Barton  C.  Hirst  read  a  paper  on 

A   METHOD   OF   PREPARING   CATGUT.' 

Dr.  John  B.  Shober. — I  have  been  very  much  interested 
in  Dr.  Hirst's  work,  and  have  profited  by  his  experiments  in 
the  Howard  Hospital,  where  he  has  been  using  this  method  of 
preparing  catgut,  and  I  wish  here  to  congratulate  him  upon 
the  success  of  his  work  in  this  direction.  The  catgut  is  cer- 
tainly the  best  that  I  have  ever  used.  It  is  strong,  pliable, 
very  easily  handled,  and  it  lasts  the  length  of  time  which  is 
claimed  for  it.  Dr.  Hirst  did  not  mention  a  fact  which  ac- 
counts for  the  success  obtained — namel}^  that  the  metal  cyl- 
inder in  which  the  gut  is  boiled  is  hermetically  sealed  and 
prevents  the  steam  from  gaining  access  to  the  fluid  in  which 
the  catgut  is  placed.  I  think  that  in  the  first  experiments 
glass  screw-cap  cylinders  were  used,  and  it  was  found  that  the 
gut  broke  easily.  This  was  due  to  the  steam  finding  its  way 
to  the  catgut  during  the  process  of  boiling  under  pressure. 

Dr.  Noble. — Very  much  that  Dr.  Hirst  said,  of  course,  we 
all  agree  with,  but  my  experience  has  been  that  some  things  he 
said  are  perhaps  a  matter  of  individual  experience.  I  have 
been  using  cumol  catgut  for  four  years,  and  I  would  say 
that  it  is  perfectly  satisfactory  and  that  it  is  just  as  easy  to 
prepare  as  when  done  by  the  method  which  Dr.  Hirst  has 
mentioned,  and  is  not  handled  nearly  as  much.  In  fact,  after 
the  sterilizing  it  is  not  handled  at  all  except  with  the  sterilized 
forceps.  So,  from  the  standpoint  of  possible  contamination,  it 
would  be  even  less  liable  to  contamination  than  by  the  method 
which  he  has  outlined.  The  cumol  method  gives  a  perfectly 
aseptic  gut,  the  temperature  in  which  it  is  boiled,  about  350° 
F.,  being  destructive  of  all  germs;  so,  from  the  point  of  practi- 
cal experience  with  it,  I  can  say  that  having  used  cumol  for 
four  years  I  never  saw  it  cause  suppuration. 

As  to  the  use  of  suture  material  in  various  parts  of  the  body, 
I  have  used  both  cumol  catgut  and  chromicized  catgut,  and  I 
have  never  seen  chromicized  catgut  suppurate  and  have  never 
had  to  take  out  a  single  catgut  suture.  So  that  the  question  of 
being  troubled  with  suppuration  seems  to  me  purely  a  question 
of  the  way  we  deal  with  the  cases. 

As  to  the  various  methods  of  closing  the  abdominal  wound, 
I  have  talked  about  that  subject  a  good  many  times,  and  I 
may  say  that  about  a  year  ago — not  because  I  had  had  any 
bad  results  with  buried  permanent  sutures,  but  because 
it  seemed  that  the  pressure  from  a  buried  permanent  suture 
would  weaken  the  cicatrix  by  pressure  atrophy — I  thought  I 
would  for  a  time  use  chromicized  catgut,  which  I  have  done 
■  See  original  article,  p.  340. 


360         TRANSACTIONS  OF  THE   SECTION   ON   GYNECOLOGY, 

for  the  last  year;  and  I  am  sorry  to  report  that  whereas  in  six 
years  I  had  but  two  hernias,  in  the  past  year  I  have  had  two 
hernias  in  cases  that  didn't  suppurate.  However,  one  woman 
was  anemic,  and  the  other  one  resumed  her  household  duties 
early  and  has  worked  very  hard  since  the  operation,  conse- 
quently the  result  may  pertain  to  the  woman  rather  than  to 
the  catgut. 

Dr.  J,  M.  Baldy. — It  is  always  a  matter  of  surprise  to  me 
that  so  many  different  methods  are  quoted  by  so  many  good 
men.  One  explanation  is,  I  think,  that  they  are  all  satisfac- 
tory and  it  is  a  matter  of  individual  preference  and  individual 
ease  of  preparation — that  is,  what  one  is  in  the  habit  of  doing 
is  the  easiest  and  best.  I  never  use  any  suture  material  in 
the  abdomen  excepting  catgut,  and  I  have  yet  to  see  the  first 
piece  of  catgut  suppurate  during  six  years'  use.  The  whole 
truth  is  that  all  the  methods  are  good  and  accomplish  the  same 
results,  and  where  they  do  not  it  is  the  fault  of  the  man  who 
places  the  catgut.  It  is  like  the  old  method  of  cleansing  the 
hands  by  soap  and  water  and  bichloride  of  mercury — you  can 
scrape  the  hands  and  cultivate  bacteria.  Nevertheless,  in  spite 
of  this,  this  method  of  cleansing  is  eminently  satisfactory  and 
I  always  use  it.  If  bacteria  are  there  they  are  certainly  harm- 
less and  I  care  not  for  them.  I  am  becoming  more  and  more 
disinclined  to  pay  attention  to  the  laboratorj^  dictum  when 
practical  results  are  practically  perfect.  There  is  certainly 
something  wrong  with  the  laboratory  workers. 

Dr.  John  B.  Deaver. — I  must  confess  that  I  agree  with 
Dr.  Baldy  to  a  great  extent.  I  am  pleased  with  the  report  of 
Dr.  Hirst.  The  very  fact  that  he  has  used  it  with  the  success 
he  has  would  lead  me  to  use  it  without  hesitation.  The  gut  I 
use  is  prepared  in  the  German  Hospital  by  dry  sterilization. 
We  use  the  German  catgut.  I  am  convinced  that  the  success 
of  the  gut  is  dependent  largely  upon  general  cleanliness.  I 
use  silk  almost  entirely  in  the  abdominal  cavity.  I  hesitate  to 
tie  omentum,  strong  adhesions,  etc.,  with  catgut,  particularly  in 
advanced  life,  on  account  of  the  atheromatous  change  in  the 
vessels.  I  have  seen  cases  of  hemorrhage  consequent  upon 
suppuration  from  this  atheromatous  change. 

As  to  the  question  of  the  bacteriological  side  of  it,  I  differ 
relative  to  that.  It  is  my  practice,  more  for  the  purpose  of 
keeping  the  nurses  and  attendants  clean,  to  have  a  bacterio- 
logical examination  made  daily.  I  have  my  hands  examined 
before  I  operate,  and,  with  one  exception,  the  bacteriologist 
has  failed  to  grow  cultures.  What  the  form  of  bacterium  is  I 
do  not  know,  but  I  am  sure  it  is  not  a  pyogenic  organism. 

As  to  the  question  of  buried  silver  wire,  I  agree  with  Dr. 
Hirst.  Nevertheless  it  is  quite  a  good  deal  as  Dr.  Baldj"  also 
said:  you  acquire  certain  practices  and  are  apt  to  adhere  to 
them.  In  speaking  of  buried  sutures,  I  would  like  to  ask  the 
gentlemen  if  they  have  noticed  any  difference,  so  far  as  subse- 
quent condition  is  concerned,  between  suture  of  the  inguinal 
canal  and  of  the  linea  alba. 
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Dr.  Noble. — I  have  done  125  Alexander  and  hernia  opera- 
tions in  the  inguinal  canal,  and  never  had  one  suppurate.  In 
one  case  which  I  started  and  an  assistant  finished,  the  skin 
opened  up,  but  it  did  not  suppurate  down  to  the  inguinal  canal. 

Dr.  H.  D.  Beyea. — The  catgut  which  we  use  at  the  Gyne- 
cean  Hospital  is  prepared  by  putting  it  first  in  ether,  then  in  a 
bichloride  solution  of  1  :  5000,  next  into  juniper  oil  for  seven  or 
eight  days,  then  it  is  put  again  into  the  bichloride  and  after- 
ward into  alcohol.  With  Dr.  Baldy  and  Dr.  Shober  I  have 
used  this  catgut  in  quite  a  large  number  of  cases  and  have 
never  seen  it  suppurate.  We  are  using  the  same  catgut  at  the 
University  Hospital  and  have  had  no  suppurations  there. 

Dr.  John  C.  Da  Costa  — Most  of  the  discussion  has  been 
with  reference  to  the  sterilization  of  catgut  by  the  hospital 
apparatus.  I  would  like  to  hear  some  suggestion  as  to 
sterilization  of  catgut  to  be  done  by  a  physician  with  the  ordi- 
nary home  appliances.  The  high  temperature  for  Dr.  Hirst's 
preparation,  and  that  required  for  the  cumol  catgut,  can  only 
be  had  in  a  hospital  or  in  a  special  apparatus.  There  are  a  good 
many  able  surgeons  who  have  not  these  things  and  cannot 
afford  to  purchase  them.  A  method  by  which  I  have  gotten 
good  results  is  to  first  soak  the  catgut  for  twenty- four  hours 
in  a  1  :  1000  bichloride  solution  ;  this  loosens  up  the  gut  and 
enables  the  ether  or  benzine  to  dissolve  the  fat  more  read- 
ily. It  is  then  put  into  benzine  or  ether  until  the  fat  is  dis- 
solved out,  and  then  put  and  kept  in  a  1  :  4000  solution  made  of 
one  part  corrosive  sublimate  in  1000  of  distilled  water  and  3000 
of  alcohol. 

Lately  I  have  used  a  catgut  prepared  by  a  bichloride  of  palla- 
dium solution.  Experiments  have  been  made  with  this  bichlo- 
ride, the  strength  of  which  was  1  to  20,000  or  30,000,  and  it  was 
found  to  destroy  all  germs.  With  that  catgut  I  ran  a  series  of 
cases,  some  three  years  ago,  of  over  thirty  celiotomies  without 
any  trouble. 

Dr.  Hirst. — I  have  little  to  add,  except  that  my  past  expe- 
rience with  other  catguts  has  convinced  me  of  the  superiority 
of  catgut  prepared  as  I  have  suggested. 

Dr.  Noble's  statement  that  cumol  catgut  is  handled  less  than 
mine  is  inaccurate.  It  is  not  handled,  after  its  sterilization  in 
alcohol,  until  it  is  used  in  the  operation.  It  is  my  experience 
that,  in  addition  to  being  handled,  the  preparation  of  the  cumol 
catgut  has  the  disadvantage  of  being  exceedingly  troublesome. 
Chromicized  catgut  will  last  a  long  time  in  the  tissues,  usually 
much  too  long,  and  is  not  to  be  relied  upon  under  certain  cir- 
cumstances. 

Dr.  Baldy  has  spoken  in  favor  of  catgut  prepared  by  immer- 
sion in  juniper  oil  and  boiling  in  alcohol  without  pressure.  Be- 
cause he  has  gone  six  years  without  an  accident  with  it,  is  no 
guarantee  that  he  may  not  have  a  dozen  cases  of  infection  and 
suppuration  from  it  next  week.  There  were  a  number  of 
infections  and  several  deaths  in  the  Johns  Hopkins  Hospital 
in  a  single  week  which  they  attributed  to  their  catgut.     Dr. 
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Baldy  may  get  a  similar  lot  of  infected  catgut  to-morrow  which 
his  process  will  not  sterilize.  If  so,  he  will  feel  very  differently 
on  the  subject.  The  juniper-oil  gut  boiled  in  alcohol  without 
pressure  is  not  necessarily  sterile. 

Some  of  the  statements  in  regard  to  suppuration  of  wounds 
strike  me  as  a  little  ill-considered.  I  cannot  believe  that  the 
gentlemen  who  have  taken  part  in  the  discussion  mean  to  say 
they  have  never  had  suppurating  abdominal  wounds.  They 
surely  have  seen  abdominal  wounds  suppurate  occasionally,  and 
it  is  not  easy  to  say  to  what  that  suppuration  was  due,  whether 
it  came  from  the  catgut  or  from  some  other  cause.  It  might 
easily  have  depended  on  faulty  methods  of  sterilizing  the  cat- 
gut. This  is  indisputably  one  source  of  infection,  so  that  we 
cannot  be  too  careful  in  securing  absolute  sterilization  of  our 
catgut.  Because  we  ha,ve  been  fairly  well  satisfied  with  older 
methods  is  no  reason  why  we  should  not  use  a  method  shown  to 
be  more  certain  in  its  bacteriological  results. 

A  paper  by  Dr.  E.  P.  Davis,  entitled 

TWO     CASES  OF  OBLIQUELY     CONTRACTED    PELVIS     WITH   AB- 
NORMAL  MECHANISM   OF   LABOR,' 

was  read  by  title. 
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fleeting  of  November  4,  1898. 

The  President,  T.  C.  Smith,  M.D.,  in  the  Chair. 

Dr.  I.  S.  Stone  presented  a  specimen  and  gave  the  history 
of  a  case  of 

TUBAL   hemorrhage 

which  appeared  to  have  undergone  encystment.  The  speci- 
men when  removed  was  about  the  size  of  a  small  orange,  was 
oval  in  shape,  and  appeared  to  be  a  sac  filled  with  blood  clot. 
This  specimen  was  attached  posterior  to  the  uterus  and  right 
broad  ligament.  The  fimbria  of  the  tube  was  attached  to  the 
border  of  an  opening  in  the  sac,  giving  the  specimen  the  appear- 
ance of  a  tubo-ovarian  cj^st.  The  sac  was  not  composed  of 
ovarian  tissue,  because  the  corresponding  ovary  was  quite  nor- 
mal. The  patient,  a  woman  27  years  of  age.  had  been  suf- 
fering for  several  months  from  pain  in  the  region  of  the  right 
ovary,  which  led  her  to  consult  the  reporter,  when  the  diagno- 
sis of  tubal  or  ovarian  disease  was  made.  The  contents  of  the 
sac  appeared  to  be  rather  well-organized  blood  clot,  and  at  first 
examination  the  reporter  thought  it  a  case  of  tubal  pregnancy. 
It  may  have  been  a  tubal  abortion,  but  we  know  that  no  pla- 

»  See  original  article,  p.  346. 
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centa  was  found,  and  hence  there  is  no  proof  that  this  is  other 
than  merely  an  encysted  blood  clot.  Just  here  we  claim  that 
a  fetus  can  grow  in  such  a  sac  and  that  such  cases  are  called 
broad-ligament  extrauterine  pregnancies.  The  patient  recov- 
ered without  incident. 

Dr.  Stone  also  reported  a  case  of 

SEPSIS   FOLLOWING   SUSPENSIO   UTERI,    CURETTEMENT,    AND 
TRACHELORRHAPHY. 

The  patient  was  a  married  woman,  a  multipara,  who  was  sent 
to  the  hospital  for  the  above  operations  and  who  presented  no 
septic  symptoms  when  the  operations  were  performed.  About 
three  days  after  the  date  of  operation  severe  sepsis  occurred, 
which  proved  rapidly  fatal  in  nine  days.  Due  care  was  exer- 
cised in  the  preparation  of  the  patient,  and  all  materials  and  in- 
struments used  were  supposed  to  be  sterile.  As  the  postmortem 
examination  clearly  showed  the  sepsis  to  have  extended  from 
the  uterus,  the  cause  of  death  could  in  no  way  be  attributed  to 
the  peritoneal  opening.  Operations  on  other  patients  previous 
to,  and  immediately  succeeding,  this  one,  and  performed  by  the 
same  persons,  and  using  the  same  instruments  and  materials 
(sutures,  etc.),  were  followed  by  no  untoward  results  in  any 
particular.  Hence  we  find  it  difficult  to  explain  how  septic  in- 
fection occurred.  The  patient  presented  no  symptoms  of  peri- 
tonitis, nor  was  there  bowel  obstruction  or  tympanites,  vomit- 
ing, etc.  At  the  autopsy,  in  addition  to  septic  metritis,  the 
spleen,  langs,  and  pleura  were  large,  edematous,  and  easily 
broken.  The  lungs  and  liver  were  both  congested,  and  the 
pleural  cavities  contained  a  considerable  amount  of  fluid.  The 
urine  before  death  contained  blood  and  albumin,  and  the  kid- 
neys were  greatly  swollen  and  congested.  Just  when  the 
patient  was  infected  we  do  not  know,  but  after  infection  began 
she  presented  all  the  characteristic  symptoms  of  severe  sys- 
temic intoxication,  such  as  stupor,  etc.,  without  pain  or  symp- 
toms of  peritoneal  infection.  The  case  is  mentioned  to  show 
what  may  occur  with  our  best  care  and  in  spite  of  all  known 
preventives. 

Dr.  H.  L.  E.  Johnson  said  the  specimen  of  the  blood  cyst 
was  a  fac-simile  of  one  he  had  seen  at  the  Columbia  Hospital 
post  mortem,  the  patient  having  died  of  septicemia.  The  spe- 
cimen was  destroyed  by  mistake  and  a  diagnosis  not  made.  A 
diagnosis  of  abscess  of  the  liver  had  been  made,  but  the  fluctu- 
ation was  found  to  be  a  displaced  gall  bladder. 

Dr.  J.  Wesley  Bovee  asked  the  exact  location  of  the 
specimen. 

Dr.  Stone  answered:  At  the  extreme  end  of  the  tube,  at- 
tached to  the  fimbriae. 

Dr.  Bovee  (continuing)  said  that  it  looked  like  tubal  abor- 
tion .  It  appeared  as  though  it  had  been  forced  out  of  the  tube 
and  gone  on  developing.  The  matter  of  hemorrhage  from  the 
tube  was  not  much  studied  until  extrauterine  fetation  engaged 
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the  minds  of  the  profession.  We  can  have  hemorrhage  from 
the  tube,  and  it  will  become  encysted.  The  Germans  talk 
of  tubal  menstruation.  Kehrer  says  the  ligatures  should  be 
placed  near  the  fimbriated  extremity  in  tying  the  tube  to  pre- 
vent conception,  so  the  menstrual  blood  will  not  flow  into 
the  abdomen.  The  infected  peritoneum  in  Dr.  Stone's  case 
was  probably  from  the  catgut  and  was  not  enough  to  cause  the 
general  infection,  which  may  have  come  from  the  uterus 
through  the  broad  ligaments.  We  should  not  tell  patients  that 
any  operation  is  not  dangerous,  as  untoward  results  will  some- 
times happen. 

Dr.  John  Van  Rensselaer  spoke  of  a  case  of  septic  poi- 
soning that  had  died  on  the  fourteenth  day  from  lockjaw. 

Dr.  H.  L.  E.  Johnson  spoke  of  a  case  that  died  after  a 
perineorrhaphy.  He  had  done  a  trachelorrhaphy,  and  after- 
ward she  became  pregnant  and  was  delivered,  and  another 
surgeon  did  the  perineum  operation. 

Dr.  Balloch  asked  from  whence  did  the  infection  come. 
Every  precaution  seems  to  have  been  taken;  could  not  a  nurse 
have  introduced  the  poison  on  a  douche  nozzle  or  otherwise  ? 
Would  not  a  sepsis  begun  at  the  time  of  the  operation  develop 
more  rapidly  ? 


Meeting  of  November  18,  1898. 
The  President,  T.  C.  Smith,  M.D.,  in  the  Chair. 

Dr.  I.  S.  Stone  showed  a  slide  of  the  blood  cyst  exhibited 
at  the  last  meeting,  showing  an  organization  of  a  sac  wall. 

Dr.  H.  L.  E.  Johnson  showed  a  small  polyp  taken  from 
the  female  urethra.  It  was  situated  about  a  fourth  of  an  inch 
within  the  meatus,  unlike  the  caruncle. 

Dr.  G.  Wythe  Cook  read  the  paper  of  the  evening,  entitled 

SIMULATED   PERITONITIS   IN   AN  HYSTERICAL   WOMAN.' 

Dr.  John  Van  Rensselaer  opened  the  discussion.  This 
was  a  remarkable  case.  His  diagnosis  when  he  first  saw  her 
was  not  hysteria,  for  she  had  all  the  signs  of  peritonitis,  as 
abdominal  tenderness,  though  the  expression  of  the  face  and  the 
character  of  the  pulse  and  the  temperature  made  him  hesitate 
to  operate.  The  lower  abdomen  was  soft  and  the  upper  hard. 
The  next  morning  he  was  a  little  more  doubtful,  and  then 
noticed  the  condition  of  the  leg  and  foot. 

Dr.  J.  Wesley  Bovee  said  he  often  found  the  abdomen  dis- 
tended and  symptoms  like  Dr.  Cook's  case  after  abdominal  sec- 
tion, which  disappear  after  the  bowels  are  well  moved.  Some 
nurses  understand  this  and  know  when  the  gas  has  been  removed 
and  the  bowels  opened  the  nervous  symptoms  will  diappear. 

Dr.  W.  p.  Carr  said  these  nervous  phenomena  were  not 
confined  to  abdominal  operations.  He  had  seen  the  same  symp- 
toms after  herniotomy  and  amputation  of  limbs.  We  may 
have  a  peritonitis    not    septic,    from   chemical   poisoning  or 

'  See  original  article,  p.  350. 
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ptomaines  from  germs  passing  through  the  intestinal  canal. 
Some  may  have  been  absorbed  in  Dr.  Cook's  case.  In  nervous 
women  with  a  tendency  to  hysteria,  symptoms  of  peritonitis 
would  be  exaggerated,  and  Dr.  Carr  asked  if  the  gastric  symp- 
toms might  not  have  been  from  hysteria.  Many  nervous 
women  have  a  poor  digestion. 

Dr.  I.  S.  Stone  said  he  was  greatly  interested  in  Dr.  Cook's 
case,  and  it  would  be  better  if  we  all  reported  more  like  it.  He 
cited  a  case  that  had  come  under  his  observation,  twenty  years 
ago,  of  a  patient  suffering  with  what  appeared  to  be  ulcer  of 
the  stomach,  who  entirely  recovered  after  eating  of  some  very 
indigestible  dish  which  had  been  forbidden  her.  Since  opening 
more  abdomens  he  had  seen  more  ulcerations  and  perforations 
and  their  results.  Five  years  ago  he  opened  an  abdomen  with 
all  the  signs  of  extrauterine  pregnancy;  blood  spurted  out  on  all 
sides,  but  no  lesion  was  found.  To-day  he  opened  an  abdomen 
and  about  twenty  ounces  of  fluid  blood  gushed  out;  there  was  a 
cancer  of  the  liver  beginning,  and  deposits  in  the  mesentery; 
the  gall  bladder  contained  a  calculus.  The  blood  could  not 
have  come  from  the  cancerous  organs  or  by  capillary  oozing  ; 
may  it  not  have  come  from  some  ulcer  ?  He  thought  we  should 
consider  ulcer  of  the  stomach  or  intestine. 

Dr.  H.  L.  E.  Johnson  said  that  in  1884  he  had  seen  a  case 
of  hysterical  knee  with  Dr.  Murphj'".  Several  distinguishied 
men  from  other  cities  saw  the  case  and  advised  operation,  not 
recognizing  the  true  condition.  Dr.  Johnson  cited  another  case 
at  Columbia  Hospital.  Dr.  Cuthbert  had  reported  a  mitral 
murmur;  he  failed  to  find  it,  though  the  next  day  it  was  plainly 
apparent  and  reappeared  at  intervals. 

Dr.  W.  S.  Bowen  said  there  was  another  side  in  the  diag- 
nosis of  organic  or  hysterical  diseases,  viz.,  not  to  call  a  real 
disease  hysteria,  and  he  cited  the  case  of  a  patient  who  at 
times  complained  of  a  peculiar  feeling  in  the  right  side  of  the 
head.  This  was  thought  by  her  physicians  who  had  attended 
her  previously,  and  by  her  family,  to  be  nervous.  Suddenly 
she  became  paralyzed,  and  died  in  a  half-hour,  after  one  of 
these  peculiar  feelings. 

Dr.  G.  Wythe  Cook  said  that  he  had  made  a  diagnosis  of 
gastric  ulcer,  which  he  believed  was  correct,  and  it  was  strongly 
fixed  in  his  mind,  so  that  when  such  striking  symptoms  of  peri- 
tonitis were  present  he  felt  sure  that  perforation  had  taken 
place.  He  had  no  doubt  that  if  the  patient  had  been  in  a  hos- 
pital, where  all  the  conveniences  of  operating  were  present,  the 
abdomen  would  have  been  opened  with  a  view  of  closing  the 
supposed  perforation,  which  procedure  would  have  been  justi- 
fiable with  the  clinical  picture  present  in  the  case.  Certainly,  if 
a  peritonitis  existed  as  a  result  of  gastric  perforation,  purga- 
tives would  not  have  been  indicated.  His  opinion  now  was 
that  no  peritonitis  was  present  in  the  case  and  that  it  was  en- 
tirely simulated.  It  had  been  reported  to  him  that  she  had 
had  several  fainting  spells,  but  he  had  attributed  them  to 
weakness.  The  first  indication  he  had  seen  of  hysteria  was  the 
rigidity  of  the  legs  and  feet  as  described. 
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Meeting  of  December  IS,  1898. 
The  President,  J.  Whitridge  Williams,  in  the  Chair. 

POST-OPERATIVE   INSANITY.* 

By  Dr.  George  H.  Rohe. 

POST-OPERATIVE   INSANITIES    AND   UNDETECTED     TENDENCIES 
TO   MENTAL  DISEASE.  ° 

By  Dr.  Henry  M.  Hurd. 

Dr.  E.  N.  Brush. — Dr.  Rohe  and  Dr.  Hurd  have  both 
given  you  the  impression  that  there  are  doubts  in  the  minds 
of  psychiatrists  as  to  whether  there  is  a  true  post-operative  in- 
sanity, cUnically.  I  agree  most  thoroughly  with  what  they 
have  said.  There  are  no  symptoms  in  a  given  case  that  would 
lead  any  one  to  say  of  the  patient,  if  unfamiliar  with  the  his- 
tory, that  this  is  a  case  of  post-operative  insanity.  Dr.  Robe 
has  clearly  laid  before  us  what  is  commonly  recognized  as  the 
clinical  manifestations  of  psychoses  following  operations  and 
psychoses  following  infections  without  operation.  I  agree  with 
him  that  the  majority  of  insanities  following  operations  are  due 
to  some  form  of  infection.  That  there  are  some  cases,  how- 
ever, that  are  due  to  shock  I  think  is  true,  and  that  there  are 
some  cases  due  to  the  effect  of  operation  per  se  I  think  we  can 
also  conjecture  as  being  true. 

We  can  easily  picture  in  our  minds  a  case  of  the  type  Dr. 
Hurd  has  described,  who,  at  the  end  of  many  importunities  or 
as  a  last  resort,  has  had  an  operation  performed.  The  patient 
enters  upon  the  operation  with  more  or  less  dread  of  it  and 
with  the  possibibty  of  its  being  a  failure,  and  the  relief  from 
the  strain  following  the  operation  may  sometimes,  as  we  are 
told  that  joy  occasionally  kills,  upset  a  mind  already  predis- 
posed to  mental  disturbance. 

I  have  seen  enough  of  surgery  to  know  that  post-operative 
delirium,  such  as  I  used  to  see,  has  practically  gone  out  of  ex- 
istence, but  I  think  I  have  seen  within  the  last  ten  years  as 
many  cases  of  insanitj'^  following  operations  as  I  saw  in  the 
previous  ten-year  period.  Whether  this  is  because  the  major- 
ity of  cases  which  I  have  seen  within  the  last  ten  years  were 
drawn  from  two  populous  cities  where  there  are  many  sur- 
geons, gynecological  and  otherwise,  I  am  unable  to  say. 

I  do  not  know  that  I  can  agree  fully  with  what  Dr.  Rohe 

'See  original  article,  p.  324.  »  See  original  article,  p.  331. 
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says,  if  I  understand  him  correctly  that  the  removal  of  the 
ovaries  is  not  a  known  cause  of  insanity.  I  think  I  have  seen 
a  few  such  cases. 

I  am  glad  that  Dr.  Rohe  emphasized  in  his  paper  the  fact 
that  there  is  nothing  new  or  unusual  in  the  insanities  follow- 
ing operations — that  they  are  not  a  type.  Recently  the  jour- 
nals have  contained  several  papers  and  discussions  upon  post- 
operative insanity,  and  especially  is  this  so  of  the  foreign 
journals.  The  conclusions  they  have  arrived  at  are  the  same 
as  those  announced  by  Dr.  Rohe  and  Dr.  Hurd.  For  example, 
the  Annales  Medico- Psychologiques  for  September-October, 
1898,  contains  a  report  of  a  discussion  of  the  subject  at  the  re- 
cent Congress  of  Alienists  and  Neurologists  of  France,  as  well 
as  a  paper  by  Drs.  Picque  and  Braind  before  the  Paris  Society 
of  Surgery  in  March  last. 

At  the  Congress  of  Alienists  the  conclusions  reached  by  Dr. 
Rayneau,  who  opened  the  discussion,  were  that  there  did  not 
exist  a  psychosis  which  might  be  called  post-operative  insanity; 
that,  with  the  exception  of  certain  operations  upon  the  head 
and  thyroidectomy,  there  were  no  operative  procedures  which 
could  be  said  to  be  solely  productive  of  mental  troubles,  and 
that  the  main  role  in  the  production  of  post-operative  mental 
disturbances  was  played  by  a  predisposition,  acquired  or  hered- 
itary; that  various  causes  were  efficient  in  producing  this  acci- 
dent, and  that  those  which  were  apparently  most  manifest  were 
intoxications,  either  originating  internally  or  externally — alco- 
holism,, infection,  autointoxication;  and,  second,  mental  shock 
or  preoccupation  which  accompanied  the  operation.  The  other 
causes,  which  were  of  secondary  importance,  were  the  anes- 
thetic, the  anemic  condition  and  the  cachexia  of  the  subject, 
the  nature  of  the  infection,  and  the  organs  involved.  It  did 
not  appear,  in  the  experience  of  this  speaker,  that  gynecological 
operations  were  more  frequently  followed  than  other  operations 
by  post-operative  mental  disturbance.  Dr.  Regis  stated  that 
in  his  observation  the  post-operative  psychoses  were  practi- 
cally divisible  into  two  classes,  the  one  of  cases  following 
immediately  upon  the  operation,  and  the  other  cause  appearing 
later.  The  immediate  mental  excitement  is  produced  by  in- 
toxication, the  anesthetic,  or  shock;  the  secondary  delirium 
was  attributable  to  septicemia  and  autointoxication.  There 
were  certain  other  cases  which  might  be  attributable  to  asthe- 
nia due  to  suppuration,  to  prolonged  confinement  in  bed,  or 
depending  upon  disturbance  of  the  organs  of  internal  secretion. 
This  speaker  recommended  surgeons  to  exercise  great  care  in 
excluding,  as  far  as  possible,  from  operative  interference  any 
case  which  showed  predisposition  to  mental  or  nervous  dis- 
turbance. 

It  is  impossible  to  give  more  than  passing  reference  to  this 
interesting  discussion,  which  will  repay  the  careful  study  of 
those  interested  in  the  subject,  as  will  also  the  paper  before 
the  Society  of  Surgery  to  which  I  have  referred. 

Dr.  Browne. — I  have  listened  with  a  great  deal  of  pleasure 
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to  these  papers  and  to  Dr.  Brush's  remarks,  I  agree  with  the 
speakers  that  many  of  these  cases  are  due  to  some  septic  trou- 
ble, but  I  also  believe  that  Dr.  Hurd  is  right  and  that  most  of 
them  have  some  tendency  to  insanity,  or  at  least  are  in  a 
neurotic  condition  previous  to  the  operation.  That  has  been 
the  condition  in  the  several  cases  I  have  seen,  and  I  think  the 
surgeon  should  be  extremely  careful  in  dealing  with  neurotic 
patients,  if  he  would  avoid  trouble. 

Dr.  Moseley. — A  case  that  has  come  under  my  observation 
within  a  few  weeks,  in  which  post-operative  insanity  followed 
an  operation,  may  be  worth  relating.  The  girl,  who  was  more 
or  less  run  down  physically,  presented  no  symptoms  that  would 
call  attention  to  her  mental  condition,  and  I  could  not  get  at  a 
history  of  heredity.  She  had  no  fear  of  the  operation,  took 
her  anesthetic  perfectly  well,  and  there  was  no  shock  from  the 
operation.  During  the  first  seven  or  eight  days  she  had  no 
rise  of  temperature.  Convalescence  went  on  perfectly  normally, 
and  the  first  indication  we  had  of  an  abnormal  condition  was 
that  in  the  middle  of  the  night  she  got  out  of  bed,  went  into 
the  passage-way,  and  was  found  looking  out  of  the  window. 
There  was  no  harm,  so  far  as  the  results  of  the  operation  were 
concerned,  from  this  indiscretion,  but  she  soon  showed  other 
signs  of  mental  derangement  which  took  on  the  form  that  Dr. 
Rohe  has  described — that  is,  the  chatty,  talkative  condition 
which  ended  in  acute  mania,  when  she  repeatedly  tore  her 
clothes.  She  was  sent  down  to  Bayview  and  there  improved 
very  much. 

In  her  case  the  ovaries  were  not  disturbed,  but  were  pur- 
posely left  in  to  avoid  the  mental  disturbance  of  the  menopause. 
I  believe  a  case  like  this  is  one  that  if  an  operation  had  not 
brought  on  the  insanity  any  mental  shock  might  have  produced 
the  same  thing.  It  seems  to  me  that  lots  of  these  cases  that  are 
attributed  to  post-operative  influences  are  simply  cases  of  in- 
sanity, which  are  precipitated  perhaps  by  the  operation,  as  they 
might  be  by  any  other  serious  physical,  nervous,  or  mental 
shock. 

Dr.  Hurd  spoke  a  word  of  warning  in  regard  to  operating 
on  cases  where  the  symptoms  may  be  nervous  in  character.  I 
think  it  was  a  wise  one,  but  at  the  same  time  I  have  in  my 
experience  seen  cases  very  much  benefited  by  operative  inter- 
ference. A  girl  suffering  with  amenorrhea  associated  with 
pain  and  nervous  disturbances  came  under  my  observation. 
Her  father  and  grandfather  were  both  insane.  While  the  flow 
was  kept  up  by  treatment  her  nervous  symptoms  were  lessened, 
but  if  it  failed  the  mental  symptoms  were  of  marked  character 
and  the  condition  was  on  the  border  line  of  insanity.  Fortu- 
nately for  the  girl  she  developed  a  cyst  of  the  left  ovary,  and  in 
operating  upon  it  I  also  removed  the  other  ovary — not  that  it 
was  cystic,  but  because  it  was  small,  and  in  consideration  of 
her  previous  history.  That  was  six  years  ago,  and  I  have 
kept  her  under  observation  since.  She  has  absolutely  changed 
iu  her  nervous  condition  and  has  within  the  last  few  months- 


OBSTETRICAL  SOCIETY   OP   BALTIMORE.  369 

married,  the  husband  understanding   fully  that  she  had  lost 
both  ovaries. 

Another  case  is  one  of  those  I  intended  to  report  to-night,  a 
young  lady  from  New  York  State,  who  inherits,  I  believe,  no 
tendency  to  true  insanity,  but  an  extremely  nervous  hysterical 
condition  from  the  inother.  For  the  last  few  years  she  has 
suffered  intense  pain  at  the  menstrual  period.  This  patient 
was  referred  to  me  by  an  alienist  of  New  York  City,  and  the 
question  was  thoroughly  canvassed  before  any  operative  pro- 
cedure was  entered  upon.  The  pain  was  so  extreme  that  two 
half-grain  injections  of  morphia  were  not  enough  to  quiet  the 
physical  suffering,  and  the  nervous  condition  was  rapidly 
becoming  worse.  Removal  of  her  tubes  and  ovaries  was  per- 
formed, and  at  the  next  menstrual  period  there  was  no  flow. 
There  was  some  return  of  the  abnormal  mental  condition,  but 
less  marked  than  before  the  operation.  When  the  time  for 
the  second  and  third  periods  came  around  the  symptoms  were 
still  less  marked,  and  for  the  last  six  months  or  more  she  has 
been  absolutely  free  from  pain  and  her  physical  and  mental 
troubles  have  been  entirely  relieved. 

I  do  not  believe  all  nervous  symptoms  in  women  are  due  to 
abnormal  conditions  in  the  pelvic  organs,  but  I  do  think  that 
abnormal  conditions  in  the  pelvic  organs  are  important  factors 
in  the  production  of  nervous  symptoms. 

Dr.  Rohe. — Referring  to  the  question  asked  by  Dr.  Brush, 
there  is  very  little  doubt  in  the  minds  of  alienists  that  there  is 
a  form  of  mental  disturbance  which  comes  on  at  times  during 
the  natural  menopause,  and  it  is  not  surprising  that  it  should 
occur  at  the  menopause  produced  by  operation.  I  have  en- 
deavored to  separate  those  cases  from  those  which  in  the  point 
of  time  can  be  called  post-operative  insanities.  I  do  not  think 
an  insanity  that  comes  on  six  or  eight  months  after  the  re- 
moval of  the  uterus  should  be  called  post-operative  insanity. 
They  are  cases  of  chmacteric  insanity. 

I  feel  very  much  gratified  that  there  has  been  such  a  general 
agreement  upon  the  question  that  septic  infection  is  largely 
the  cause  of  insanities  or  mental  disturbances  that  occur  after 
operations.  In  my  paper  I  did  not  deny  the  influence  of  shock, 
anesthetic,  loss  of  blood,  etc.,  but  I  must  insist  that  in  point 
of  time,  in  point  of  development,  with  the  coincident  circum- 
stances and  other  signs  of  septic  infection,  we  must  assume 
that  the  majority  of  cases  of  post-operative  insanity,  as  we 
understand  it,  are  due  to  some  toxemic  condition. 

Dr.  Hurd. — I  have  been  very  much  interested  in  the  cases 
related  by  Dr.  Moseley.  The  first  one  certainly  showed  that  an 
operation  was  unquestionably  necessary  and  as  unquestionably 
produced  a  cure.  In  the  second  it  was  shown  that  there  was  a 
condition  that  needed  to  be  relieved,  but  I  should  like  to  know 
the  after-history  of  that  patient — whether  there  is  this  complete 
relief,  or  whether  there  are  symptoms  developing  that  will 
make  the  last  state  of  the  patient  little  if  any  better  than  the 
first.  W.  W.  Russell, 

24  Secretary. 
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Annual  Meeting,  February  1,  1899. 

The  President,  C.  J.  Cullingworth,  M.D.,  in  the  Chair. 
president's  address. 

The  reports  of  the  Treasurer,  Hon.  Librarian,  and  Chair- 
man of  the  Board  for  the  Examination  of  Mid  wives  having 
been  read,  received,  and  adopted,  the  retiring  President,  Dr. 
CULLINGWORTH,  dehvered  his  annual  address.  He  said  that 
although  the  work  of  the  Secretaries  in  that  Society  was  by  no 
means  a  sinecure,  and  was  indeed  heavier  and  more  exacting 
than  any  one  not  intimately  acquainted  with  the  official  nature 
of  the  Society  would  suppose,  there  was  one  duty  from  which 
they  were  exonerated,  namely,  the  preparation  of  an  annual 
report.  It  had  alwaj^s  been  usual  in  that  Society  for  the  Presi- 
dent, at  the  close  of  each  of  his  years  of  office,  to  give  an  ac- 
count of  the  condition  of  the  Society  and  of  the  work  done 
during  the  year.  Following  this  long-established  custom,  he 
had  to  begin  by  deploring  a  further  slight  falling  off  in  the 
number  of  Fellows. 

The  total  number  of  Fellows  on  the  roll  on  January  1,  1898, 
was  711,  comprising  11  Honorary  and  Corresponding  Fellows 
and  700  ordinary  Fellows.  During  the  year  the  Societ\"  had 
lost  12  Fellows  by  death  (including  a  death  that  occurred  in 
1897  and  had  been  accidentally  overlooked)  and  30  by  resigna- 
tion. Twenty-two  new  Fellows  had  been  elected.  Hence,  the 
number  on  the  roll  had  been  reduced  by  19.  The  present  total 
(January  1,  1899)  was  092,  of  which  number  10  were  Honorary 
and  Corresponding  Fellows  and  682  ordinary  Fellows.  This 
diminution  in  numbers  ought  not  to  be,  and  would  not  be  if 
only  each  one  would  bestir  himself  in  the  waj^  of  beating  up 
recruits.  During  the  past  year  the  Council,  acting  in  conjunc- 
tion with  the  Board  for  the  Examination  of  Midwives,  had 
drawn  up  a  code  of  rules  and  regulations  to  be  observed  by 
midwives  holding  the  Society's  certificate.  These  rules  had 
now  been  printed  and  circulated,  and  a  copy  would  be  supplied 
to  every  Fellow  of  the  Society  in  the  form  of  an  appendix  to 
the  forthcoming  volume  of  Transactions.  He  (the  President) 
regarded  the  preparation  and  issue  of  these  long-wanted  rules 
as  quite  the  most  important  event  that  had  happened  in  the 
Society  during  his  term  of  office. 

In  the  matter  of  its  examination  for  midwives,  the  Society 
continued   to   suffer  from   a  certain   amount   of  professional 
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opprobrium,  which,  though  entirely  undeserved,  was  probably 
in  some  degree  responsible  for  the  decrease  in  their  numbers. 
He  wished  once  more  to  remind  their  professional  brethren  that 
the  Society  undertook  the  work  from  a  sense  of  public  duty 
and  merely  as  a  temporary  expedient,  after  having  tried  in 
vain  to  induce  the  government  to  move  in  the  matter;  he  as- 
sured them  that  it  would  be  only  too  glad  to  relinquish  it 
whenever  the  state  could  be  prevailed  upon  to  take  upon  itself 
functions  that  properly  belonged  to  it  and  that  it  alone  could 
adequately  fulfil. 

The  President  proceeded  to  review  the  scientific  work  of  the 
Society  during  the  past  year,  giving  a  brief  abstract  of  each  of 
the  papers  read,  fifteen  in  number  (ten  obstetrical  and  five 
gynecological),  and  classifying  the  specimens  shown  in  groups, 
according  to  the  particular  subject  it  was  the  intention  of  the 
exhibitor  to  illustrate.  The  names  of  the  deceased  Fellows 
were  then  announced,  each  announcement  being  followed  by 
an  obituary  notice.  The  first  and  longest  notice  had  reference 
to  the  late  Dr.  Charles  West,  an  Honorary  Fellow  and  past 
President  of  the  Society,  and  the  other  names  mentioned  in- 
cluded those  of  Dr.  Karl  Liebman,  of  Trieste;  Dr.  Leonard 
Remfry,  brigade  surgeon;  Joseph  Johnston;  Mr.  E.  Arnold 
Praeger,  of  California;  Deputy  Surgeon-General  John  R. 
Miller  Lewis,  M.D, ;  Dr.  George  Roper;  Dr.  John  Wallace,  of 
Liverpool;  Dr.  W.  F.  Cleveland;  Dr.  C.  E.  Fitzgerald,  of 
Folkestone;  Mr.  Alfred  Kebbell,  of  Flexton,  York;  and  Prof. 
A.  A.  Kanthack,  of  Cambridge. 

The  address  concluded  with  a  word  of  farewell  and  of  thanks 
to  the  Fellows,  and  especially  to  the  President's  colleagues  in 
office,  for  the  help  and  support  uniformly  accorded  to  him  in 
the  conduct  of  the  Society's  business,  both  in  the  general  meet- 
ings and  in  the  council  room.  "  In  resigning  this  chair,"  said 
Dr.  Cullingworth,  ''  it  is  a  satisfaction  to  me  to  know  that  its 
next  occupant  is  to  be  one  of  whose  contributions  to  scientific 
gynecology  all  British  gynecologists  are  justly  proud,  and 
whose  irrepressible  but  never  unkindly  humor  may  be  relied 
upon  to  relieve  the  dulness  of  even  your  very  dryest  debates. 
I  congratulate  you  and  I  congratulate  him.  The  best  I  can 
wish  him  is  that  his  tenure  of  this  high  office  may  be  as  pleas- 
ant and  peaceful  as  mine  has  been." 

The  following  officers  and  members  of  Council  were  ap- 
pointed for  the  year  1899: 

President — Alban  Doran,  F.R.C.S. 

Vice-Presidents— iohn  W.  Byers,  M.A.,  M.D.  (Belfast); 
William  Radford  Dakin,  M.D.;  William  Duncan,  M.D.; 
Jamieson  Boyd  Hurry,  M.A.,  M.D.  (Reading). 

Treasurer— James  Watt  Black,  M.D. 

Chairman  of  the  Board  for  the  Examination  of  Mid- 
wives — Percy  Boulton,  M.D. 

Honorary  Secretaries — John  Phillips,  M.A.,  M.D. ;  Her- 
bert R.  Spencer,  M.D. 

Honorary  Librarian — Amand  Routh,  M.D. 
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Other  Members  of  Council — Augustus  W.  Addinsell,  M.B.^ 
CM.;  John  Ford  AndersoE,  M.D. ;  A.  H.  Freeland  Barbour, 
M.D.  (Edinburgh);  George  Francis  Blacker,  M.D.;  Robert 
Boxall,  M.D.;  Thomas  Watts  Eden,  M,D.;  Angus  Eraser, 
M.D.;  Arthur  Edward  Giles,  M.D.;  Thomas  Crawford  Hayes,. 
M.D.;  George  Ernest  Herman,  M.B. ;  John  Dysart  McCaw, 
M.D.;  Arthur  Nicholson,  M.B.  (Brighton);  Richard  Pinhorn 
(Dover);  William  Loudon  Reid,  M.D.  (Glasgow);  Charles 
Hubert  Roberts,  M.D. ;  George  H.  Drummond  Robinson, 
M.D.;  William  Japp  Sinclair,  M.D.  (Manchester);  Arthur 
Francis  Stabb,  M.B.,  B.C. 

On  the  nomination  of  the  Council,  the  following  distin- 
guished persons  were  unanimously  elected  to  the  Honorary 
Fellowship  of  the  Society,  viz. :  Prof.  Olshausen,  of  Berlin; 
Drs.  Budin  and  Pinard,  of  Paris;  Dr.  A.  E.  Martin,  of  Berlin; 
Dr.  H.  Oldham,  of  Bovirnemouth  (an  original  Fellow  and  past 
President  of  the  Society);  and  Mr,  Jonathan  Hutchinson,  of 
London. 

Certain  proposed  alterations  in  the  laws  were  then  confirmed, 
and  the  meeting  concluded  with  votes  of  thanks  to  the  retiring 
President,  Vice-Presidents,  and  members  of  Council. 

A  specimen  of  tubo-ovarian  abscess  had  been  shown  by  Dr. 
CuUingworth  at  the  commencement  of  the  meeting. 
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OBSTETRICS. 

Management  of  Labor. — Milo  B.  Ward '°  says  :  The  most 
trying  problem  in  connection  with  our  duties  as  obstetricians  is 
the  one  which  relates  and  has  to  do  with  one's  own  person. 
To  keep  clean.  What  a  herculean  task! — I  may  say  an  impos- 
sible thing  to  do.  It  is  our  duty  to  make  every  endeavor  known 
to  science  to  keep  our  hands  free  from  septic  micro-organisms. 
To  do  this  we  must,  so  far  as  possible,  avoid  contact  with 
known  virulent  infection.  If  we  are  called  upon  to  care  for  a 
woman  suffering  from  puerperal  septicemia,  we  should  posi- 
tively refuse  to  attend  in  confinement  any  other  woman  until 
sufficient  time  has  elapsed  to  make  certain  that  our  hands  are 
clean.  This  may  require  three  or  four  days,  and  a  week 
would  be  still  better.  One  of  the  ways  of  keeping  our  hands 
contaminated  is  to  wear  the  same  gloves  for  weeks  and  perhaps 
months.  What  could  be  more  septic  than  a  glove  which  is 
worn  till  it  cannot  be  kept  on  the  hand,  when  all  sorts  of  septic 
conditions  have  been  under  our  treatment  ?  A  word  to  the 
wise  is  all-sufficient.  It  would  not  seem  necessary  to  make 
mention  of  such  a  trifling  thing  as  the  nails  of  the  accoucheur, 
but  careful  investigation  would  develop  the  fact  that  frequently 
we  are  found  attending  the  parturient  woman  with  finger  nails 
which  have  not  been  properly  trimmed.     There  is  but  one  way 
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to  prepare  our  nails,  namely,  cut  them  so  close  to  the  finger 
ends  that  there  will  be  no  possible  chance  for  them  to  abrade 
the  tender  tissues  or  carry  infection.  Ward  does  not  believe 
that  much  if  any  good  is  derived  from  the  vaginal  douche  as 
commonly  used.  It  has  been  quite  well  established  that  the 
vaginal  mucous  membrane  does  not  contain  septic  germs,  ex- 
cept in  rare  instances.  However,  granting  that  the  vagina  is 
septic,  how  much  good  can  be  expected  to  result  from  a  small 
stream  of  medicated  water  forced  into  the  vagina  with  an  ordi- 
nary syringe  ?  If  we  are  to  prepare  the  vagina  for  the  ordeal 
by  any  douching,  we  should  be  as  thorough  as  though  we  ex- 
pected to  perform  a  colpohysterectomy.  We  should,  there- 
fore, either  thoroughly  disinfect  the  vagina  or  leave  it  as  we 
find  it.  Quite  different  are  the  conditions  of  the  external  geni- 
talia. Here  one  should  be  very  cautious.  The  pubes  should  be 
thoroughly  scrubbed  in  every  case.  Not  only  should  we  care- 
fully prepare  the  external  organs,  but  we  should  use  every 
endeavor  to  keep  these  parts  from  contact  with  sepsis.  The 
preparation  of  the  patient  is  no  more  important  than  it  is  to 
have  the  environments  as  ideal  as  circumstances  will  admit.  It 
is  not,  then,  the  vagina  but  the  external  parts  which  should 
receive  the  most  scrupulous  preparation.  After  labor  it  is  of 
paramount  importance  that  every  tear, however  slight,  should  be 
immediately  closed,  in  order  to  prevent  absorption  of  sepsis  and 
at  the  same  time  put  the  parts  in  their  proper  relation.  It  does 
not  require  any  unusual  skill  to  repair  and  make  the  vaginal 
outlet  as  good  as  before  the  injury,  and  it  is  our  duty  to  do  this 
for  many  reasons,  not  the  least  of  these  being  the  future  func- 
tions of  these  important  organs. 

S.  Marx "  says  :  The  highest  duty  of  the  accoucheur  is 
not  to  deal  alone  with  prophylaxis  as  to  present  states,  in- 
cluding sepsis,  lacerations,  etc.,  but  to  place  the  woman  in 
so  perfect  a  condition  and  to  make  that  condition  so  perma- 
nent a  one  that  her  health  is  as  good  after  as  before  the 
accouchement.  And  what  is  the  secret  of  this  success?  It 
is  explained  in  one  word — "asepsis."  Naturally,  bearing 
strongly  upon  the  subject  now  advanced  is  the  status  of  the 
vagina  on  the  one  hand,  and  the  condition  as  to  surgical 
cleanliness  on  the  part  of  the  attendants,  paraphernalia,  etc., 
on  the  other  hand.  From  a  vast  amount  of  scientific  research 
we  must  presuppose  the  larger  number  of  "  parturientes "  to 
have  a  vaginal  secretion,  which  possesses  to  a  decided  degree 
an  inhibitory  action  which  bears  directly  on  pathogenic  organ- 
isms— i.e.,  streptococci,  staphylococci,  etc.  A  secretion  which 
possesses  such  qualifications  obtains  in  the  normal  vagina  at 
all  times.  This  secretion  is  acid  to  a  marked  degree,  sticky, 
and  gelatinous.  Its  inhibitory  action  depends  upon  the  pres- 
ence of  lactic  acid  produced  by  Doderlein's  bacillus.  When 
we  find  such  vaginal  secretion  present,  which  can  be  proved 
clinically  by  sight  and  touch,  we  have  the  vagina  prepared 
sufficiently,  without  artificial  preparation,  to  conduct  labor 
scientifically;    and    under    these    conditions    no    antepartum 
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douches,  scrubbings,  etc.,  are  allowable,  for  if  such  means  are 
employed  the  possibility  of  producing  an  infection  or  the 
destroying  of  Nature's  protective  means  are  ever  present. 
The  condition  is  different  when,  from  bacteriological  experience, 
this  inhibition  does  not  obtain.  Under  these  conditions  we 
have  a  vaginal  secretion  which  is  alkaline  in  reaction,  profuse 
in  amount,  malodorous,  and  purulent.  Here  we  have  to  deal 
with  what  in  most  cases  is  a  gonorrheal  infection.  The  indi- 
cation is  to  treat  before  and  to  anticipate  the  labor  by  prophy- 
lactic douches,  profusely  and  repeatedly  given;  and  when  labor 
sets  in,  surgical  scrubbing,  even  as  is  done  before  a  major 
vaginal  operation,  is  distinctly  called  for.  The  use  of  green 
soap,  alcohol,  and  bichloride  is  the  regime.  Approaching  the 
accouchement  of  a  healthy  woman,  what  subjective  prepara- 
tions are  to  betaken?  No  vaginal  douches  are  allowed  before, 
during,  or  after  labor.  The  external  genitalia  are  thoroughly 
scrubbed  with  soap  and  water,  and  this  very  briskly,  to  insure 
mechanical  cleanliness;  this  is  followed  by  washings  with  dilute 
alcohol,  and  again  rinsed  with  a  bichloride  solution  1  :  2000. 
The  strictest  attention  must  be  paid  to  the  hands  of  the  exam- 
iner. There  should  be  thorough  surgical  scrubbing,  mechan- 
ical and  chemical.  As  to  the  manner  of  examining  the  patient,^ 
the  school  of  obstetrics  is  to-day  divided  into  two  classes:  those 
that  believe  in  conducting  a  case  entirely  by  external  methods, 
and  again  those  who  would  have  us  employ  both  external  and 
internal  examinations. 

A  practitioner  who  does  not  know  how  to  render  his  hands 
clean  has  no  moral  right  to  practise  midwifery;  and,  on  the 
other  hand,  a  physician  who  can  trust  his  own  asepsis  can 
introduce  his  hands  into  the  vagina  as  often  as  is  necessary. 
It  should  also  be  an  invariable  rule  to  make  a  diagnosis  of  the 
presenting  part,  and  if  the  case  is  at  all  uncertain  there  should 
be  no  hesitancy  in  introducing  the  clean  hand  into  the  uterus 
for  purposes  of  exploration.  It  must  be  remembered  that  the 
presence  of  a  head  as  the  part  in  contact  with  the  examining 
finger  does  not  mean  that  everything  is  all  right. 

Labors  are  much  shortened  and  more  rapid  when  the  patient 
is  placed  on  that  side  corresponding  to  the  position  of  the 
presenting  part,  and  the  rationale  of  such  postural  treatment 
is  the  overcoming  of  the  ever-present  uterine  obliquity,  thus 
favoring,  and  to  a  marked  degree  influencing,  either  the 
flexion  or  extension,  depending  on  the  presence  of  a  face  or  vertex 
presentation.  Even  when  the  head  i3egins  to  distend  the  peri- 
neum the  side  position  is  favored.  In  our  ordinary  soft  beds 
the  buttocks  sink  so  deeply  in  the  dorsal  posture  of  the  patient 
that  more  often  than  not  the  perineum  is  with  difficulty  seen, 
and  thus  its  management  is  materially  interfered  with,  while 
with  the  woman  on  the  side  the  entire  perineum  can  be  seen 
and  manipulated  with  ease.  Further,  in  the  side  position  the 
occiput  of  its  own  weight  is  thrown  forward  and  liberates  itself 
more  naturally  and  more  readily  than  when  the  pati«!nt  is 
placed  on  the  back.     When  the  head  reaches  the  pelvic  floor 
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drop  doses  of  chloroform  are  gradually  given  and  increased, 
but  only  during  the  pains,  so  that  when  the  head  has  cleared 
the  perineum  the  patient  is  narcotized  to  the  obstetric  degree. 

The  old  term,  supporting  the  perineum,  is  a  misnomer  and  a 
misleading  term,  since  the  greatest  success  in  the  preservation 
of  the  perineum  is  attended  by  not  touching  the  perineum  at 
all,  but  by  managing  the  head  in  such  a  fashion  as  to  produce 
continuous  flexion  of  the  head  to  the  point  of  superflexion,  if 
necessary  forcibly  liberating  the  occiput  and  clearing  it  from 
beneath  the  symphysis,  and  in  this  fashion  engaging  the  nape 
of  the  neck,  or,  properly  speaking,  the  suboccipital  point, 
underneath  the  symphysis,  before  the  attempt  is  made  to 
extend  the  head.  We  thus  liberate  a  small  diameter  of  three 
inches  and  three-quarters,  the  suboccipito-bregmatic,  for  one 
of  five  inches,  the  occipitofrontal.  Those  who  never  have 
had  any  perineal  lacerations  can  be  thrown  into  three  classes: 
1.  Those  who  have  never  had  a  labor  case.  2.  Those  who 
never  look  for  them.  3.  Those  who  hate  the  truth.  Where 
there  is  danger  of  a  laceration,  a  large  experience  has  taught 
that  bilateral  episeiotomy  will  not  prevent  its  occurrence,  and, 
on  the  contrary,  the  advancing  head  will  tear  these  two  super- 
ficial incisions  further  and  produce  a  large,  irregular  tear  on 
either  side.  Dilate  by  cutting  the  vulvar  orifice  completely  by 
a  deep  vulvo-vaginal  incision,  nothing  more  or  less  than  a  deep 
unilateral  episeiotomy.  Thus  we  get  a  clean  surgical  wound 
readily  sewed  up,  in  place  of  two  irregular,  ragged  tears  as 
produced  by  the  superficial  incisions.  When  the  perineum 
already  begins  to  tear,  or  acts  like  wet  blotting  paper,  the 
quicker  the  head  is  extracted  the  smaller  the  tear. 

Puerperal  Infection. — According  to  Olshausen"  puerperal 
infection  due  to  gonococci,  tetanus  bacilli,  etc.,  should  not  be 
termed  puerperal  fever,  but  this  term  should  be  restricted  to 
the  septic  processes  produced  by  streptococci  and  staphylococci. 
[This  may  be  good  in  theory,  but  it  is  of  little  practical  value, 
for  careful  investigations  by  numerous  authors  have  conclusively 
proved  that  in  the  majority  of  cases  of  puerperal  sepsis  we  have 
to  deal  with  a  mixed  infection.  Thus,  in  well-pronounced  cases 
of  puerperal  infection  gonococci  and  staphylococci  were  present, 
while  in  others,  which  clinically  could  not  be  differentiated,  the 
bacillus  coli  was  found  to  be  the  cause  of  the  disease.  Under 
what  heading  should  such  cases  be  classed  ?  In  our  opinion  the 
term  puerperal  fever  is  obsolete,  and  the  quicker  it  is  dispensed 
with  the  better.  The  term  puerperal  infection  is  much  more 
suitable;  it  designates  all  the  infections  of  the  puerperal  state. 
If  we  adopt  Olshausen's  classifications  cultures  will  have  to 
be  made  in  every  case  to  arrive  at  a  conclusive  diagnosis;  and 
while  this  may  be  practicable  in  a  few  institutions,  it  is  abso- 
lutely impracticable  in  general  practice.] 

C.  Prev^ost '"  concludes  that  puerperal  septicemiais  an  infectious 
disease  caused  by  the  absorption  of  pathogenic  germs,  usually 
the  streptococcus  pyogenes,  rendered  possible  owing  to  a  lesion 
produced  along  the  genital  tract  by  the  obstetrical  traumatism. 
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In  almost  every  case  the  genns  come  from  without  and  are 
brought  into  the  tract  during  labor.  Whatever  ma}*  be  the  form 
and  intensity  of  further  clinical  manifestations  during  puerpe- 
rium,  the  disease  is  always  localized  at  the  beginning  and  liable 
to  be  reached  and  checked  by  surgical  means  at  our  disposal. 
The  first  symptoms  generally  appear  within  thirty-six  hours 
after  labor  and  are  characterized  by  elevation  of  temperature, 
frequency  of  pulse,  cephalalgia,  insomnia,  and  more  or  less 
abdominal  tenderness.  The  preventive  treatment  consists  in 
having  the  uterus  thoroughly  empty  after  deliver}"  and  in  sur- 
rounding ourselves  before,  during,  and  after  labor  with  the  most 
scrupulous  antiseptic  precautions,  endeavoring  also  to  detect 
and  immediately  treat  the  least  solution  of  continuity  along  the 
vaginal  tract.  The  curative  treatment  must  be  employed  at  the 
very  onset  of  the  symptoms,  and  consists  in  vaginal  antiseptic 
douches,  successively  followed,  should  there  be  no  improve- 
ment in  the  symptoms,  by  intrauterine  irrigation  and  a  single 
or  repeated  curettage  of  the  uterus.  Later  on,  if  we  have  been 
called  too  late  or  if  we  have  neglected  to  intervene  opportunely, 
curetting  and  antiseptic  cleaning  of  the  uterine  cavity  may  be 
tried,  but  the  results  are  then  doubtful.  Infection  has  become 
totally  systemic,  general  therapeutic  measures  must  be  resorted 
to,  the  prominent  indication  being  to  sustain  the  organism  in 
its  struggle  against  the  effects  of  septic  absorption;  the  treat- 
ment, which  must  be  directed  against  the  various  complications 
arising  then  in  the  different  organs,  such  as  peritonitis,  pelvic 
abscess,  phlebitis,  cellulitis,  being  usually  the  same  as  the 
treatment  required  by  the  surgical  affections  of  these  organs 
outside  of  puerperium. 

Removal  of  a  Hydrocephalic  Head. — F.  G.  Renshaw' 
applied  forceps  to  this  head  with  the  view  of  compressing  it,  but 
failed.  He  decapitated  the  fetus  and  delivered  the  body,  and 
then  performed  Cesarean  section  and  removed  the  head.  He 
believes  that  Cesarean  section  is  much  safer  than  craniotomy, 
and  that  it  is  not  followed  by  so  man}-  disagreeable  resultants. 

Retained  Fetus. — T.  C.  Peters*  reports  a  case  in  which  the 
fetus  was  retained  five  years. 

Prolapse  of  the  Cord. — E  Ernooth '  reports  90  cases  of 
prolapse  of  the  cord  occurring  in  18,287  deliveries  at  the  Hel- 
singfors  Maternity  Hospital,  with  a  fetal  mortality  of  42,  or 
nearly  47  per  cent. 

Albuminuria  during"  Pregnancy. — Henry  Kreutzmann' 
states  that  in  a  case  of  the  above  variety  the  mother  was  free 
from  convulsions  but  the  new-born  infant  had  eclampsia.  The 
convulsions  occurred  without  any  warning,  in  a  healthy  baby, 
^vere  extended  over  a  period  of  more  than  fourteen  hours,  and 
the  baby  recovered  without  any  sequelae.  The  mother  was 
suffering  from  a  true  "  nephritis  of  pregnancy  "  prior  to  and 
during  delivery. 

Retention  and  Putrefaction  of  Fetus. — Draghiesco  and 
Cristeano '  report  a  case  of  retention  of  a  six-months  fetus, 
with  gradual  putrefaction  and  expulsion  of  the  placenta  and 
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membranes,  as  well  as  of  the  fetal  soft  parts.  Four  and  a  half 
months  after  the  death  of  the  fetus  it  was  removed  by  gradual 
dilatation  of  the  cervix.  The  patient,  who  was  profoundly 
cachectic,  died  within  six  hours.  The  uterine  wall  was  found 
to  be  extremely  degenerated  and  the  seat  of  purulent  infiltra- 
tions. 

Symphyseotomy  and  Cesarean  Section. — Abel  ^^  reports 
25  cases  of  symphyseotomy — in  1  case  the  operation  was  per- 
formed twice  on  the  same  patient — and  53  cases  of  Cesarean 
section.  The  latter  operation  was  performed  twice  on  11 
women  and  thi'ee  times  on  4  women.  Convalescence  after 
symphyseotomy  varies  much;  some  patients  recovered  com- 
pletely after  five  weeks,  while  others  could  not  walk  after  ten 
months.  Convalescence  is  in  proportion  to  the  size  of  the 
pelvis,  slowest  in  cases  of  marked  contraction.  In  all  cases 
the  symphysis  remained  somewhat  movable,  but  this  did  not 
interfere  with  locomotion.  More  important  for  recovery  is  the 
rapid  union  of  the  soft  parts.  Lack  of  success  is  usually  due 
to  pain  in  the  scar  and  shortening  of  the  anterior  vaginal  wall, 
disturbing  the  functions  of  the  bladder  and  causing  retrofiexion 
of  the  uterus.  The  disagreeable  symptoms  of  Cesarean  section 
were  due  to  suppuration  of  the  uterine  sutures  and  the  forma- 
tion of  adhesions  between  the  uterus  and  the  anterior  abdominal 
wall.  The  latter  are  apt  to  cause  disagreeable  symptoms 
during  menstruation  and  subsequent  pregnancy.  Fourteen 
cases  in  which  symphyseotomy  had  been  performed  became 
again  pregnant;  none  of  these  patients  complained  of  any  bad 
symptoms  during  gestation.  In  only  one  case  was  symphyse- 
otomy again  required;  others  were  delivered  without  difiiculty. 
Thus  it  appears  that  symphyseotomy  changes  the  configuration 
of  the  pelvis  and  increases  the  diameter  not  only  temporarily 
but  lastingly. 

J.  Braithwaite^  reports  2  Cesarean  sections  done  for  labor 
obstructed  by  ovarian  tumors.  In  one  case  both  mother  and 
child  survived,  in  the  other  the  child  died. 

C.  C.  Weeks  °  reports  a  case  of  dystocia  due  to  antepartum 
hour-glass  contraction  of  the  uterus.  The  fetus  presented  by  the 
vertex  posterior;  all  efforts  to  change  the  position  failed. 
Forceps  were  applied,  but  no  progress  was  made.  Finally  the 
patient's  condition  became  so  serious  that  craniotomy  was 
resorted  to,  without  success.  Cesarean  section  was  then  per- 
formed and  the  child  quickly  removed.  No  cause  for  the  con- 
traction could  be  found. 

E.  R.  C.  Earle '"  reports  the  case  of  a  negress  who  had 
■a  twin  pregnancy  complicated  by  a  fibroid  tumor  of  the 
uterus.  As  pains  were  strong  and  frequent  and  no  progress 
was  made,  and  as  the  woman  was  in  ver}''  great  pain,  he  decided 
to  perform  Cesarean  section.  He  found  a  tumor  9  inches  long, 
7  inches  from  side  to  side,  and  5^  inches  antero-posteriorly. 
The  children  were  removed  alive  and  the  uterus  sewed  up 
with  the  tumor  in  it.  At  the  end  of  seven  weeks  both  the 
mother  and  children  were  doing  well. 
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Menstruation  and  Ovulation  in  Monkeys  and  in  the 
Human  Female. — Walter  Heape  "*  states  although  absolutely 
regular  menstruation  throughout  the  year  is  not  definitely 
proved  for  all  species  of  monkeys,  still  it  is  quite  certain  some 
of  them  menstruate  during  the  non-breeding  period;  and  this  is 
a  fact  to  be  noted,  for  it  would  appear  to  be  a  connecting  link 
between  the  lower  mammals  who  come  on  "heat"  only  at 
breeding  times,  and  the  human  female  who  is,  generally  speak- 
ing, capable  of  breeding  at  all  times.  This  relationship  is 
brought  still  closer  by  the  facts  that  some  women,  of  peoples 
who  live  very  far  north,  do  not  regularly  menstruate  during 
the  winter  months,  and  that  a  special  breeding  season  among 
human  beings  is  not  only  suggested  by  the  customs  of  widely 
separated  peoples,  but  is  actually  observed  by  some  of  them. 
A  review  of  the  various  modern  views  of  menstruation  in  the 
human  female  leads  to  the  opinion  that  it  will  be  found  that 
while  the  histological  phenomena  accompanying  menstruation 
in  the  latter  may  differ  somewhat  in  detail  from  those  in  mon- 
keys, they  are  practically  identical  processes;  further,  menstru- 
ation and  "  heat"  are  very  much  more  similar  than  has  hitherto 
been  recognized.  With  regard  to  the  relation  of  ovulation  to 
menstruation,  if  it  is  granted  that  menstruation  in  monkeys  is 
the  same  process  as  menstruation  in  women,  then  it  can  defi- 
nitely be  stated  that  ovulation  does  not  necessarily  occur  dur- 
ing each  menstrual  period. 

Obstructed  Labor. — W.  G.  Nash  "  describes  a  case  of  labor 
obstructed  by  a  pelvic  ovarian  tumor.  The  tumor  was  in 
Douglas'  pouch  and  prevented  the  descent  of  the  descending 
part.  He  aspirated  the  tumor  and  drew  off  four  and  a  half 
ounces  of  clear  fluid.  This  caused  a  marked  decrease  in  the 
size  of  the  tumor  and  allowed  the  fetus  to  be  born.  The  child 
was  dead. 

Hysterectomy  for  Obstructed  Labor. — Polk, ""  in  reporting 
three  successful  cases  of  this  nature,  says:  The  Porro  operation 
is  presented  to  us  as  a  necessary  measure  or  as  one  of  election. 
When  before  us  as  a  measure  of  necessity,  we  are  faced  b}"  dire 
complications,  such  as  osteomalacia,  a  ruptured  uterus,  a  septic 
uterus — such,  for  instance,  as  is  met  with  either  in  consequence 
of  infection  from  a  dead  child  or  in  consequence  of  a  too  pro- 
longed or  unskilfully  treated  obstructed  labor — uncontrollable 
hemorrhage  either  in  the  course  of  a  C  'sarean  section  or  in 
consequence  of  myomectomy,  extensive  fibroid  disease  of  the 
uterus,  especially  if  the  tumors  are  located  in  the  lower  seg- 
ment of  the  uterus  and  are  large  enough  to  encroach  upon  the 
line  of  delivery.  In  all  of  these  conditions  extirpation  is  the 
proper  remedy,  and  no  other  operation  should  be  considered. 
This  is  not  the  case,  however,  in  the  presence  of  mere  contrac- 
tions, such  as  undilatable  cicatrices  of  the  vagina  or  cervix,  or 
deformities  of  the  bones  of  the  pelvis.  Cesarean  section  and 
symphyseotomy  may  here  be  presented  as  alternatives.  Let 
us  first  make  comparison  with  Cesarean  section.  The  sole 
factor  favoring  this  operation  is  the  avoidance  of  mutilation. 
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It  is  more  dangerous  than  extirpation,  because  the  operator — 
and  the  poorer  he  is  the  greater  the  risk — deals  with  a  surface 
more  fragile,  more  liable  to  sepsis;  with  an  organ,  in  fact, 
within  which  conditions  can  readily  arise  that  may  nullify 
his  best  efforts  toward  the  all-essential  coaptation  of  the  edges 
of  the  wound  which  he  has  inflicted.  And  as  this  nullification 
means  leakage  of  a  virulent  poison  into  the  peritoneal  cavity, 
it  generally  means  death.  In  all  other  respects  the  two  opera- 
tions stand  upon  an  equality.  The  time  consumed  in  operat- 
ing and  the  amount  of  shock  involved  are  practically  the  same. 
The  question,  then,  is  narrowed  down  to  mutilation  versus 
safety,  and  as  such  it  should  be  presented,  certainly  to  the 
friends  of  the  patient,  if  not  to  the  patient  herself;  and  I  am 
clearly  of  the  opinion  that  the  less  skilful  the  operator  the 
greater  the  preponderance  of  safety  on  the  side  of  extirpation. 

Turning  next  to  a  comparison  with  symphyseotomy,  we  re- 
alize that  the  contrast  can  apply  only  to  those  greater  degrees 
of  contraction  to  which  symphyseotomy  is  adapted.  When 
this  operation  can  place  the  case  within  the  domain  of  version 
or  the  forceps,  comparison  is  out  of  the  question;  but  when  it 
can  place  the  case  only  within  the  domain  of  embryotomy,  a 
joint  presentation  of  extirpation  is  imperative.  I  would  cast 
ray  vote  for  extirpation,  and  with  all  the  greater  alacrity  the 
poorer  the  operator  in  charge  of  the  patient.  It  takes  more 
skill  properly  and  successfully  to  perform  symphyseotomy, 
eviscerate  and  remove  a  child  from  such  a  pelvis,  than  it  does 
properly  and  successfully  to  deliver  a  living  child  and  extir- 
pate from  above  such  a  pelvis.  One  has  only  to  feel  secure  in 
his  cleanliness  to  find  simplicity  and  ease  in  the  problem  pre- 
sented in  the  extirpation  of  a  pregnant  uterus  at  or  near  term 
from  above  a  contracted  pelvis. 

Approaching  the  details  of  the  operation,  I  will  say  at  the 
outset  that,  after  the  delivery  of  the  child,  the  more  closely  it  is 
modelled  upon  the  operation  of  suprapubic  hysterectomy  as 
now  done  for  fibroids,  the  better.  As  between  amputation 
below  the  cervix  or  through  it,  the  latter  is  the  easier  and, 
here,  the  more  preferable. 

There  are  always  present  (especially  in  contracted  pelves) 
certain  conditions  which  give  the  operator  joy.  The  elonga- 
tion of  the  vagina  places  the  uterus  so  well  out  of  the  pelvis 
that  the  point  of  amputation  is  easy  of  access;  pregnancy  has 
so  enlarged  the  vessels  that  they,  too,  are  reached  readily;  the 
peritoneum  is  so  loosely  attached  all  about  the  lower  segment 
that  it  is  easily  separated;  the  ureters,  though  drawn  upward, 
are  proportionately  less  so  than  the  cervix,  so  one  need  have  no 
more  concern  about  them  here  than  in  other  suprapubic  hys- 
terectomies. But  if  one  should  be  concerned,  the  "  open  order" 
which  prevails  about  the  uterus  in  the  subperitoneal  planes  per- 
mits easy  isolation  of  the  already  lifted-up  uterine  artery  outside 
the  ureters.  I  prefer  to  ligate  these  arteries  as  far  out  as  con- 
venient, so  as  to  control  as  many  of  its  vaginal  branches  as 
possible.     However,  some  might  prefer  to  cling  more  closely  to 
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the  method  followed  in  removing  fibroids,  ligating  these  ves- 
sels close  in  at  the  utero-vaginal  junction,  securing  others  that 
may  be  severed  as  they  appear.  The  uterus  is  emptied,  of 
course,  after  it  has  been  turned  outside  the  abdominal  cavity, 
and  time  is  saved  by  having  at  hand  a  plentiful  supply  of 
warm,  wet,  sterilized  towels,  which  can  be  crowded  into  the 
necessarily  long  abdominal  wound,  covering  the  intestines,  en- 
veloping the  scar  and  sides  of  the  uterus,  even  as  far  down  as 
Douglas'  pouch;  with  others  filling  the  anterior  pouch,  cover- 
ing and  protecting  the  regions  in  front  of  the  broad  ligaments. 

Time  is  saved  by  tearing  asunder  the  uterus,  first  cutting  an 
opening  anteriorly,  large  enough  to  admit  two  or  three  fingers, 
choosing  for  the  incision  the  median  line,  commencing  at  the 
fundus.  The  tissue  gives  way  readily,  and  when  the  rent 
reaches  the  lowest  segment  of  the  uterus  one  has  secured 
ample  space  for  the  removal  of  the  child.  As  soon  as  this  is 
accomplished  any  troublesome  bleeding  is  controlled  at  once  by 
an  elastic  ligature  thrown  about  the  uterus  below  the  rent. 
The  removal  of  this  organ  is  then  undertaken,  as  already  sug- 
gested. In  case  haste  is  essential,  one  may  be  tempted  to  fix 
the  utero-vaginal  segment  of  the  uterus  in  the  lower  angle 
of  the  abdominal  wound  and  cut  away  the  superstructure — 
perform,  in  fact,  the  original  Porro  or  extraperitoneal  stump 
operation.  This  is  not  necessary.  After  ligating  the  uterine 
vessels  and  cutting  away  the  uterine  superstructure,  it  is  easy 
to  invert  the  stump  and  from  the  direction  of  the  vagina  seize 
and  draw  down  the  stump,  and  with  T-shaped,  clamps,  or  even 
ordinary  hemostatic  clamps,  control  all  bleeding.  This  enables 
the  operator  to  secure  a  clean  peritoneal  cavity  and  close  the 
abdominal  wound. 

Hysterectomy  after  Rupture  of  the  Uterus. — Jwanow" 
describes  a  case  of  vaginal  hysterectomy  for  rupture  of  the 
uterus  which  occurred  in  a  Illpara  33  j^ears  old.  The  rupture 
occurred  in  a  case  of  hydrocephalus  in  which  craniotomy  was 
performed.  When  the  patient  came  under  observation  she 
was  in  extreme  collapse  and  the  operation  had  to  be  performed 
without  anesthesia.     Recovery. 

Albuminuric  Retinitis  occurring  during  Pregnancy. — 
J.  F.  McCaw  "  states  that  in  all  cases  in  which  retinitis  appears 
before  the  sixth  month  of  gestation,  emptying  the  uterus  should 
be  recommended.  Cases  occurring  after  that  period  should  be 
judged  according  to  the  amount  and  severity  of  the  retinitis. 
Women  who  have  had  albuminuric  retinitis  during  previous 
pregnancies  should  be  very  carefully  watched  for  eye  and 
urine  changes,  for  in  these  cases  the  most  serious  results  are 
apt  to  occur. 

Puerperal  Psychoses. — F.  Jaisson  "  divides  puerperal  psy- 
choses into  four  classes:  those  of  the  beginning  of  pregnancy, 
those  of  eclampsia,  those  of  puerperal  infection,  those  of  lacta- 
tion. He  says  that  those  of  the  beginning  of  pregnancy  are  of 
no  special  type,  but  are  merely  an  existing  tendency  brought 
out  by  the  pregnancy.     Their  prognosis  is  not  grave,  and  re- 
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covery  is  usually  complete  in  from  several  days  to  several 
months  after  delivery.  The  psychoses  of  eclampsia  may  occur 
from  the  seventh  month  onward,  and  their  prognosis  is  more 
serious.  Those  of  puerperal  infection  are  of  very  grave  prog- 
nosis. Psychoses  of  lactation  vary  in  their  clinical  form,  not 
being  always  melancholia.  Their  prognosis  is  relatively  good 
and  recovery  generally  occurs  within  several  months. 

Ectopic  Gestation. — Rouffart,^"  after  reporting  three  cases 
of  ectopic  gestation  and  mentioning  tubal  disease  as  a  predis- 
posing cause,  holds  that,  as  this  is  the  case,  the  appendages  of 
both  sides  should  be  removed  when  operating  for  ectopic  preg- 
nancy, if  those  of  the  side  not  concerned  in  the  pregnancy  show 
any  lesion. 

Phocas  "'  considers  vaginal  incision  the  operation  of  choice  in 
recent  ectopic  gestations  ending  in  the  formation  of  hemato- 
celes. In  such  pregnancies  over  five  months  advanced,  lapa- 
ratomy  is  necessary,  as  it  is  in  cases  of  encysted  hematocele 
with  repeated  hemorrhage.  If  a  hematocele  suppurates  the 
vaginal  incision  is  preferable;  if  an  old  fetal  cyst  becomes 
the  seat  of  suppuration,  laparatomy  is  needed. 

Three  cases  are  recorded  by  J.  H.  Barbot,^''  in  two  of  which 
the  diagnosis  was  complicated  by  the  presence  of  small  ova- 
rian cysts.  In  the  third  a  tivin  pregnancy  of  two  and  a  half 
months'  duration  was  found  in  the  right  tube.  All  three  cases 
made  good  recoveries, 

Lapthorn  Smith "  records  two  cases,  one  operated  through 
the  anterior  vaginal  wall.     Both  recovered. 

Becker  *'  publishes  two  successful  operations  for  extrauterine 
pregnancy,  and  in  conclusion  discusses  the  advantages  and 
indications  for  the  vaginal  operation.  The  diagnosis  must  be 
absolutely  assured,  and  pregnancy  must  not  be  beyond  the 
second  month.  The  pubic  arch  must  be  of  normal  width,  and 
vagina  and  pelvic  floor  sufficiently  elastic. 

Haig  Ferguson "  performed  abdominal  section  for  an  ec- 
topic pregnancy  and  found  the  following  conditions:  On  the 
left  side  was  found  a  characteristic  tubal  pregnancy,  which 
ruptured  posteriorly  through  the  tube  wall  close  to  the  broad 
ligament  as  soon  as  it  was  touched.  On  the  right  side  was  an 
irregular,  much  dilated  and  tortuous  tube,  which  was  adherent 
to  the  fundus  uteri.  The  tube  was  filled  with  serum  and  con- 
tained the  bones  of  a  four-months  fetus.  Both  ovaries  and  tubes 
were  removed.     The  patient  made  a  good  recovery. 

Uterine  Pregnancy  following  Ectopic. — Funk-Brentano  " 
describes  such  a  case,  and  presents  a  study  of  this  and  126 
others  reported  in  medical  literature.  Of  these,  93  were  women 
who  had  not  been  surgically  treated  for  the  ectopic  gestation. 
In  37  of  these  no  accident  occurred;  in  54  the  subsequent 
pregnancy  was  disturbed.  Of  the  34  patients  who  had  been 
operated  upon,  only  4  had  pregnancies  later  which  were  not 
normal.  From  these  facts  the  writer  concludes  that  the  normal 
evolution  of  a  new  pregnancy  is  almost  the  rule  with  women 
who  have  received  surgical  treatment,  while  the  reverse  is 
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true  of  those  who  have  not  been  so  relieved.  Abortion  is  the 
most  frequent  accident,  but  inflammation  of  the  cyst  is  the 
most  serious,  eight  and  probably  nine  of  the  eleven  deaths 
occurring  in  the  women  who  had  not  been  operated  upon  being 
from  this  cause.  These  statements  support  the  advocates  of 
operation,  immediate  or  delayed,  in  all  cases  of  ectopic  gesta- 
tion. 

Prevention  of  Hereditary  Syphilis. — A.  Fournier"'  advises 
mercurial  treatment  of  the  mother  during  pregnancy,  even 
though  slie  is  healthy,  if  the  transmission  of  syphilis  from  the 
father  is  feared.  This  method  has  proved  successful  in  cases 
in  which  the  father  was  affected  with  syphilis  and  the  mother 
not.  Treatment  should  be  begun  as  early  in  the  pregnancy  as 
possible,  and  should  be  administered  twenty  days  in  each 
month  and  then  suspending  the  administration  of  mercury  for 
ten  days. 

Rupture  of  the  Uterus. — Porak  '^  describes  a  case  in  which 
labor  occurred  at  the  seventh  month  with  a  probably  cicatricial 
rigidity  of  the  cervix  existing.  The  case  was  one  of  shoulder 
presentation,  with  prolapse  of  the  cord  and  rupture  of  the 
uterus,  and  laceration  of  the  cervix  caused  by  deiiverj"  of  the 
aftercoming  head.  Laparatomy  was  immediately  performed 
and  the  peritoneal  tears  sutured.     The  patient  recovered. 

Acute  Inversion  of  the  Uterus.— C.  Haslewood"  reports  a 
case  that  came  under  his  charge  of  a  woman  who  had  been 
delivered  by  a  midwife,  who,  while  trying  to  deliver  the  pla- 
centa, caused  a  prolapse  and  inversion  of  the  uterus.  Hasle- 
wood,  after  stimulating  the  patient,  who  was  almost  moribund, 
gave  her  ether  and  reduced  the  inversion  with  considerable 
difiiculty. 

Appendicitis  during  Pregnancy. — N.  Jarca"  states  that 
pregnancy  aggravates  appendicitis,  that  a  mild  attack  may 
suddenly  become  violent  immediately  after  labor,  and  that,  on 
the  other  hand,  appendicitis  frequently  results  in  abortion, 
though  not  inevitably.  Surgical  treatment  is  not  contraindi- 
cated  by  the  existence  of  pregnancy.  The  earlier  an  operation 
is  performed  the  greater  the  chance  of  a  continuation  of  the 
pregnancy. 

Menstruation  and  Lactation. — L.  Jacob"  has  studied  180 
cases  in  which  menstruation  occurred  during  lactation.  He 
has  noticed  that  this  occurs  much  more  frequently  and  sooner 
after  delivery  in  primiparse  than  in  multiparae.  In  primiparse 
it  takes  place  usually  about  the  sixth  month  of  lactation;  in 
Ilparse  who  have  nursed  their  first  children,  between  the 
eighth  and  twelfth  months.  After  the  third  or  fourth  lactation 
menstruation  rarely  occurs  during  lactation.  In  multiparse 
nursing  for  the  first  time  the  recurrence  of  menstruation  seems 
to  take  place  in  proportion  to  the  time  which  has  elapsed  since 
the  first  gestation.  Some  women  menstruate  during  all  preg- 
nancies, some  during  none.  Re-establishment  of  menstruation 
does  not  require  cessation  of  nursing,  but  when  a  woman  who 
is  nursing  for  the  fourth,  fifth,  or  sixth   time  has  a  recurrence 
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of  menstruation  much  earlier  {han  usual  it  should  generally 
be  stopped.  Pregnancy  may  occur  during  lactation,  and  the 
latter  may  usually  be  continued  for  several  months  thereafter. 

Pregnancy  with  Rachitic  Pelves. — Fournier'"  advises  the 
following  treatment  in  cases  of  rachitic  pelves.  In  generally 
contracted  or  flat  pelves  with  a  dead  child,  forceps  may  be  used 
if  the  pelvis  measures  as  much  as  9^  centimetres,  perforation 
or  basiotripsy  if  it  is  smaller.  With  a  living  child  and  the 
pregnancy  not  too  far  advanced,  premature  labor  should  not  be 
induced  if  the  pelvis  does  not  measure  8  centimetres,  as  it 
would  be  necessary  to  do  so  by  seven  and  a  half  months  at 
least;  if  above  8  centimetres  it  is  advisable.  If  the  patient  is 
seen  at  term  and  the  pelvis  measures  9^  centimetres  or  more, 
expectant  treatment  is  indicated,  with  occasionally  the  aid  of 
forceps.  Between  2^  and  8i  centimetres  forceps  are  preferable 
if  the  head  is  engaged  or  at  least  fixed;  otherwise  version.  If 
the  head  reaches  the  symphysis  in  bad  position  symphyseotomy 
may  be  preferable.  Between  81  and  7  centimetres  symphyse- 
otomy should  be  employed;  below  7  centimetres  Cesarean 
section  alone  is  feasible.  For  transversely  contracted  pelves 
induced  labor  at  the  eighth  month  is  excellent;  if  the  case  is 
seen  only  at  term,  either  forceps,  symphyseotomy,  or  Cesa- 
rean section  may  be  needed. 

Chorea  of  Pregnancy. — Loviof  reports  an  instance  of  this 
affection.  The  patient  gave  a  history  of  chorea  at  the  age  of 
14  and  mild  choreic  symptoms  toward  the  close  of  her  first 
pregnancy.  In  the  third  month  of  her  second  a  violent  attack 
occurred  with  absolute  insomnia.  It  was  necessary  to  induce 
labor,  and  within  three  or  four  days  recovery  seemed  complete. 
A  few  mild  attacks  occurred  subsequently. 

Autointoxication  of  Pregnancy.  — G.  Bouffe  de  Saint- 
Blaise  "  discusses  this  subject  exhaustively.  He  holds  that  the 
autointoxications  which  exist  normally  give  rise  to  morbid 
phenomena  only  where  the  organ  of  transformation,  the  liver, 
and  those  of  elimination,  the  kidneys,  are  insufficient.  Those 
which  are  found  in  the  gravid  state  are  increased  by  preg- 
nancy, certain  special  poisons  being  possiblj'-  limited  to  preg- 
nant women.  Accidents  occur  only  when  the  liver  and  kidney 
are  incompetent.  The  liver  appears  to  have  a  preponderating 
action,  and  this  may  be  disturbed  by  previous  illness,  chronic 
renal  disease,  or  an  accidental  affection  such  as  a  slight  fever. 
The  action  of  the  kidney,  though  marked,  is  secondary  in  im- 
portance to  that  of  the  liver,  accidents  sometimes  occurring 
even  when  the  kidney  is  healthy.  The  toxins  retained  in  the 
blood  are  probably  multiple  and  act  differently  in  various  indi- 
viduals, causing  such  different  symptoms  as  headache,  pty- 
alism,  incoercible  vomiting,  and  eclamptic  attacks.  The 
treatment  of  autointoxications  includes  the  suppression  of  the 
formation  of  toxic  substances  and  increasing  their  elimina- 
tion. 

Hydatidiform  Mole. — V.  Bue  '"  reports  a  case  of  hydatidi- 
form  mole,  in  connection  with  which  he  calls  attention  to  the 
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fact  that  the  only  symptom  is  a  continued  blood-stained  serous 
discharge. 

Eclampsia. — P.  Bar"  discusses  the  possibility  of  a  microbic 
origin  of  eclampsia.  He  sa5's  that  while  bacteria  are  found  in 
the  urine  of  eclamptic  patients,  the  same  is  true  in  many  cases 
of  ordinary  pregnancy.  The  injection  of  large  amounts  of 
urine  into  animals  shows  that  their  pathogenic  power  is  slight 
or  nothing.  Examination  of  the  blood  has  shown  the  presence 
of  staphylococci  andthepneumococcus,  but  this  occurs  compar- 
atively rarely.  Similar  results  have  attended  investigation  of 
the  maternal  viscera.  The  organisms  which  have  been  found 
in  cases  of  eclampsia  are  those  which  commonly  cause  other 
diseases,  and  no  special  characteristic  bacterium  has  been 
found  in  all  cases  which  is  capable  of  reproduction  and  exists 
only  in  this  affection.  The  author  holds  that  while  infections 
by  the  staphylococci,  pneumococcus,  or  colon  bacillus  may 
cause  lesions  of  the  liver  and  kidney,  which  seem,  to  lead  to 
the  onset  of  eclamptic  seizures,  they  bear  no  known  etiological 
relation  to  the  disease. 

E.  Bonnaire  "  holds  that,  except  in  cases  in  which  eclampsia 
begins  long  before  term,  when  the  fetus  is  not  viable,  the  in- 
terest of  the  child  as  well  as  that  of  the  mother  demands  rapid 
evacuation  of  the  uterus.  For  this  purpose  he  favors  digital 
and  bimanual  dilatation  of  the  cervix. 

Incomplete  Abortion. — Gaulard "  usually  employs  the 
curette  in  cases  of  incomplete  abortion^  preferring  this,  as  a 
rule,  to  cleaning  the  uterine  cavity  with  the  fingers. 

Central  Rupture  of  the  Perineum. — Such  a  case,  occurring 
during  labor,  is  reported  by  Voituriez."  As  causes  of  this 
accident  he  mentions  an  abnormal  situation  of  the  vulva  with 
a  long  perineum,  a  resistant  hymen,  and  rapid  expulsion  of  the 
child.  Threatened  rupture  may  be  avoided  by  pressing  the 
head  forward  by  a  finger  in  the  rectum,  by  episeiotomy,  or 
forceps  delivery.  Actual  rupture  demands  immediate' or  sub- 
sequent perineorrhaphy. 

Placenta  Previa,  Treatment  by  Removal  of  the  Uterus. 
— Lawson  Tait"  quotes  Simpson  as  giving  the  mortality  in 
placenta  previa  at  40  per  cent,  and  then  goes  on  to  sslj:  I 
gather  from  the  smothered  confessions  of  other  writers  and  the 
open  admission  of  my  friends  who  have  had  large  obstetric 
experience  that  it  really  is  much  higher;  and  in  spite  of  the 
sound  principles  laid  down  for  its  treatment,  it  is  probable  that 
more  than  half  the  cases  die.  I  feel  sure  that  the  full  mortality 
of  the  condition  is  not  yet  known,  so  many  patients  die  from 
the  secondary  complications  due  to  the  damage  of  the  mis- 
placed placental  sinuses;  and  as  these  cases  are  generally  not 
fatal  till  many  days  after  delivery,  they  are  not  returned  as 
cases  of  "  placenta  previa,"  but  as  peritonitis,  etc.  I  gather 
from  conversation  that  only  immediate  deaths  are,  as  a  rule, 
entered  under  the  real  and  primary  cause.  This  is  of  itself  a 
point  of  interest  about  the  condition,  but  not  one  that  con- 
cerns me  much,  though  evidently  the  higher  the  total  mortality 
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is  found  to  be,  primary  and  secondary,  the  stronger  will  be  my 
subsequent  argument  from  this  point  of  view. 

Another  aspect  from  which  "unavoidable  hemorrhage"  is 
extremely  interesting  is  that  it  is  one  of  the  few  points  in  the 
practice  of  surgery  where  our  conduct  may  be  influenced  by 
ecclesiastical  authority.  The  Church  of  Rome  rules  that  in 
such  a  case  the  living  birth  of  the  child  is  all-important,  and 
when  the  interests  of  mother  and  child  conflict  those  of  the 
former  must  yield.  In  one  case  to  which  I  was  called  by  the 
late  Dr.  Wynne  Thomas  this  decision,  arrived  at  by  the  mother 
and  the  father  of  the  child,  as  advised  by  their  spiritual  direc- 
tors, seemed  to  us  to  cost  the  mother  her  life,  though  it  did  save 
the  child.  Under  such  circumstances  that  part  of  the  treat- 
ment directed  against  the  immediate  risk  from  hemorrhage 
has  its  influence  for  good  directly  contravened,  and  probably 
entirely  annulled,  by  the  causes  introduced  and  the  risks  pro- 
duced of  secondary  mortality.  All  these  conditions  existed  in 
a  case  to  which  I  was  called  on  December  21,  1898,  by  Dr. 
Herbert  Simpson,  of  Rugby.  The  patient  was  young  and 
sHghtly  built,  and  had  as  bad  a  history  of  hemorrhage  as  a 
woman  well  could  have.  She  had  always  had  "something 
wrong "  inside  and  had  been  a  regular  consumer  of  ergot  for 
years.  She  had  been  twice  curetted  and  cauterized.  She  had 
nearly  lost  her  liYe  from  postpartum  hemorrhage  in  her  second 
confinement,  had  had  several  miscarriages  with  severe  losses, 
and  I  found  her  in  her  fourth  confinement  at  the  full  time  with 
the  cervix  closed  and  rigid,  the  liquor  amnii  drained  off,  the 
uterus  firmly  contracted  over  the  child,  and  yet  she  had  been 
bleeding  with  alarming  profusion  for  five  hours,  in  spite  of 
many  other  and  orthodox  points  of  treatment  which  Dr.  Simp- 
son had  employed.  The  child  was  easily  ascertained  to  be 
alive,  and  the  considerations  of  its  interest  as  superior  to  that 
of  the  mother  were  not  pressed  by  any  one.  But  I  confess  that 
the  recollection  of  previous  experiences  made  me  hesitate  to 
do  what  was  clearly  necessarj',  forcibly  dilate  ihe  ceivix  acd 
extract  the  placenta,  whether  I  followed  that  by  version  or  not, 
whether  or  not  I  left  the  after-labor  to  Nature  and  the  child  to 
its  fate.  An  alternative  occurred  to  me  to  which  I  was  prompted 
by  the  splendid  success  which  has  followed  it  in  my  hand  and 
in  those  of  others  under  different  yet  very  analogous  circum- 
stances— removal  of  the  uterus.  It  had  many  arguments  in  its 
favor:  it  would  save  the  child,  it  probably  would  save  the 
mother,  and  it  would  relieve  her  of  the  condition  of  perpetual 
misery  and  risk  in  which  she  had  been  living  for  years,  and 
would  therefore  assist  her  in  properly  rearing  the  children  she 
had,  rather  than  tend  to  procreate  others  to  whom  she  certainly 
showed  no  likelihood  of  ever  being  able  to  give  proper  care. 
There  were  no  arguments  against  except  the  familiar  one  of 
"mutilation."  As  I  have  already  characterized  that  as  the 
argument  of  the  brothel-keeper  rather  than  one  for  the  con- 
sideration of  the  physician,  I  attach  little  importance  to  it. 
Putting  myself  in  the  place  of  the  patient's  husband,  so  far  as 
25 
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I  could,  I  felt  that  the  Church  of  Rome  had  some  reason  for  its 
decision,  though  more  as  a  matter  of  right  than'of  salvation — 
that  any  proceeding  which  would  diminish  the  mother's  risk 
from  50  per  cent  or  40  per  cent,  or  even  20  per  cent,  to  4  or  5 
per  cent,  must  be  selected.  Finally,  the  argument  would  have 
been  overwhelming  with  me  as  a  husband  that  my  wife  would 
have  health  and  comfort  for  her  after-life,  instead  of  miserj' 
and  risk,  irrespectively  of  sterility  or  mutilation  or  anything 
else.  I  therefore  proposed  hysterectomy,  and  after  full  dis- 
cussion it  was  accepted  bj"  Dr.  Simpson,  b}^  the  husband,  and 
by  the  patient.  I  performed  it  with  the  aid  of  the  elastic  liga- 
ture, by  that  known  in  America  as  the  "  Tait-Porro"  operation. 
The  patient  made  a  straightforward  recovery,  interrupted  only 
by  occasional  rectal  distension.  A  fine  female  child  was  born 
alive  and  lived  for  a  month,  succumbing,  unfortunately,  a 
month  after  birth  when  the  cold  weather  distributed  bronchitis. 
This  case  forms,  so  far  as  I  know,  a  new  departure.  Whether 
it  will  receive  a  universal  commendation  is  net  the  least  a  mat- 
ter of  doubt.  The  "mutilationists"  will  raise  their  voices 
against  my  proposal,  but  there  are  others  who  will  follow  my 
example,  and  to  those  who  do  this  will  surely  come  the  comfort 
that  they  will  diminish  "the  anxiety  to  the  practitioner  and 
the  real  danger  to  the  patient "  of  the  obstetric  difficulty  which 
Simpson  so  graphically  tells  us  has  more  of  both  than  any 
other. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Movable  Kidney.  Etiology. —  C.  S.  Bacon*  states  that 
the  displacement  of  the  kidney  is  due  to  a  combination  of  two 
kinds  of  causes — those  which  weaken  the  kidney  attachments 
and  those  which  diminish  the  support  furnished  by  intra-abdom- 
inal pressure.  The  attachments  may  be  weakened  by  pres- 
sure from  above  the  diaphragm  or  by  tight  lacing.  Thej''  may 
be  weakened  by  traction  made  by  ureters,  colon,  or  duodenum. 
They  may  also  be  dislodged  by  blow  or  ]ar  or  other  trauma. 
Gravity  is  always  an  important  factor,  especially  in  cases  of 
enlargement  of  the  kidney,  as  in  disease,  tumor,  or  menstrual 
congestion.  The  attachments  may  also  be  congenitally  weak, 
or  they  may  be  weakened  by  emaciating  disease  when  the  fat 
is  absorbed.  The  intra-abdominal  pressure  is  weakened  or 
destroyed  by  relaxation  of  the  abdominal  walls  or  injuries  to 
the  pelvic  floor,  one  or  both  of  which  conditions  are  often  the 
sequelae  of  labor,  laparatom}^  or  emaciating  disease.  Movable 
kidneys  are  more  common  in  women,  and  occur  on  the  right 
side  in  about  90  or  95  per  cent  of  cases.  This  condition  gene- 
rally occurs  between  the  ages  of  20  and  40  years,  and  is  often 
associated  with  enteroptoses. 

Symptoms. — G.  Fiitterer^  gives  the  symptoms  of  this  con- 
dition as  follows  :  Pains  in  the  back  seem  to  occur  most 
regularly,  and  they  are  of  a  changing  character,  from  dull  ta 
sharp.  Dizziness  is  the  next  most  frequent  symptom,  and  then 
the  symptoms  due  to  enteroptosis  and  the  gastric  symptoms. 
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Then  palpitation,  irregular  heart  action,  distension  of  the  ab- 
dominal aorta,  throbbing  of  this  vessel,  kinking  of  the  renal 
artery,  occasionally  a  bruit  in  this  place,  and  in  rare  cases 
compression  of  the  vena  cava,  edema  of  the  lower  extremities, 
and  even  thrombosis  of  the  inferior  cava.  Then  the  symp- 
toms from  the  nervous  system,  neurasthenia,  trembling,  dizzi- 
ness ;  headaches,  occipital  or  frontal,  and  deep  depression. 
In  some  cases  albuminuria  or  intermittent  hydronephrosis. 

Diagnosis. — H.B.  Steleman  *  states  that  when  examining  for 
a  movable  kidney  the  patient  should  be  placed  in  the  recumbent 
position  with  the  shoulders  slightly  raised  and  limbs  drawn  up, 
or  lying  upon  the  side  opposite  to  the  affected  kidney  with  the 
limbs  flexed,  which  insures  less  reflex  action  of  the  abdominal 
muscles,  always  an  embarrassing  feature  to  the  examiner. 
Moreover,  if,  after  having  used  the  recumbent  or  lateral  posi- 
tion, the  sitting  posture  is  tried,  one  is  able  frequently  to  re- 
duce or  dislodge  the  vagrant  organ  at  will.  Deep  inspiration, 
coughing,  or  change  of  position  will  aid  in  bringing  the  organ 
into  the  field  of  palpation.  In  palpation,  the  patient  being 
in  the  recumbent  position,  the  left  hand  of  the  examiner  is 
placed  over  the  lumbar  region  and  the  right  hand  at  a  point 
opposite  on  the  abdomen,  and  by  slow,  gentle,  and  deep  pres- 
sure one  may  be  able  to  insinuate  the  latter  hand  into  the  ab- 
dominal wall  to  a  degree  that  deep  structures  may  frequent- 
ly be  readily  recognized.  In  this  procedure  the  anterior  hand 
should  be  kept  immobile  so  as  not  to  stimulate  muscular  con- 
traction, and  at  the  same  time  one  should  render  the  tactile 
sense  as  acute  as  possible;  then,  by  pressing  the  posterior  hand 
forward,  one  is  not  only  able  to  distinctly  recognize  the  lower 
edge  of  the  kidney  in  partial  dislocation,  but,  by  pressing  both 
hands  together,  cause  it  to  glide  back  into  position,  or,  if  it  has 
escaped  beyond  the  costal  arch,  by  careful  pressure  to  fully  out- 
line the  shape  of  the  entire  kidney.  The  percussion  note  over 
the  lumbar  region  of  a  displaced  kidney  is  frequently  more 
tympanitic,  and  the  resistance  over  the  same  area  is  lessened. 
A  quantitative  and  qualitative  analysis  of  the  urine  may  throw 
much  light  upon  obscure  points.  Intermittent  hydronephrosis, 
in  addition  to  the  increase  in  the  size  of  ^  the  kidney,  the  accu- 
mulation of  urine,  followed  by  discharge  and  ease  from  pain,  is 
quite  characteristic. 

Surgical  Treatment. — L.  L.  McArthur  *  advises  the  follow- 
ing operation,  the  steps  of  which  are  :  1.  A  curved  transverse 
incision  below  the  last  rib  is  made  through  all  the  structures 
at  once  down  to  the  peritoneum  anteriorly.  2.  The  peritoneum 
is  then  loosened  from  the  lateral  parietal  walls  by  blunt  dis- 
section sufficiently  to  permit  boldly  enlarging  the  posterior 
angle  of  the  wound  without  fear  of  injury  to  important  struc- 
tures quite  back  of  the  quadratus.  3.  Fatty  capsule  of  the 
kidney  loosened  by  blunt  dissection.  4.  The  anterior  layer  of 
the  lumbar  fascia  and  transversalis  aponeurosis  is  then  loosened 
from  the  tissues  on  which  it  lies,  to  such  an  extent  as  will 
admit  the  kidney  in  the  pocket  thus  made;  the  lower  flap  of 
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wound  having  a  compartment  for  the  lower  half  of  the  kidney. 
5.  Prior  to  inserting  the  kidney  in  the  new  compartment,  the 
cut  edges  of  the  transversalis  aponeurosis  have  inserted  in  them 
two  or  three  stitches,  which  serve  to  pucker  the  pocket  contain- 
ing kidney.  6.  The  kidney  having  been  dislocated  first  upward, 
its  lower  end  is  slid  into  the  pocket.  7.  Closure  now  of  the 
stitches  in  the  aponeurosis  of  the  transversalis  fixes  the  lower 
half  of  the  kidne>'  external  to  one  of  the  layers  of  the  abdom- 
inal parietes,  supporting  the  same  by  so  broad  a  surface  that 
no  injury  to  kidney  can  result  and  no  displacement  occur,  and 
•employing  a  normal  tissue  not  transplanted.  He  has  found  it 
sufficient  to  make  the  pocket  for  the  lower  half  of  the  kidney 
and  would  suggest  its  use  in  the  movable  cases,  where  a  very 
complete  arresting  of  its  wanderings  can  be  secured.  Two  or 
three  stitches  can  be  made  to  hold  the  kidney  until  adhesions 
form.  By  this  arrangement,  too,  the  movements  of  the  other 
abdominal  organs  cannot  dislodge  the  kidney  in  question,  it 
being  external  to  one  of  the  layers  of  the  abdoiuinal  wall,  and 
pressure  from  above  tending  to  drive  it  deeper  into  the  pocket 
thus  formed. 

A  Third  Kidney. — W.  Watson  Cheyne^*  reports  a  case  of 
a  third  kidney.  This  kidney  was  well  formed  and  was  situ- 
ated on  the  right  side  a  little  below  the  normal  right  kidney. 
It  had  its  own  ureter  and  blood  supply.  The  above  kidney 
was  found  while  making  an  exploratory  operation  to  determine 
the  cause  of  pain  and  a  tumor  in  the  lower  part  of  the  abdo- 
men. The  kidney  was  found  to  be  a  little  movable.  It  was 
sutured  in  place  and  the  woman  was  relieved  of  her  pain. 

Complete  Incontinence  of  Urine. — L.  G.  Baldwin'  reports 
three  cases  of  the  above  variety.  In  two  of  these  cases  the  incon- 
tinence was  due  to  a  prolapse  of  the  ureters  at  the  upper  third  of 
the  vagina.  Both  these  cases  were  cured  b}^  the  use  of  a  rather 
small  and  short  Emmet  hard-rubber  pessarj^.  In  the  third  case 
the  urethra  had  been  torn  from  its  moorings  back  of  and  under- 
neath the  arch  of  the  pubis  bj^  straining  while  at  stool.  In  this 
case  the  pessaries  failed,  so  he  used  a  hard-rubber  ball  one  and 
three-quarter  inches  in  diameter.     This  gave  complete  relief. 

Complicated  Vesico-utero-vaginal  Fistula. — Munde  "  de- 
scribes the  following  operation  which  he  performed  on  a  large 
cicatricial  fistula  involving  the  base  of  the  bladder,  the  anterior 
vaginal  wall,  and  a  portion  of  the  cervix : 

To  close  the  rent  in  the  anterior  wall  of  the  cervix  he  at- 
tempted to  peel  the  bladder  from  the  uterus  with  the  finger, 
-after  making  a  transverse  incision  across  the  cervix.  The 
finger  suddenly  burst  through  the  thin  adherent  peritoneum, 
tearing  also  the  attached  wall  of  the  bladder.  He  at  once 
repaired  these  rents  with  catgut  sutures,  and  closed  the  tear  in 
the  cervix  also  with  catgut,  deferring  the  remainder  of  the  ope- 
ration to  a  future  time.  Ten  days  later  a  second  attempt  to 
close  the  fistula  readily  brought  its  edges  together  with  nume- 
rous silver-wire  sutures.  In  order  to  make  sure  that  the  ex- 
ternal OS  remained  in  the  vagina  an  assistant  kept  a  sound  in 
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it,  which  accidentally  slipped  out^  and  on  replacing  it,  it  passed 
into  the  bladder  and  through  its  posterior  wall.  As  only  gentle 
force  was  used,  it  was  evident  that  a  rent  existed  in  the  bladder 
wall,  probably  the  old  tear  which  had  not  healed.  He  rapidly 
closed  the  fistula,  moved  the  patient  into  Trendelenburg's  posi- 
tion, opened  the  abdomen,  and  exposed  the  rent.  It  extended 
for  fully  an  inch  and  a  half  transversely  from  about  the  mid- 
dle of  the  bladder  toward  the  left,  was  situated  at  the  bottom 
of  the  vesico  uterine  pouch,  and  was  finally  closed  by  stitching 
the  body  of  the  uterus  and  the  broad  ligament  to  the  bladder. 
The  line  of  sutures  extended  from  the  bottom  of  the  peritoneal 
fold,  joining  the  broad  ligament  and  the  bladder  on  the  left 
side  almost  to  a  corresponding  point  on  the  right.  The  bladder 
was  then  distended  with  a  solution  of  methylene  blue  and 
found  to  be  absolutely  tight.  Deep  silkworm-gut  sutures  were 
used  to  close  the  abdominal  incision.  A  soft  permanent  cathe- 
ter was  placed  in  the  bladder  and  the  head  of  the  patient's  bed 
elevated  to  facilitate  urinary  drainage.  Recovery  was  uninter- 
rupted so  far  as  the  abdominal  operation  was  concerned,  but 
the  vaginal  fistula  part  was  a  failure.  Urine  had  infiltrated 
the  wound,  and  absolutely  no  union  resulted,  not  even  of  the 
uterine  rent.  One  month  later,  when  there  seemed  to  be  no 
danger  of  a  reopening  of  the  peritoneal  fissure,  a  third  attempt 
was  made  to  close  the  fistula.  The  vagina  was  closed  trans- 
versely from  the  posterior  vaginal  vault  to  the  meatus  with  a 
double  tier  of  thin  silver-wire  sutures,  making  a  wide  denuda- 
tion. As  the  neck  of  the  bladder  was  destroyed,  the  remnant 
of  the  urethra  was  cut  out  and  a  longer  canal  built  up  by  de- 
nuding and  uniting  the  nymphae  nearly  to  the  clitoris.  A  per- 
manent soft  catheter  was  kept  in  the  bladder  for  fourteen 
days,  and  the  patient  directed  to  lie  constantly  on  the  side. 
There  was  no  leakage;  the  sutures  were  removed  on  the  twelfth 
day,  and  union  was  found  to  be  perfect.  After  the  removal 
of  the  catheter  the  patient  was  allowed  to  sit  up  and  directed 
to  urinate  at  least  every  two  hours.  It  was  feared  that  the 
newly  formed  urethra  might  not  have  retentive  power,  but  for- 
tunately this  fear  proved  groundless.  The  patient  was  not 
only  able  at  once  to  hold  her  urine,  but  could  pass  it  at  will. 
A  vagina  of  sufficient  depth  for  copulation  remains. 

Remedial  Treatment  of  Cystitis  in  the  Female.— J.  H. 
Etheridge''  states  that  the  bowels  should  be  kept  open  by  the 
daily  administration  of  a  saline.  Diversion  of  the  blood  cur- 
rent toward  the  intestinal  canal  under  saline  laxatives  tends  to 
diminish  the  amount  of  blood  in  the  wall  of  the  bladder  and 
relieves  the  pain.  An  inactive,  dry  skin  should  be  treated  with 
salt  crash  towel  rubbing  daily.  This  is  to  promote  diaphore- 
sis. Deranged  systemic  conditions,  such  as  indigestion,  gout,, 
and  especially  the  exanthemata,  should  be  carefully  treated. 
Under  an  exclusive  diet  of  milk  some  cases  of  great  severity 
and  long  standing  have  been  cured.  The  bill  of  fare  should 
consist  largely  of  fluid  food.  For  the  relief  of  pain  and  tenes- 
mus opium  is  of  the  greatest  importance.     It  can  be  used  as 
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Dover's  powder,  with  camphor.  Its  chief  objection  is  the  in- 
duction of  the  opium  habit.  Chloral  hydrate  and  the  bromides 
often  give  relief.  To  correct  hyperacidity  of  the  urine  give 
alkaline  salts,  and,  on  the  other  hand,  give  benzoic  and  boric 
acid  and  the  mineral  acids  to  change  the  alkaline  reaction. 
For  intravesical  medication  a  one-tenth  to  a  one-half  per  cent 
solution  of  silver  nitrate  is  of  the  greatest  importance.  At 
first  it  can  be  used  once  in  two  days,  then  daily  until  its  further 
use  can  be  discontinued.  Where  there  is  ulceration  or  suppu- 
ration in  the  bladder  use  a  weak  solution  of  carbolic  acid,  a 
drop  to  a  drachm.  Where  the  urine  is  loaded  with  mucus  and 
pus  use  tannin,  ten  grains  to  the  ounce.  In  like  manner  zinc 
sulphate,  plumbic  acetate,  infusions  of  hydrastis,  potassium 
chlorate,  and  many  other  remedies  have  been  used. 

Urine  of  Cystitis. — J.  A.  Wesmer"  believes  the  urine  of  a 
female  in  whom  cystitis  is  suspected  should  be  obtained  by 
the  catheter.  This  rule,  if  followed,  will  avoid  the  possibilities 
of  contamination  from  the  vagina.  Cystitic  urine,  as  a  rule, 
contains  many  leucocytes  and  bacteria.  Its  reaction  may  be 
acid  or  alkaline,  depending  on  the  character  of  the  bacteria 
present.  If  the  infection  is  by  the  bacillus  coli  it  is  acid;  if  in 
addition  it  becomes  infected  with  the  bacillus  vulgaris  it  be- 
comes alkaline.  This  last  organism  converts  urea  into  ammo- 
nium carbonate.  Of  300  specimens  of  cystitic  urine  examined, 
69  per  cent  were  acid  and  21  percent  were  alkaline.  Two  tests 
are  employed  for  the  detection  of  pus  and  leucocytes  in  the 
urine.  The  chemical  one,  recommended  by  Vitali,  is  applied 
as  follows:  The  suspected  urine,  if  alkaline,  is  treated  with 
enough  acetic  acid  to  make  slightly  acid;  filter  and  add  to  the 
residue  a  few  drops  of  freshly  prepared  tincture  of  guaiacum. 
If  pus  be  present  the  inner  surface  of  the  filter  takes  on  a  blue 
tint.  Wesmer  has  found  this  test  to  be  very  satisfactory,  even 
when  there  was  only  a  trace  of  pus  present.  The  other  test  is 
the  microscopical. 

Aneurism  of  the  Uterine  Artery. — Munde''  reports  a  case 
of  the  above  variety  on  account  of  its  great  rarity.  Upon  ex- 
amining the  patient  he  found  a  softly  elastic,  strongly  pulsating 
and  thrilling  tumor,  of  about  the  size  of  a  hen's  egg,  projecting 
into  the  left  vaginal  vault,  close  to  the  cervix,  and  extending 
slightly  down  on  the  left  vaginal  wall.  At  one  point  next  to 
the  cervix  there  was  a  "purr,"  so  pronounced  and  distinct  as 
to  make  him  apprehensive  that  the  aneurism,  as  it  clearly  was, 
might  burst  at  any  time. 

Through  a  four-inch  incision  in  the  left  semilunar  line  he 
opened  the  abdomen  in  Trendelenburg's  position,  and  after 
some  difficulty  in  isolating  the  artery,  especiallj^  from  the  ure- 
ter which  crosses  it  and  lies  close  to  the  inside  of  it  at  that 
point,  he  succeeded  in  passing  a  Deschamps  pedicle  needle 
under  it  and  ligating  it  gently  but  firmly,  so  as  not  to  injure 
its  coats,  with  chromicized  catgut.  Before  doing  so,  the  finger 
of  an  assistant  on  the  aneurism  in  the  vagina  told  when  pres- 
sure  on  a  certain  part  of  the  artery  arrested  pulsation  in  the 
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aneurism,  and  it  was  at  the  spot  thus  indicated  that  the  liga- 
ture was  apphed.  When  tightened,  pulsation  in  the  aneurism 
ceased  entirely.  The  wound  in  the  peritoneal  covering  of  the 
vessels  was  closed  by  fine  uninterrupted  catgut  suture,  and  the 
abdominal  incision  by  buried  catgut  and  deep  silkworm-gut 
sutures.  Recovery  was  uneventful.  Immediately  after  the 
operation  there  was  a  faint,  apparently  transmitted  pulsation 
in  the  aneurism,  which  at  the  end  of  a  week  had  increased 
somewhat,  probably  owing  to  the  establishment  of  collateral 
circulation.  The  purr  and  thrill  had,  however,  entirely  disap- 
peared, and  never  returned,  and  the  outer  portion  of  the  aneu- 
rismal  swelling  had  become  hard  and  solid  and  had  evidently 
contracted.  Wishing  to  make  as  perfect  a  cure  as  possible  be- 
fore discharging  the  patient,  he  decided  to  try  the  effects  of 
galvano-puncture  of  the  aneurism,  and  twice  at  intervals  of 
three  days  passed  a  current  of  twenty  milamperes  through  the 
sac  for  half  an  hour,  a  carefully  insulated  platinum  needle 
being  thrust  deeply  into  the  centre  of  the  aneurism  and  con- 
nected with  the  positive  pole,  the  negative  pole  being  a  large 
wet  sponge  under  the  left  buttock.  The  effect  of  these  two 
galvanic  sittings  in  hardening  and  shrinking  the  aneurism  was 
very  apparent.  Six  weeks  after  the  operation  the  aneurism 
had  shrunken  to  one-half  its  original  size,  was  hard  and  painless, 
and  pulsated  no  more  than  a  normal  uterine  artery. 

Elephantiasis  of  the  Vulva. — W.  D.  BuUard''  reports  a 
case  of  the  above  variety,  the  duration  of  which  was  twenty- 
seven  months.  The  patient's  first  intimation  of  any  trouble 
was  severe  itching  on  the  inner  side  of  the  left  labium,  where, 
on  examination,  she  found  a  number  of  small  lumps  resem- 
bling pimples.  From  this  time  on  the  labium  increased  in 
size.  About  one  year  later  the  other  labium  began  to  in- 
crease in  size,  and  after  twenty-two  months  the  clitoris  became 
involved.  For  two  years  she  had  no  systemic  manifestations 
referable  to  the  increase  in  growth  of  the  vulva.  At  this  time 
the  irritation  of  the  surface  of  the  growth,  caused  by  the  fric- 
tion against  the  thighs  and  the  flow  of  urine  and  feces,  gave 
rise  to  ulcers.  On  examination  there  was  observed  an  im- 
mense vascular  tumor,  occupying  all  the  space  from  the  pubes 
to  the  knees,  and  emitting  a  most  offensive  odor.  This  tumor 
was  divided  into  three  parts.  The  one  on  the  left  was  the 
largest,  and  attached  to  the  whole  perineal  region  and  from 
midway  to  the  umbilicus  in  front  to  the  coccygeal  fold  behind. 
The  surface  was  dark  brown,  hard,  nodular,  and  seamed  with 
deep  fissures  filled  with  a  brownish,  ichorous  secretion.  The 
one  on  the  right  was  about  the  size  of  a  muskmelon,  chocolate- 
colored,  soft,  and  arose  from  a  labial  pedicle  six  inches  in  length 
and  about  the  size  of  a  man's  arm.  The  central  tumor  closely 
resembled  a  banana  and  was  the  hypertrophied  clitoris.  All 
these  tumors  were  so  sensitive  as  to  render  a  thorough  exami- 
nation impossible.  For  forty-eight  hours  before  the  operation 
permanganate  of  potassium  and  other  antiseptics  were  used  to 
try  and  overcome  the  extremely  septic  condition  of  the  tumor. 


392  BRIEF   OF   CURRENT  LITERATURE. 

The  patient,  thoroughly  anesthetized,  was  put  in  a  Clover's 
crutch  and  the  surface  of  the  tumor  rendered  as  aseptic  as 
possible.  The  weight  of  the  tumor  made  it  very  difficult  to 
handle,  but,  by  the  aid  of  two  heavy  steel  corkscrews  em- 
bedded in  its  substance,  it  could  be  lifted  with  ease.  By 
these  means  the  mass  on  the  left  side  was  suspended  to  a  bar 
placed  above  the  patient.  In  order  to  control  hemorrhage  two 
extra  long  Wyeth's  hip  pins  were  passed  through  the  pedicle, 
as  close  to  the  pelvis  as  possible,  and  the  growth  was  then  sur- 
rounded by  a  heavy  elastic  ligature.  The  whole  mass  upon 
the  left  was  then  amputated  with  a  circular  incision.  All 
bleeding  vessels  were  clamped  as  they  were  divided.  There 
was  very  little  hemorrhage,  however,  and  after  ligating  numer- 
ous large  vessels  whose  walls  were  held  open  by  fibrous  tissue, 
the  elastic  ligature  was  removed.  Some  oozing  followed  this 
step.  The  mass  on  the  right  was  tied  off  in  sections  by  passing 
heavy  catgut  ligatures  on  a  needle  through  different  portions  of 
the  pedicle  and  tying  and  cutting  until  the  whole  pedicle  was 
severed.  The  central  portion  was  amputated  with  a  stroke  of 
the  knife.  Twelve  hours  after  the  operation  the  patient  died, 
in  a  condition  closely  resembling  death  from  morphine  nar- 
cosis. No  morphine  had  been  given  at  any  time.  The  histo- 
logical features  closely  corresponded  to  fibrous  elephantiasis. 

Formalin  in  the  Treatment  and  Removal  of  Inoperable 
Malignant  Growths. — William  Mitchell'"  advocates  the  use 
of  a  twenty  per  cent  formalin  solution  applied  on  cotton  to  the 
malignant  growths.  He  claims  that  b}^  this  method  there  is 
no  shock,  suppuration,  or  bleeding,  and  scarcely  any  discharge. 
It  has  great  penetrating  power,  and  hence  effects  a  more  rapid 
removal  than  the  usual  escharotics.  During  the  parting  away 
of  the  necrosed  parts  the  macroscopic  limits  of  such  a  tumor 
can  easily  be  seen  on  the  dry,  clean  surface.  The  pieces  re- 
moved can  be  subjected  to  microscopic  examination  for  the 
same  purpose.  The  process  seems  to  be  efficient  and  safe.  Its 
drawbacks  are  pain,  which  it  sometimes  causes,  and  edema. 
General  urticaria  can  be  caused  by  its  absorption. 

Prevention  of  Sepsis  after  Laparatomies  and  Uterine 
Operations. — B.  Crede '*  recommends  the  use  of  the  metallic 
silver,  argentum  colloidale.  He  believes  that  this  antiseptic 
will  effect  all  that  is  possible  to  prevent  sepsis,  and  will 
mitigate  or  cure  it  when  present.  He  advises  its  use  in  septic 
or  infected  operations  in  the  abdominal  cavity,  for  uterine 
operations  and  large  wound  cavities.  The  manner  in  which  it 
is  used  is  as  follows :  Pills  which  contain  three-quarters  of  a  grain 
of  argentum  colloidale,  the  same  quantity  of  sugar  of  milk, 
and  a  trace  of  glycerin,  are  placed  in  the  most  dangerously 
situated  portion  of  the  cavity  or  wound.  The  colloidal  silver 
is  soluble  in  serum  in  proportion  1:25,  and  it  remains  in  solu- 
tion in  albuminous  fluids.  If  the  pure  silver  solution  comes  in 
contact  with  pathogenic  cocci,  lactate  of  silver  will  presumabh^ 
be  formed  and  exercise  its  antiseptic  effects.  The  pills  may  be 
made  to  stay  in  the  uterus  by  wrapping  them  tightly  in  a  strip  of 
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gauze.  He  prepares  his  silver  catgut  and  silver  silk  as  follows: 
The  catgut,  just  as  it  comes  from  the  factory  in  thick  coils,  but 
somewhat  loosened,  is  placed  in  a  brown  glass,  wide-necked 
bottle;  if  a  white  glass  receptacle  is  used  it  must  be  covered 
with  black  paper.  A  solution  of  the  lactate  of  silver,  1 :  100,  is 
then  poured  in  until  the  catgut  is  completely  covered.  Here 
it  remains  for  one  week;  then  it  is  taken  out  and  placed  in  an 
ordinary  large  glass  vessel,  covered  with  glass,  and  exposed  to 
the  brightest  possible  light.  The  lactate  of  silver  in  the  swollen 
threads  is  reduced  to  metallic  silver,  and  the  fibres  become 
brownish  black.  Then  the  catgut  is  washed  in  boiled  water 
until  the  wash-waters  come  away  clear.  It  is  then  placed  in 
a  large  flat  glass  vessel  and  covered  with  a  double  layer  of 
muslin.  After  it  has  dried  for  two  or  three  days  it  is  straight- 
ened out  with  carefully  washed  hands,  cut  in  30  centimetre 
(12  inch)  lengths,  and  tied  into  bundles.  It  is  preserved  in  a 
long  metal  box  similar  to  that  used  for  catheters,  wrapped  in 
four  folds  of  muslin.  Before  use  it  is  best  placed  for  fifteen 
minutes  to  an  hour  in  alcohol,  in  which  it  remains  until  it  is 
used  up.  Catgut  so  prepared  is  absolutely  sterile  and  acts 
antiseptically  so  far  as  the  silver  that  it  contains  reaches.  The 
silver  silk  is  prepared  in  exactly  the  same  way,  but  it  must  be 
left  in  the  lactate  of  silver  solution  for  fourteen  days,  because 
its  imbibition  is  slower.  The  color  of  the  prepared  silk  is  only 
light  brown.  It  is  to  be  preserved  like  the  catgut,  but  is  not 
cut  into  short  lengths;  it  should  also  be  placed  in  alcohol  before 
it  is  used. 

Imperforate  Hymen. — B.  MacMonagle'"  reports  2  cases  of 
imperforate  hynienin  girls  20  years  old.  In  both  cases  an  oval 
strip  was  excised  from  the  hymen,  and  the  edges  of  the  wound 
whipped  with  No.  2  cumol  catgut.  The  retained  menstrual 
fluid  was  allowed  to  escape  very  slowly.  The  vagina  was 
douched  with  sterile  boric  solution  and  tightly  packed  with 
iodoform  gauze.     Reaction  from  the  operation  was  good. 

Retroversion  of  the  Uterus. — L.  G.  Richelot^'  states  that 
simple,  movable  retroversion  occurs  most  frequently  in  women 
of  the  arthritic  diathesis.  Such  cases  may  be  treated  by  pes- 
saries and  the  abdominal  belt.  For  adherent  retroversions  fol- 
lowing infection  he  employs  in  addition  to  these  measures  ute- 
rine massage  and  hysteropexy.  He  considers  abdominal  sus- 
pension of  the  uterus  a  good  operation,  and  also  favors  vaginal 
hysteropexy.  This  procedure  he  carries  out  by  a  transverse 
incision  of  the  anterior  cul-de-sac,  through  which  he  opens  the 
peritoneum,  explores  the  uterus  and  appendages,  breaks  up  ad- 
hesions, and  draws  the  uterus  downward  by  forceps.  The 
uterus  is  fastened  down  by  three  transverse  sutures,  which 
enter  the  vaginal  wall  at  one  side  of  the  incision,  traverse  the 
uterine  tissue  on  its  anterior  surface  at  points  between  the  os 
internum  and  the  Fallopian  tubes,  and  emerge  at  points  at  the 
other  edge  of  the  vaginal  wound  corresponding  to  those  at 
which  they  entered.  The  portion  of  the  vaginal  incision  re- 
maining open  is  closed  by  several  sutures  running  antero-pos- 


394  BRIEF   OF   CURRENT   LITERATURE. 

teriorly.  By  this  method  the  uterine  fundus  is  left  free  to  ex- 
pand in  pregnancy.  The  writer  has  had  several  cases  in  which 
the  replacement  appeared  permanent. 

Prolapse  of  the  Uterus. — Delaunay"  states  that  if  the 
genital  prolapse  is  not  accompanied  by  marked  lesions  of  the 
uterus,  plastic  operations  upon  the  vagina  are  alone  necessary, 
triangular  sections  of  the  anterior  and  posterior  vaginal  walls 
being  removed  and  the  edges  of  each  approximated.  If  the 
cervix  is  slightly  hypertrophied  and  the  woman  young,  ampu- 
tation of  the  cervix  is  indicated;  and  if  the  patient  is  aged,  and 
especially  if  the  uterus  is  fibroid  or  the  cervix  greatly  hyper- 
trophied. vaginal  hysterectomy  is  advisable. 

Chronic  inversion  of  the  Uterus. — J.  W.  Struthers'°  re- 
ports a  case  of  the  above  variety  cured  by  manipulation  after 
posterior  colpotomy  had  been  performed. 

Laceration  of  the  Bladder. — Bardesco '  has  successfully 
treated  two  cases  of  laceration  of  the  bladder  wall  produced 
during  vaginal  hysterectomy.  Using  a  sound  in  the  bladder 
as  a  guide,  he  applies  clamps  to  both  lips  and  both  extremities 
of  the  tear,  passes  and  ties  a  submucous  purse-string  suture 
around  the  opening,  unites  the  muscular  layers  of  the  bladder 
by  a  continuous  suture,  and  finally  sutures  the  free  border  of 
the  peritoneal  flap  from  the  vesico-uterine  fold,  which  has  been 
freed  by  the  hysterectomy,  to  the  upper  end  of  the  anterior 
vaginal  wall. 

Electricity  in  Gynecology. — Kaplan- Lapina ''  cites  16  cases 
in  which  electrical  treatment  of  catarrhal  affections  of  the  ap- 
pendages has  proved  satisfactory.  The  author  concludes  that 
chemical  galvano-caustic,  either  intrauterine  or  vaginal,  ap- 
plied by  Apostoli's  method  and  according  to  his  indications,  is 
a  powerful  symptomatic  remedy  for  catarrhal  diseases  of  the 
appendages  complicated  with  endometritis,  and  is  to  a  variable 
extent  curative.  In  suppurative  disease  of  the  appendages 
this  method  is  available  for  diagnostic  purposes,  a  weak  cur- 
rent being  employed  and  all  precautions  taken.  In  9  of  the  16 
cases  treated  a  subsequent  pregnancy  was  facilitated. 

E.  J.  Marques'"  advises  the  undulating  current  for  dysmen- 
orrhea and  intermenstrual  pains.  In  many  arthritic,  neuro- 
arthritic,  and  nervous  cases  in  which  other  means  failed  he  has 
obtained  cessation  of  menorrhagia,  metrorrhagia,  leucorrhea, 
and  edema  and  exudates  in  the  region  of  the  uterus  and  ap- 
pendages. He  has  been  unable  to  observe  any  resolution  of 
uterine  fibroids  under  this  treatment. 

Tumor  of  Cervix. — Baraban  and  Vautrise"  describe  a  tu- 
mor of  the  cervix  consisting  of  a  fibroid  containing  a  cyst  lined 
with  cylindrical  epithelium  which  was  ciliated  in  places,  and 
in  portions  with  stratified  squamous  epithelium.  This  epithe- 
lial lining  showed  that  the  growth  did  not  consist  of  a  fibroid 
with  softened  centre.  The  writers  believe  that  it  was  formed 
by  the  inclusion  and  persistence  of  a  portion  of  the  duct  of 
Miiller. 

Hernia  of  the  Tubes. — A  case  of  double  inguinal  hernia  of 
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the  Fallopian  tubes  is  recorded  by  P.  Wiart,"  The  ovaries 
were  not  involved  in  the  sac.  The  patient  was  2|  months  of 
age  and  the  lesions  evidently  congenital. 

Fibromyoma  of  Fallopian  Tube. — C.  Jacobs"  reports  the 
removal  of  a  fibromyoma  arising  from  the  muscular  coat  of  the 
middle  third  of  the  Fallopian  tube. 

Appendicitis  and  Salpingitis. — In  speaking  of  the  diagno- 
sis between  appendicitis  and  salpingitis  and  of  the  simultaneous 
occurrence  of  these  lesions,  A.  Routier  "  describes  a  case  in 
which  a  fecal  concretion  which  had  perforated  a  diseased  ap- 
pendix had  become  embedded  in  the  Fallopian  tube  of  the  right 
side. 

Cysts  of  the  Appendages. — Delaunay '*  favors  the  vaginal 
route  for  the  removal  of  many  cysts  of  the  appendages,  ex- 
cepting always  large  multilocular  ovarian  cysts  and  those  in 
which  many  solid  adhesions  presumably  exist.  The  incision 
may  be  made  in  either  the  anterior  or  the  posterior  cul-de-sac. 
Closure  of  the  Abdominal  Wound. — G.  Minxevitch  "  be- 
lieves that  the  most  important  factors  in  obtaining  a  good 
result  in  closing  abdominal  incisions  are  a  median  incision  in 
ordinary  cases,  the  use  of  silk  as  suture  material,  and  suture 
en  masse  in  cases  with  abdominal  walls  of  ordinary  thickness. 
The  last  conclusion  is  based  upon  the  microscopic  examination 
•of  nineteen  tier  and  mass  suture  cicatrices. 

Cow-horn  Wound  of  Abdomen. — Bell"  records  the  case 
of  a  woman  whose  abdomen  was  ripped  by  a  cow's  horn  so 
that  some  twenty  feet  of  small  intestine  and  eighteen  inches  of 
transverse  colon  were  protruding.  Four  hours  later  Bell  saw 
her,  washed  the  gut  in  a  1:40  carbolic  solution,  replaced  it,  and 
spwed  up  the  wound.  Patient's'  surroundings  were  dirty  and 
she  had  do  skilled  nursing,  but  her  recovery  was  absolutely  un- 
eventful. 

Uterine  Fibroids. — C.  Jacobs,'"  after  reporting  a  number 
of  cases  and  discussing  the  subject  of  uterine  fibroids,  advo- 
cates total  abdominal  hysterectomy  for  their  removal.  He  em- 
ploys the  following  technique:  Trendelenburg  position;  median 
abdominal  incision  to  the  pubes;  free  adhesions  of  intestines  to 
uterus  and  appendages;  divide  the  broad  ligament  external  to 
the  appendages  to  beyond  the  round  ligament ;  apply  artery 
clamps  to  the  ovarian  artery  and  round  ligament ;  cut  the 
broad  ligament  to  the  level  of  the  os  internum  ;  clamp  uterine 
artery;  repeat  on  other  side.  If  the  bladder  is  attached  high  on 
the  anterior  surface  of  the  uterus,  incise  the  peritoneum  above 
and  strip  it  off  by  pushing  with  sterile  gauze.  Amputate 
the  uterus  at  the  level  of  the  os  internum.  If  total  hysterec- 
tomy is  to  be  done,  draw  up  the  cervix;  isolate  the  uterine 
arteries  with  scissors,  clamping  branches  to  cervix  divided  and 
pushing  away  the  uretei's.  Incise  cervix  anteriorly  or  poste- 
riorly from  above  downward  to  attachment  of  vagina;  free 
entire  circumference  of  cervix  from  vaginal  connections  and 
remove.  It  is  seldom  necessary  to  clamp  arteries  thus  divided. 
Ligate  branches  of  uterine  artery  to  cervix.     Place  continuous 
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suture  uniting  anterior  and  posterior  vaginal  walls;  apply  liga- 
tures to  ovarian  and  uterine  arteries  and  round  ligament  of 
both  sides;  unite  layers  of  broad  ligament  over  these  by  con- 
tinuous suture  applied  like  a  Lembert  suture.  Over  the  va- 
gina this  suture  is  made  to  include  the  subvaginal  cellular 
tissue.  Another  similar  peritoneal  suture  is  applied  over  the 
vaginal  stump.  If  the  cervix  is  to  be  left  in  situ,  it  is  divided, 
bevelled,  its  mucosa  cauterized,  its  lips  sutured  together,  and 
the  stump  formed  covered  as  above.  The  ligatures  and  sutures 
employed  are  black  silk  sterilized  in  formalin  or  alcohol. 

E.  Stanmore  Bishop  '^  states  that  as  long  as  fibroids  give 
rise  to  no  marked  symptoms  and  show  no  tendency  to  enlarge 
they  may  be  ignored;  if,  however,  they  are  definitely  increas- 
ing in  size,  it  is  wiser  to  remove  the  entire  uterus,  leaving  all 
the  ovarian  tissue  possible,  whilst  the  tumor  is  yet  fairly  small. 
In  this  way  the  risk  of  the  operation  will  be  diminished  as 
far  as  possible,  the  patient  will  be  in  the  best  condition  to  in- 
sure success,  and  will  be  saved  most  of  the  miserable  but  inev- 
itable results  of  this  disease. 

A.  H.  Goelet"  advises  that  large  intrauterine  tumors,  too 
large  to  be  removed  by  the  vagina  through  a  dilated  cervix, 
should  be  removed  through  an  abdominal  incision  in  the  same 
manner  as  the  fetus  in  Cesarean  section.  It  is  well  to  be  satis- 
fied that  the  tumor  is  not  a  suppurating  myoma,  before  the 
incision  is  extended  the  full  length  of  the  uterus,  and,  if  it 
prove  to  be,  the  incision  must  be  closed  and  the  whole  uterus 
removed.  The  margin  of  the  uterine  incision  must  be  carefully 
protected  from  contact  with  the  contents  of  the  uterus,  and 
from  handling,  with  gauze  pad.  The  tumor  is  then  rapidly  sep- 
arated all  around  from  the  uterine  wall  with  fingers  and 
closed  scissors  until  the  pedicle  or  base  of  the  tumor  is  reached. 
This  is  detached  by  curved  scissors  and  the  incision  in  the  ute- 
rus closed.  Irrigate  the  uterus  every  two  or  three  days  after 
this. 

J.  Godard  '""  reports  the  removal  by  enucleation  of  an  intra- 
ligamentous fibroid  weighing  six  and  a  half  pounds.  He  urges 
the  performance  of  this  operation  instead  of  total  hysterectomy, 
whenever  it  is  feasible. 

E.  Camelot  ^°  records  two  cases  of  carcinoma  of  the  body  of 
the  uterus  in  connection  with  uterine  fibroids.  He  believes  that 
this  is  not  a  mere  coincidence,  but  that  the  fibroid  bears  an 
etiological  relation  to  the  malignant  growth. 

E.  Schwartz"  advocates  vaginal  Iwsterectomy  for  fibroids 
of  small  or  medium  size,  preferring  median  section  of  the  ute- 
rus and  application  of  cl  tmps  from  above  downward.  If  the 
tumor  invades  the  ligaments  or  reaches  more  than  half-way 
from  the  pubis  to  the  umbilicus,  he  favors  total  abdominal 
hysterectomy,  especially  if  there  exists  no  suppurative  lesion 
of  the  appendages  which  might  infect  the  peritoneum. 

Conservative  Surgery  in  Myomectomy. — Removal  of  the 
myoma  and  preservation  of  the  uterus,  with  or  without  utero- 
vaginal drainage,  is  coming  to  be  more  and  more  the  operation 
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of  election.  Eleven  years  ago  E.  C.  Dudley  "  reported  a  case 
of  myomectomy  by  abdominal  section  and  drainage  from  the 
interior  of  the  uterus  into  the  vagina.  In  this  case  no  portion 
of  the  uterus  was  removed.  Now  the  conservation  of  the 
uterus  in  myomectomy  is  frequent.  Intramural  tumors,  even 
though  quite  large,  may  often  with  the  greatest  ease  be  shelled 
out  of  their  beds  and  the  uterine  wounds  successfully  closed 
and  the  abdomen  closed  without  drain;  the  tumor  cavity,  if 
not  too  large,  may  be  obliterated  by  closure  with  numerous 
interrupted  or  continuous  buried  catgut  sutures;  and,  finally, 
the  peritoneal  margins  of  the  uterine  wound  are  united  by  a 
close  row  of  rather  deep  Lembert  sutures.  During  the  enucle- 
ation of  the  tumor  and  the  closure  of  the  uterine  wound  hemor- 
rhage is  controlled  by  a  temporary  elastic  ligature  around  the 
cervix  uteri.  Before  closing  the  abdominal  wound  this  liga- 
ture is  removed  and  a  little  time  is  allowed  to  make  sure  that 
there  is  to  be  no  hemorrhage  from  the  uterine  wound.  The 
mortality  of  this  method  for  small  tumors  in  which  the  trau- 
matism is  slight  is  surprisinglj'  small. 

In  case  of  a  large  tumor,  and  consequently  of  large  trauma- 
tism, with  enormous  surfaces  to  be  united  by  buried  sutures, 
closure  of  the  uterine  wound  involves  too  great  danger  of  sep- 
sis, and  the  technique  should  be  modified  as  follows:  After  the 
tumor  has  been  shelled  out  from  the  uterine  well  an  opening  is 
made  directly  from  the  tumor  cavity  to  the  uterine  cavity.  If 
the  uterine  canal  is  patulous,  a  continuous  strip  of  gauze  is  car- 
ried from  the  tumor  cavity  directly  through  the  uterine  canal 
into  the  vagina  and  the  tumor  cavity  packed  with  the  same 
continuous  strip.  The  temporary  elastic  ligature  around  the 
cervix  does  not  interfere  with  the  introduction  of  the  gauze. 
The  uterine  wound  is  then  closed,  as  above  described,  by  buried 
sutures  and  deep  Lembert  sutures  of  catgut.  The  peritoneal 
margins  of  the  wound,  thus  turned  in  and  united,  rapidly  grow 
together,  and  the  whole  uterine  traumatism,  now  isolated  from 
the  peritoneum,  is  adequately  drained  through  the  vagina. 
No  abdominal  drain  is  required*.  If  the  uterine  canal  is  not 
sufficiently  patulous,  it  may  be  dilated,  or  bilaterally  incised 
by  means  of  a  herniotomy  knife,  or  it  may  be  both  dilated  and 
incised.  The  vagina  is  loosely  filled  with  gauze  to  meet  that 
which  protrudes  from  the  uterus;  an  absorbent  vulvar  dress- 
ing, to  be  changed  as  often  as  it  becomes  moist,  completes  the 
capillary  drain.  The  gauze  is  removed  in  two  or  three  days. 
Care  is  necessary  in  the  closure  of  the  uterine  wound  that  the 
gauze  be  not  caught  in  a  suture,  because  then  its  removal 
would  have  to  be  postponed  until  after  the  absorption  of  the 
suture. 

The  same  principles  will  apply  to  an  intraligamentous  tu- 
mor. An  intraligamentous  myoma  may  be  shelled  out  from 
its  bed  between  the  folds  of  the  broad  ligament.  The  same 
mode  of  drainage  may  be  used  as  in  the  case  of  intramural  tu- 
mors, except  the  route  of  drainage.  This  should  not  be  through 
the  uterine  canal,  but  through  an  opening  which  is  readily 
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made  from  the  tumor  cavity  to  a  point  in  the  vagina  just  back 
of  or  in  front  of  the  uterus.  In  exceptional  cases  it  may  be 
necessary  for  the  purposes  of  hemostasis  to  Kgature  the  ova- 
rian or  uterine  arteries,  or  both.  Experience  has  shown  that 
sloughing  of  the  uterus  from  thus  cutting  off  its  blood  supply  is 
not  to  be  feared. 

Intra-abdominal  closure  of  the  abdominal  wound  and  vaginal 
drainage  of  the  tumor  cavity  was  early  suggested  by  August 
Martin,  of  Berlin,  but  this  surgeon  appears  not  to  have  devel- 
oped or  practised  the  method  extensively. 

Dudley's  own  experience  during  several  years  with  the  above 
technique  shows:  first,  almost  entire  freedom  from  mortality; 
second,  prompt  and  uneventful  recovery;  third,  the  most  grati- 
fying permanent  results.  The  method  is  undoubtedly  appli- 
cable to  a  much  larger  number  of  tumors  than  is  generally 
supposed.  Any  surgeon  who  is  constantly  alert  to  enucleate 
the  tumor  and  preserve  the  reproductive  organs  will  be  sur- 
prised at  the  number  of  cases  in  which  this  is  entirely  feasible. 
The  mutilating  operation  of  hysterectomy  for  myoma  is  often 
necessary,  but  not  so  often  as  the  statistics  of  the  present  time 
would  indicate.  In  the  vast  majority  of  cases  the  uterine  ap- 
pendages will  be  found  normal;  and  in  a  large  proportion  of 
the  majority  the  tumor  may  be  enucleated  from  the  uterus  and 
the  wounds  successfully  closed,  precisely  as  would  be  required 
for  the  removal  of  such  a  tumor  from  any  part  of  the  body. 
Cases  of  very  large  tumors,  and  cases  in  which  many  small 
tumors  are  scattered  through  the  uterine  wall,  may  require 
hysterectomy,  but  the  conservative  operation  of  simple  enucle- 
ation will  often  apply  when  the  tumor  is  even  larger  than  the 
fetal  head,  and  in  cases  of  multiple  myomata  even  when  there 
are  several  tumors. 

Uterine  Fibrocyst  containing  Pneumococci. — The  pa- 
tient came  to  E.  C.  Dudlej" "  with  the  history  of  an  operation 
for  the  removal  of  a  uterine  myoma  eighteen  months  before. 
The  wound  had  suppurated  and  did  not  completely  heal,  and 
about  six  weeks  after  the  operation  pus  had  appeared  per  vagi- 
nam.  Fever  and  chilly  sensations  had  continued  for  eight  or 
more  weeks  after  the  operation.  Abdominal  and  vaginal 
sinuses  discharging  variable  quantities  of  pus  and  at  times 
feces  had  persisted  and  were  present. 

At  the  operation  the  firmly  embedded  cyst  was  enucleated 
from  the  space  between  the  folds  of  the  right  broad  ligament. 
The  abdominal  and  vaginal  sinuses  both  communicated  with 
the  cyst.  At  one  point  it  was  apparent  that  a  communication 
had  once  existed  between  the  cyst  and  bowel,  but  the  opening 
had  closed  by  cicatrization.  In  the  enucleation  of  the  cyst 
care  was  necessar}^  not  to  re-establish  this  opening.  The  sinus 
connecting  the  cyst  with  the  vagina  was  enlarged  by  free  in- 
cision for  the  purpose  of  vaginal  drainage. 

A  long,  continuous  gauze  drain  was  packed  into  the  space 
from  which  the  tumor  had  been  removed,  and  brought  out 
through  the  vagina.     The  edges  of  the  two  folds  of  the  broad 
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ligament  were  then  united  over  this  packing  by  a  whipstitch, 
and  thereby  the  field  of  the  operation  was  rendered  extraperi- 
toneal. The  abdominal  wound  was  closed  without  drain.  No 
part  of  the  uterus  or  its  appendages  was  destroyed.  At  the 
end  of  the  week  the  vaginal  gauze  drain  had  been  gradually 
removed.     The  patient  made  an  uninterrupted  recovery. 

On  microscopic  examination  the  tumor  proved  to  be  a  fibro- 
cyst.  It  probably  originated  as  a  myoma,  and  through  degen- 
erative changes  lost  its  muscular  elements  and  became  cystic. 
The  contents  of  the  sac  were  purulent  and  swarming  with 
pneumococci.  No  case  has  hitherto  been  reported  of  uterine 
fibroc3'st  with  pneumococcus  infection. 

Uterine  Adenocystoma. — E.  C.  Dudley'"  records  the  re- 
moval of  a  tumor  of  the  broad  ligament  from  a  woman  of  60. 
The  gross  indications  were  that  the  tumor  originated  in  the 
uterus  and  developed  into  the  broad  ligament.  Its  connection 
with  the  uterus  was  too  intimate  to  be  explained  on  the  suppo- 
sition of  an  extrauterine  origin  and  subsequent  uterine  adhe- 
sion. It  inay  have  been  originally  an  adenomyoma  of  the 
variety  described  by  Recklinghausen  as  originating  in  a  rem- 
nant of  the  Wolffian  body.  A  pure  adenoma  springing  from 
the  outer  wall  of  the  uterus  is  rare  and  interesting. 

Fibroma  of  the  Ovary. — C.  Borremans"  records  four  cases 
of  ovarian  fibroma  successfully  operated  upon.  In  one  the 
lesion  was  bilateral,  the  two  growths  weighing  together  about 
thirteen  pounds.  The  possibility  of  this  case  being  sarcoma- 
tous is  suggested  by  the  recurrence  of  multiple  sarcomatous 
nodules  of  the  abdominal  wall  within  two  years.  In  another 
case  a  single  fibroma  of  the  ovary  weighing  fourteen  pounds 
was  removed. 

Tuberculosis  of  the  Ovary. — Rindfleisch''  describes  the 
case  of  a  woman,  33  years  old,  who,  since  her  last  confinement 
in  her  twenty-sixth  year,  was  afflicted  with  a  fistula  near  the 
anterior  superior  spine,  which  discharged  feces  and  pus.  At 
the  subsequent  operation  tuberculosis  of  the  ovary  was  found 
to  be  the  cause.  The  ovary  had  suppurated  and  eroded  the 
descending  colon.  The  diseased  portions  of  the  gut  were  re- 
moved, also  the  tuberculous  ovary,  after  which  recovery  took 
place. 

Calcareous  Nodule  in  Ovary. — Reis "  describes  3  cases  of 
calculus  formation  within  the  ovary.  The  microscope  showed 
the  absence  of  structure.  Chemically  it  was  found  that  these 
calculi  were  of  a  fibrous  substance  containing  fat  and  choles- 
terin  carbonate  and  phosphate  of  calcium.  According  to  Reis 
the  literature  contains  only  four  analogous  cases.  The  calculi 
form  at  the  site  of  the  corpus  luteum  through  a  process  of 
retrogressive  metamorphosis. 

The  Treatment  of  Tuberculosis  of  the  Bladder. — Schro- 
der "  describes  a  carefully  observed  case  of  tuberculosis  of  the 
bladder  treated  with  a  new  preparation  of  tuberculin.  The 
patient  was  39  years  old,  and  during  childhood  suffered  from 
coxitis.     The  bladder  affection  dates  back  about  four  months. 
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Cystoscopic  examination  of  the  bladder  and  urine  showed 
ulcerations  and  nodules  in  the  bladder  and  the  presence  of 
tubercle  bacilli.  The  treatment  consisted  of  washing  out  of 
the  bladder  with  boric  acid  and  the  application  of  solution 
of  nitrate  of  silver.  Later  tuberculin  injections  were  added. 
The  doses  of  tuberculin  administered  ranged  from  one  five-hun- 
dredth to  twenty  milligrammes.  After  six  months  the  patient 
was  so  much  improved  that  she  could  be  discharged.  She 
returned,  however,  after  six  months  because  the  disease  had 
recurred.  Schroder  is  in  doubt  whether  the  irrigation  of  the 
bladder  or  tuberculin  injections  caused  the  improvement. 
Both,  however,  were  not  sufficient  to  produce  complete  cure. 

Vaginal  Atresia. — Eberlin"  reports  2  cases  of  complete 
atresia  of  the  vagina  during  parturition.  The  treatment  con- 
sisted in  circular  excision  of  the  obstruction  and  uniting  of  the 
edges  of  the  wound.  The  author  does  not  believe  that  the 
atresia  was  congenital,  otherwise  impregnation  could  not  have 
occurred.  He  ascribes  the  condition  to  gonorrheal  vaginitis 
and  traumatism  during  coitus. 

The  Pathology  and  Therapy  of  Uterine  Gonorrhea. — 
Schultz "  investigated  200  cases  in  the  St.  Rochus  Hospital. 
He  states  that  only  the  absence  of  gonorrhea  from  the  secretion 
proves  that  the  case  is  no  longer  infectious,  no  matter  whether 
the  secretions  are  purulent  or  not.  He  found  that  even  if 
gonococci  are  present  the  secretion  may  be  perfectly  clear  and 
non-purulent.  The  statement  of  Brose  that  in  every  case  of 
gonorrhea  the  disease  ultimately  invades  the  uterus,  was  not 
confirmed.  In  38  per  cent  of  gonorrhea  of  the  cervix  the  dis- 
ease did  not  extend  to  the  interior  of  the  uterus.  The  investi- 
gations show,  however,  that  the  adnexa  are  very  frequently 
attacked.  In  treating  these  cases  various  drugs  were  em- 
ployed, but  the  best  results  were  obtained  with  ten  per  cent 
intrauterine  injections  of  argentanin.  These  injections  must 
be  administered  about  twice  a  week  until  the  gonococcus  has 
entirely  disappeared,  unless  inflammatory  processes  should 
contraindicate  intrauterine  treatment. 

Generalized  Gonorrheal  Infection.— J.  Halle  "  records  in 
detail  a  case  of  gonorrhea  which  presented  at  first  only  the 
symptoms  of  a  hemorrhagic  metritis.  In  spite  of  treatment  a 
suppurative  periarthritis  of  the  elbow  joint  followed,  and  then 
a  hectic  fever  marking  the  invasion  of  the  heart.  Autopsy 
showed  a  malignant  endocarditis  with  vegetations  upon  the 
aortic  valve,  and  secondary  lesions  of  severe  septicemia  in  the 
abdominal  viscera.  Bacteriological  examination  disclosed  the 
presence  of  the  gonococcus  in  the  uterine  discharges,  periar- 
thritic  pus,  and  aortic  vegetations. 

Post-operative  Psychoses. — Doleris '*  adds  to  9  cases  pre- 
viously reported  an  account  of  3  instances  of  systematized  de- 
lusions following  operations  upon  the  genital  apparatus.  One 
believed  that  her  entire  genital  system  was  absent;  another, 
that  the  orifices  of  the  urethra,  vagina,  and  rectum  were  im- 
permeable; the  third  thought  that  the  anus  was  absent  and 
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that  tumors  of  the  external  genitals  appeared  and  disappeared 
at  frequent  intervals.  These  delusions  occurred  after  opera- 
tion in  neurasthenic  subjects  without  hereditary  nervous  dis- 
orders. 

Torsion  of  the  Pedicle  in  Ovarian  Tumor. — Munde,"  in  a 
recent  paper,  states  that  adhesions  to  the  parietal  and  visceral 
peritoneum  are  the  most  frequent  complications  of  ovarian 
tumors.  More  rare  are  inflammation  and  suppuration  of  the 
tumor,  and  still  more  unusual,  bursting  of  the  cyst  and  evacu- 
ation of  more  or  less  of  its  contents  (accordingly  as  the  cyst 
is  a  monocyst,  or  a  polycyst  only  one  of  the  compartments  of 
which  bursts)  into  the  peritoneal  cavity,  and  the  usually  result- 
ing peritonitis.  Between  these  two  conditions  lies  the  twisting 
of  the  pedicle  of  the  tumor,  which  presents  one  of  the  most 
curious  and  interesting  features  encountered  in  the  develop- 
ment and  pathology  of  ovarian  tumors.  This  phenomenon  was 
first  reported  by  Hardy,  of  England,  in  1845.  The  pedicle 
connecting  the  ovarj^  with  the  uterus  consists  of  the  broad 
ligament.  Fallopian  tube,  and  ovarian  ligament,  and  is  usually 
not  more  than  two  inches  long  and  an  eighth  to  a  quarter  of 
an  inch  thick.  The  larger  the  tumor,  especially  if  it  is  a  poly- 
cyst with  thick,  viscid  or  colloid  contents,  the  thicker  the 
pedicle  is  likely  to  be,  and  therefore,  even  if  rather  long,  the 
less  likely  to  become  twisted.  And  if  the  tumor  has  attained 
so  large  a  size  as  to  more  or  less  fill  the  lower  portion  of  the 
abdominal  cavity  and  to  be  compressed  b}^  its  walls,  there  is 
then  little  danger  of  its  being  turned  on  its  axis  and  of  its 
pedicle  becoming  twisted.  The  Fallopian  tube  is  not  always 
included  in  the  twist,  which  may  be  directed  inward,  toward 
the  uterus,  or  the  reverse.  Torsion  of  the  pedicle  may  thus 
safely  be  said  to  occur  and  be  possible  only  when  the  tumor  is 
small  and  still  freely  movable  in  the  abdominal  cavity.  Two 
conditions  are  therefore  essential  to  the  production  of  a  torsion 
of  the  pedicle  of  an  ovarian  tumor:  1.  A  long,  slender  pedicle. 
2.  A  small  tumor,  not  larger  than  a  fist  or  at  most  a  cocoanut. 
The  size  of  the  tumor  when  removed  does  not  indicate  its  size 
when  the  torsion  occurred,  for  it  has  grown  with  each  twist. 
Further,  the  tumor  must  lie  in  the  abdominal  cavity,  for  the 
freedom  of  motion  necessary  to  torsion  of  the  pedicle  is  not 
present  when  the  tumor  lies  in  the  pelvic  cavity,  as  is  often  the 
case  when  it  is  still  so  small  as  to  find  room  in  its  usual  location 
behind  the  uterus  in  Douglas'  pouch. 

What  particular  agencies  are  to  blame  for  the  rotation  of  an 
ovarian  tumor  is  not  definitely  known.  Most  likely  the  peri- 
staltic movements  of  the  intestines  and  their  frequent  gaseous 
distension  play  a  prominent  part  in  the  axis-rotation  of  the 
tumor,  and  probably  accidental  jars  and  shocks  or  a  lateral 
recumbent  position  of  the  woman  assist  in  the  process.  The 
irregular  shape  of  multilocular  tumors  of  the  ovary;  the  lateral 
inclination  given  to  an  intrapelvic  ovarian  tumor  as  its  growth 
forces  it  past  the  sacral  promontory  out  of  the  pelvic  cavity; 
and  the  displacement  of  the  tumor  by  the  gradual  growth  of  a 
26 
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pregnant  or  fibroid  uterus,  or  the  sudden  emptying  of  a  preg- 
nant uterus,  are  other  factors  possibly  chargeable  with  this 
accident.  The  torsion  may  be  either  gradual  or  sudden,  either 
partial  or  total.  The  pedicle  may  be  twisted  once  on  itself  or 
several  times,  until  it  has  become  so  thin  as  to  appear  on  the 
point  of  breaking.  In  accordance  with  the  number  and  tight- 
ness of  the  twists  the  circulation  of  the  tumor  is  more  or  less 
interfered  with,  and  an  acute  serous  exudation  takes  place  into 
the  cyst,  if  the  tumor  is  cystic,  or  the  effusion  maj^  be  bloody, 
or  the  walls  of  the  cyst  or  the  mass  of  the  tumor  may  become 
edematous  or  infiltrated  with  blood. 

Ovarian  tumors  are  ordinarily  not  painful,  even  on  pressure, 
unless  complicated  by  adhesions  or  inflammation.  Hence, 
when  an  ovarian  tumor  is  met  with  which  is  of  small  size, 
movable  and  painless  on  pressure,  and  which  suddenly  increases 
in  size,  becomes  tender  to  the  touch,  and  loses  its  former  mobil- 
ity, the  suspicion  of  acute  congestion  or  inflammation  of  the 
tumor  is  justified,  and  the  assumption  that  the  change  is  due  to 
a  torsion  of  its  pedicle  is  warranted.  No  other  causes  known 
to  me  are  likely  to  produce  such  phenomena  in  an  ovarian 
tumor.  Only  small  dermoid  tumors  of  the  ovary,  the  pedicle 
of  which  is  equally  liable  to  torsion,  at  times  become  inflamed 
and  undergo  suppuration,  probably  in  consequence  of  their 
greater  vascularity  and  susceptibility  to  bruising,  such  as  may 
occur  during  coition,  parturition,  or  the  passage  of  hard  scybala, 
when  the  tumor  is  intrapelvic. 

Torsion  of  the  pedicle  of  an  ovarian  tumor  may  occur  on 
either  side,  but  scarcely  on  both  sides  if  there  happen  to  be  two 
ovarian  tumors  at  the  same  time,  as  often  occurs.  This  is 
easily  explained,  for  there  may  be  ample  room  for  one  ovarian 
tumor  to  rotate,  but  not  for  two  At  least  Munde  has  never  seen 
two  twisted  pedicles  at  the  same  time  in  the  many  cases  of  double 
ovarian  tumors  on  which  he  has  operated.  A  curious  feature 
is  that  often  the  tumor  lies  on  the  side  of  the  abdomen  opposite 
to  that  from  which  it  sprang.  This  is  explained  by  the  natural 
impulse  given  the  tumor  during  the  process  of  rotation ;  once 
on  the  opposite  side,  its  rapid  increase  in  size  keeps  it  there,  as 
well  as  the  adhesions  which  the  inflamed  tumor  forms  to  the 
neighboring  organs.  The  direction  of  the  torsion  in  such  cases 
is  inward  toward  the  uterus. 

The  first  result  of  the  torsion  is  the  greater  or  lesser  inter- 
ference with  the  circulation  and  nutrition  of  the  tumor;  the 
second,  its  increase  in  size  from  serous  or  bloody  exudation,  or 
from  apoplexy  into  its  walls;  the  third,  adhesions  to  omentum, 
abdominal  wall,  intestines,  or  bladder;  the  fourth,  gangrene 
and  rupture  of  the  sac,  if  the  tumor  is  cystic,  provided  the 
adhesions  do  not  save  the  tumor  from  this  fate  hj  supplying 
the  nutrition  which  has  been  cut  off  through  its  natural  chan- 
nel, the  pedicle;  the  fifth,  chronic  peritonitis,  with  turbid 
serous  exudation;  or,  if  the  gangrenous  cyst  actually  ruptures, 
acute  septic  peritonitis  and  death. 

The  diagnosis  of  a  twisted  ovarian    pedicle    presents  the 


BRIEF   OF   CURRENT   LITERATURE.  403 

following  salient  features:  A  moderate  distension  of  the  sub- 
umbilical  region,  with  greater  prominence  either  in  the  median 
line  or  on  either  side;  rapid  formation  of  the  swelling,  which 
perhaps  was  merely  noticed  before;  more  or  less  tenderness  on 
pressure;  tense  but  distinct  fluctuation,  with  single  or  inter- 
rupted wave  accordingly  as  cyst  is  single  or  multilocular ; 
outline  of  swelling  generally  distinct,  but  sometimes  diffused; 
dulness  on  percussion  over  area  of  swelling;  tumor  touchable 
through  anterior  vaginal  vault,  and  continuous  with  supra- 
pubic swelling;  uterus  generally  posterior  to  vaginal  swelling; 
fluctuation  wave  in  vagina  continuous  with  abdominal  wave; 
temperature  somewhat  elevated,  perhaps  to  102°;  pulse  rapid 
and  small ;  general  depression ;  anxious  countenance.  The 
attack  has  usually  come  on  suddenly,  and  may  have  been  pre- 
ceded at  an  interval  of  several  weeks  or  months  by  a  similar 
less  marked  seizure  attended  by  severe  pain.  If  several  twists 
are  found  on  operation,  each  twist  was  probably  signalized  by 
an  acute  attack.  If  a  woman  known  to  have  a  small  ovarian 
tumor  experiences  symptoms  such  as  the  above-described,  the 
presumptive  diagnosis  of  torsion  of  the  pedicle  is  justified. 

The  differential  diagnosis  is  not  always  easy,  the  difficulty 
being  chiefly  to  distinguish  between  an  acute  appendical  abscess 
and  an  ovarian  cyst  with  twisted  pedicle  on  the  right  side. 

An  ovarian  tumor  with  a  twisted  pedicle  should  be  removed 
as  soon  as  the  diagnosis  is  made,  or,  if  the  latter  is  doubtful, 
an  exploratory  incision  should  settle  the  question.  It  is  not 
safe  to  expect  or  wait  for  the  preservative  assistance  of  Nature 
in  furnishing  fresh  nutrition  to  the  strangulated  tumor  by 
means  of  adhesions,  and  still  less  for  the  untwisting  of  the 
pedicle.  An  early  operation  promises  a  speedy  recovery,  and 
this  may  be  one  of  the  instances  where  a  good  rule  is  to  operate 
first  and  to  make  the  diagnosis  afterward. 

Endometritis. — McMurtry,"  in  speaking  of  the  use  of  the 
curette,  says  :  The  size  of  the  uterus,  the  condition  of  the  mu- 
cosa, and  the  character  of  the  discharge  will  enable  the  surgeon 
to  recognize  the  cases  amenable  to  such  treatment.  When  the 
infected  endometrium  has  become  soft,  thickened,  and  friable, 
with  muco-purulent  secretion,  its  thorough  removal  will  be  fol- 
lowed by  prompt  cure.  Before  resorting  to  this  operation, 
however,  the  appendages  should  be  carefully  examined,  and 
if  additional  foci  of  infection  exist  therein  curettage  should  not 
be  done.  If  there  are  lacerations  of  the  cervix,  these  should  be 
repaired  at  the  same  time  curettage  is  done.  In  properly 
selected  cases  the  results  are  prompt  and  most  satisfactory. 

The  routine  use  of  the  curette,  and  careless,  incomplete  appli- 
cation of  this  instrument,  constitute  the  greatest  abuse  of  the 
minor  gynecological  operations.  When  this  instrument  is  used 
as  a  routine  office  treatment,  or  is  applied  without  proper  prep- 
aration of  patient,  it  is  fraught  with  positive  and  far-reaching 
danger.  Every  gynecologist  meets  constantly  with  cases  of 
inflammatory  diseases  of  the  appendages  in  which  the  patient's 
invalidism  dates  from  such  treatment  of  some  simple  uterine 
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trouble.  Incomplete  curettage  is  quite  as  dangerous  as  to  do- 
the  operation  without  careful  aseptic  precautions.  To  open  up 
lymphatics  and  veins,  and  tear  up  the  infected  mucosa  and  only 
partially  remove  it,  is  an  invitation  for  renewed  and  active  in- 
fection. This  procedure  has  been  likened  to  raking  over  a 
patch  of  ground  after  seeds  have  been  scattered  over  it.  When 
curettage  is  resorted  to  the  sharp  curette  alone  should  be 
used.  The  patient  should  be  prepared  the  same  as  for  any 
other  operation  upon  the  vagina  and  uterus.  The  operation 
should  be  done  under  general  anesthesia.  After  the  curettage 
has  been  carefully  completed,  the  uterine  cavity  should  be  irri- 
gated with  hot  sterilized  water  and  an  aseptic  dressing  applied 
over  the  vulva.  Werth  has  shown  that  prompt  regeneration 
of  the  mucosa  takes  place  after  curettage.  The  uterus  is  ad- 
mirably poised  by  its  normal  position  for  drainage.  Gauze 
packing  does  not  facilitate  drainage,  and  b}^  stimulating 
contraction  of  the  uterus  causes  a  great  deal  of  pain.  Hemor- 
rhage seldom  accompanies  or  follows  the  operation  in  sufficient 
degree  to  require  gauze  packing  No  destructive  chemical 
agents  should  be  applied  to  the  endometrium  either  before  or 
after  curettage. 

Gloves  in  Surgery,  Cotton  vs.  Rubber. — Lockett."  In  the 
present  state  of  surgical  asepsis  all  sources  of  infection  may 
be  practically  excluded  except  the  skin  of  the  patient  and  the 
hands  of  the  operator  and  his  assistants.  The  belief  that  the 
skin  of  the  patient  is  not  usually  the  source  of  infection  is 
strengthened  by  the  fact  that  the  disinfection  of  the  field  of 
operation  is  usually  much  more  prolonged  and  thorough  than 
is  that  of  the  hands  of  the  operator  and  his  assistants,  and  by 
the  fact  that  operations  in  which  the  hands  do  not  come  in  con- 
tact with  the  wound  are  apt  to  be  followed  by  excellent  re- 
sults, notwithstanding  that  the  cut  and  bruised  condition  of 
the  skin  decreases  its  vitality  and  resistance  to  infection.  It 
should  also  be  remembered  that  the  skin  of  the  patient  can 
hardly  be  said  to  come  in  contact  with  the  wound. 

Halsted,  as  a  result  of  his  experiments  on  the  disinfection  of 
the  hands,  came  to  the  conclusion  which  is  now  held  by  many 
observers,  that  it  was  practically  impossible  to  secure  absolute 
disinfection  of  the  hands  by  existing  methods.  Even  after  a 
condition  of  surface  sterility  is  obtained,  the  deeper  layers  of 
the  epidermis  contain  bacteria  which  hj  prolonged  maceration, 
such  as  is  involved  in  a  long  operation,  are  set  free.  However 
careful  the  surgeon  may  be,  the  fact  remains  that  infection 
may  occur  from  his  hands  or  from  the  hands  of  his  assistants. 
It  is  believed  that  this  difficulty  can  be  in  a  great  measure 
overcome  by  covering  the  hands  with  a  material  which  can  be 
made  absolutely  sterile,  and  which,  while  impermeable  to  bac- 
teria, does  not  materially  interfere  with  the  sense  of  touch,  the 
handling  of  instruments,  ligatures,  etc.,  or  the  manipulation 
of  such  delicate  tissues  as  the  peritoneum  and  intestines. 
These  considerations  led  to  the  use  of  gloves.  The  character 
of  the  glove  to  be  used  is  of  the  utmost  importance  and  should 
have  careful  consideration. 
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Halsted  has  used  rubber  gloves  from  the  first.  Mikulicz,  of 
Breslau,  introduced  the  use  of  the  cheaper  cotton  gloves;  he 
does  not  now  use  them  in  their  original  state,  but  incorporates 
in  them  some  impermeable  material  or  employs  a  glove  made 
of  impermeable  material.  Keen  used  cotton  gloves  in  his 
clinics  at  the  Jefferson  Hospital,  but,  not  being  satisfied  that 
they  would  prevent  all  infection  occurring  from  the  hands,  he 
suggested  a  series  of  bacteriologic  investigations  to  determine 
their  value.  These  experiments  were  conducted  in  the  labora- 
tories of  the  Jefferson  Medical  College  Hospital,  under  the 
supervision  of  Prof.  W.  M.  L.  Coplin,  director  of  the  labora- 
tories. 

1.  The  hands  were  disinfected.  The  finger  nails  were  cut 
short  and  cleansed.  The  hands  were  then  scrubbed  in  hot  water 
with  green  soap  and  a  brush.  They  were  then  rubbed  with  a 
mixture  of  equal  parts  of  calcium  chloride  and  sodium  carbon- 
ate, especial  care  being  taken  to  cleanse  the  finger  nails,  the 
paste  formed  by  the  mixture  being  pushed  around  the  edges 
and  under  the  nails  by  a  blunt-pointed  orangewood  stick  kept 
for  this  purpose.  The  hands  were  then  washed  in  sterile  water 
and  scrubbed  in  bichloride  solution  1  :  1000. 

A  glove  sterilized  in  a  steam  sterilizer  for  one  hour  was 
■drawn  on  the  disinfected  hand,  and  one  finger  of  the  hand  was 
held  in  a  large  mouth  test  tube  containing  beef  peptone  bouil- 
lon, the  glove  finger  being  moved  around  in  the  bouillon  for 
five,  ten,  and  fifteen  minutes  respectively.  A  different  finger 
and  a  different  glove  were  used  in  each  instance,  as  was  also 
done  in  the  experiments  below.  The  mouth  of  the  test  tube 
was  passed  through  a  flame  before  introducing  the  finger. 
The  tubes  of  bouillon  were  incubated  at  a  temperature  of  37° 
C.  for  three  days,  at  the  end  of  which  time  they  remained 
sterile. 

2.  A  sterilized  glove  was  drawn  on  a  non-disinfected  hand 
and  a  glove  finger  held  in  bouillon  for  five,  ten,  and  fifteen 
minutes  respectively.  The  tubes  of  bouillon  were  incubated 
and  all  sooner  or  later  showed  infection,  the  bacteria  of  suppu- 
ration predominating. 

3.  A  non-disinfected  finger  was  held  in  a  bouillon  culture 
of  bacillus  prodigiosus  five  minutes.  A  sterilized  glove  was 
drawn  on  and  the  finger  moved  around  in  a  wide-mouth  test 
tube  containing  bouillon  for  five  ten,  and  fifteen  minutes  re- 
spectively. The  three  tubes  of  bouillon  were  then  incubated; 
the  tubes  quickly  showed  infection  in  each  case, 

4.  A  sterilized  glove  was  drawn  on  a  disinfected  hand  and  a 
finger  moved  around  in  a  bouillon  culture  of  bacillus  prodigio- 
sus for  five,  fifteen,  and  thirty  minutes  respectively.  The 
glove  was  taken  off  and  the  finger  moved  around  in  a  tube 
containing  bouillon  for  the  same  length  of  time  as  in  the  pre- 
vious experiment.  These  tubes  were  then  incubated  and  were 
found  to  contain  in  all  cases  the  bacillus  prodigiosus. 

5.  A  sterilized  test  tube  and  a  sterilized  glove  were  taken 
and  one  finger  of  the  glove  placed  in  the  test  tube.  A  bouillon 
culture  of  prodigiosus  was  poured  into  the  finger  of  the  glove; 


406  BRIEF   OF   CURRENT   LITERATURE. 

the  pigmented  bouillon  passed  through  the  glove  at  once; 
incubation  showed  that  the  glove  in  no  wise  prevented  the 
passage  of  the  germ. 

6.  Gloves  were  also  paraffined  according  to  the  method  of  C. 
Menge,  as  follows:  Dry  gloves  were  immersed  in  alcohol,  then 
in  pure  xylol,  then  in  xylol  containing  ten  grammes  of  paraffin 
in  solution  to  each  one  hundred  cubic  centimetres  of  xj^lol. 
This  solution  was  kept  slightly  warm  and  the  gloves  allowed 
to  remain  in  it  fifteen  minutes,  when  they  were  wrung  out  atid 
dried.  A  finger  of  one  of  these  sterilized,  paraffined  gloves 
was  placed  in  a  sterilized  test  tube  and  a  bouillon  culture  of 
prodigiosus  poured  into  the  finger.  The  bouillon  culture  passed 
through  the  glove  and  was  found  to  contain  the  bacteria  in 
question. 

7.  Thinking  the  fibrin  of  the  blood  might  so  fill  the  meshes 
of  the  glove  as  to  prevent  the  passage  of  bacteria,  sterilized, 
paraffined  and  non-paraffined  gloves  were  immersed  in  fresh 
blood  (bovine),  wrung  out  and  allowed  to  dry.  A  bouillon 
culture  of  prodigiosus  poured  into  a  finger  of  each  glove  passed 
through  and  was  found  to  contain  the  bacillus  prodigiosus. 

8.  In  addition  to  the  experiments  with  paraffined  gloves  just 
mentioned,  the  same  experiments  were  made  with  them  as 
with  the  unparaffined  gloves,  and  with  the  same  results.  Both 
the  thin  German  gloves  procured  by  Prof.  Keen  and  the 
heavier  gloves  purchased  in  this  country  were  used  in  all  the 
foregoing  experiments.  It  was  found  that  these  gloves  could 
be  sterilized  in  the  autoclave  for  twenty  minutes  at  a  tempera- 
ture of  111°  C  or  in  a  steam  sterilizer  for  one  hour,  and  that 
when  so  sterilized  were  found  to  be  free  from  germs.  It  was 
also  found  that  the  paraffined  gloves  could  be  sterilized  one 
hour  in  the  steam  sterilizer  without  any  apparent  damage  to 
the  paraffin. 

The  results  of  the  above  experiments  seem  to  prove  the  ab- 
solute inefficiency  of  cotton  gloves;  both  in  their  original  state 
and  when  paraffineu  they  fail  to  prevent  infection  from  the 
hands.  It  therefore  becomes  necessary  to  look  further  for  a 
glove  which  may  accomplish  the  purpose  desired. 

Perthes,  of  Leipzig,  uses  rubber  gloves  or  silk  gloves  with  a 
rubber  covering,  and  with  these  on  the  hands  one  can  feel  even 
the  light  touch  of  a  brush.  Halsted  uses  india-rubber  gloves, 
which,  after  boiling,  are  dropped  into  large  basins  containing 
mercuric  chloride  solution,  filled  with  this  solution  by  the  sur- 
geon who  is  to  wear  them,  and  drawn  on  while  full,  the  hands 
having  been  previously  disinfected  as  if  the  gloves  were  not 
going  to  be  worn.  The  same  chain  of  reasoning  already  pre- 
sented in  this  article  led  McBurney,  of  New  York,  to  adopt  the 
use  of  rubber  gloves.  His  gloves  are  prepared  by  washing 
them  with  soap  and  water  to  which  a  little  aqua  ammonia© 
has  been  added.  They  are  then  boiled  for  fifteen  minutes  in  a 
one  per  cent  sodium  carbonate  solution  and  laid  in  the  centre 
of  a  sterilized  towel.  The  towel  is  folded  over  the  gloves  and 
not  opened  until  the  operator  and  his  assistants  are  ready  to 
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put  them  on.  If  the  dry  hands  are  rubbed  with  dry  sterihzed 
starch,  the  gloves  can  be  drawn  on  with  ease,  even  if  their  in- 
terior is  moist.  If  the  hand  is  moistened  with  glycerin  or 
lubrichondrin,  wet  gloves  may  be  easily  drawn  on.  Filled 
with  any  sterile  fluid,  the  gloves  permit  the  ready  entrance  of 
the  hand.  If  the  latter  method  of  putting  them  on  is  adopted, 
the  hands  must  be  previously  as  thoroughly  disinfected  as  they 
would  be  if  gloves  were  not  going  to  be  worn.  If  the  hands 
are  not  disinfected,  and  the  accident  of  tearing  or  puncturing 
the  gloves  occurs  during  the  operation,  the  wound  will  most 
likely  become  infected,  because  such  accidents  may  occur 
without  being  recognized  in  time  to  prevent  infection.  Pre- 
vious disinfection  of  the  hands  is  most  important  to  the 
operator  who  has  just  adopted  the  use  of  the  gloves,  for,  on 
account  of  not  being  accustomed  to  their  use,  tears  and  punc- 
tures are  more  likely  to  occur.  When  one  has  become  accus- 
tomed to  gloves  the  probability  of  such  accidents  occurring  is 
slight;  but,  unless  want  of  time  forbids,  the  hands  should 
always  be  as  thoroughly  disinfected  as  possible.  Inasmuch  as 
rubber  gloves  can  be  boiled,  they  can  be  rendered  absolutely 
free  from  germs;  and  as  they  are  non-absorbent,  they  must 
remain  so,  unless  they  come  in  contact  with  septic  material. 
It  is  claimed  that  they  are  impermeable  to  bacteria,  and,  if 
occasion  demands,  a  surgeon  having  a  suppurating  lesion  upon 
his  hand  may  operate  without  danger  to  the  patient  from  this 
source,  provided  tearing  or  puncturing  of  the  gloves  does  not 
occur. 

To  the  army  surgeon  rubber  gloves  are  a  great  aid  in  secur- 
ing asepsis.  On  account  of  the  varied  duties  incident  to  his 
office,  his  hands  are  not  infrequently  rough,  and  there  is  there- 
fore greater  difficulty  in  disinfecting  them.  He  may  be  com- 
pelled to  operate  continuously  for  a  number  of  hours,  and  may 
not  have  time  for  prolonged  disinfection  of  his  hands;  and 
even  if  he  has  the  time,  the  repeated  scrubbing  and  immersion 
in  disinfecting  solutions  might  greatly  irritate  them. 

At  first  there  is  some  difficulty  in  manipulating  instruments, 
ligatures,  etc.,  but  with  constant  use  this  is  soon  overcome; 
and  it  is  claimed  that  one  wearing  rubber  gloves  can  easily 
recognize  adhesions,  slight  differences  of  consistencj^,  irregu- 
larities of  surface,  or  feel  a  feeble  pulse.  Those  who  have 
adopted  their  use  are  most  emphatic  in  their  praise. 

The  conclusion  is  that  rubber  gloves  are  of  great  service  to 
the  surgeon  and  enable  him  to  more  certainly  obtain  aseptic 
results,  but  that  no  other  form  of  glove  is  of  material  use. 
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DISEASES  OF  CHILDREN. 

Analgesics,  Use  of,  in  Stomatitis  in  Children. — Goppert ' 
has  used  two  new  preparations — aneson  (a  solution  of  aceton 
chloroform)  and  orthoform — in  treating  20  cases  of  severe 
stomatitis,  in  which  the  pain  was  severe  enough  to  interfere 
with  the  patient's  taking  food.  Both  drugs  relieved  the  pain 
so  well  and  so  quickly  that  the  children  were  able  to  take  food 
well,  and  even  -to  gain  in  weight  during  the  height  of  the 
stomatitis.  The  course  and  duration  of  the  disease  itself  were 
in  no  way  modified.  There  is  little  choice  between  the  two 
preparations,  orthoform  being  somewhat  more  easily  applied 
but  having  a  more  disagreeable  taste  than  aneson. 

Asphyxia  Neonatorum. — In  an  editorial'  are  found  some 
remarks  on  a  "  Rational  Method  of  Relieving  Asphyxia  in  the 
Newly  Born  Infant."  This  method  consists  in  exposing  the 
maternal  surface  of  the  placenta  to  the  air  before  the  cord  is 
cut,  in  order  that  the  blood  of  the  infant  may  be  aerated 
thereby.  The  writer  of  the  article  had  used  this  procedure  in 
several  instances  with  success,  and  was  led  to  believe  it  the 
only  simple  and  rational  one  available.  The  editor  does  not 
feel  prepared  to  indorse  this  method,  and  questions  whether 
the  same  result  would  not  have  been  obtained  by  cutting  the 
cord  and  thus  insuring  a  slight  amount  of  direct  hemorrhage. 
It  not  infrequently  happens,  when  the  placenta  is  expelled  with 
or  shortly  after  the  child  in  premature  or  precipitate  birth,  that 
death  of  the  new-born  results  as  a  direct  result  of  hemorrhage 
from  the  placenta. 

Association  of  Microbes  in  Diphtheria  in  their  Rela- 
tion to  Serum  Therapy. — Luigi  Concetti "'  says  that  the  ex- 
ceptional gravity  which  an  association  of  microbes  may  impart 
to  diphtheria  depends  upon  several  causes:  1.  The  two  or  the 
three  associated  microbes,  instead  of  attenuating  each  other's 
strength,  seem  to  cause  an  accumulation  of  their  combined 
noxious  properties.     2.  In  the  majority  of  cases  they  recipro- 
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cally  excite  their  virulence  as  well  as  their  toxicity.  3.  The 
toxins  alone  of  these  micro-organisms  possess  the  property  of 
increasing  the  pathogenic  powers  of  other  bacteria  and  of  their 
toxic  products.  4.  In  many  cases  the  Loffler  bacillus  prepares 
the  ground  for  the  reception  of  a  secondary  infection,  whether 
local  or  general.  5,  On  the  other  hand,  a  streptococcic  or 
staphylococcic  septicemia,  by  destroying  the  defensive  power 
of  the  leucocytes,  may  allow  of  an  invasion  of  the  organism 
by  the  Loffler  bacillus.  6.  In  any  case  the  infections  weaken 
the  organism  and  diminish  its  resistance  to  concomitant  infec- 
tions; clinical  experience  daily  demonstrates  the  truth  of  this 
statement,  and  Roux's  experiments  have  further  confirmed  it. 

Some  authorities  hold  that  the  antidiphtheritic  serum  may, 
in  the  cases  of  associated  microbes,  increase  the  virulence  of 
the  secondary  microbes  and  the  gravity  of  the  clinical  mani- 
festations. Concetti  not  only  disagrees  with  them,  but  holds 
that  their  theory  is  a  very  dangerous  one,  because  the  number 
of  pure  cases  of  diphtheria  is  extremely  limited.  If  it  were 
true  it  would  enormously  diminish  the  number  of  cases  in 
which  the  serum  could  be  used  in  large  doses,  and  we  should 
even  be  afraid  of  aggravating  the  disease  by  means  of  the 
serum.  He  is  strongly  convinced,  on  the  contrary,  that  in 
cases  of  associated  bacteria  we  should  administer  even  larger 
doses  of  the  serum  than  usual.  The  more  energetic  the 
treatment  the  more  efficacious  will  be  the  action  of  the  serum 
therapy,  not  only  against  the  diphtheria  itself,  but  also  against 
the  secondary  infections.  Daily  practice  confirms  him  in  his 
opinion.  If  it  were  true  that  the  association  of  bacteria  con- 
stituted a  contraindication  to  serum  therapy,  the  mortality 
would  have  been  increased  since  it  came  into  use,  while  all  the 
statistics  prove  an  enormous  diminution  in  the  death  lists  from 
diphtheria.  Tuberculosis  even  is  not  a  contraindication  to  the 
use  of  the  serum.  In  three  cases  of  diphtheria  in  tuberculous 
patients  the  author  noted  a  lowering  of  the  temperature  during 
the  time  that  the  patients  were  under  the  influence  of  the  serum. 

Belladonna  in  the  Treatment  of  Broncho-pneumonia. — 
J.  A.  Coutts  "  believes  that  he  has  found  a  remedy  in  bella- 
donna that  serves  to  diminish  the  mortality  in  this  disease. 
The  explanations  of  its  mode  of  action  are  not  satisfactory  to 
the  author,  but  he  thinks  the  good  effects  may  be  accounted 
for  by  the  lessening  of  the  secretion  into  the  bronchial  tubes  and 
pulmonary  tissues.  With  belladonna  as  the  sole  drug  admin- 
istered in  his  cases,  there  has  been  no  need  for  steam  tents, 
oxygen  inhalations,  unlimited  stimulations,  dry  cupping,  and 
all  the  rest  of  the  former  varied  and  trying  treatment.  As 
regards  mortality,  his  experience  with  the  drug  is  every- 
thing that  is  favorable.  Not  only  was  the  mortality  dimin- 
ished, but  the  dyspnea  was  relieved  in  most  cases,  and  the 
duration  of  the  attacks  have  been  shortened  from  several 
weeks  to  several  days.  There  was  noticed  some  irritability 
and  flushing  of  the  skin,  which  were  easily  cured  by  lessening 
the  dose.     Larger  doses  than  usually  prescribed  were  used,  the 
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author  giving  one-quarter  grain  of  the  extract  (Br.  P.)  every 
three  or  four  hours.  The  same  dose  was  given  to  an  jinf ant  a 
few  weeks  old  as  to  a  child  6  or  7  years  old. 

Cholera  Infantum. — Grosvenor  Trowbridge,"  during  a^pe- 
riod  of  fifteen  months  ending  October  1,  1897,  treated  321  casea 
of  cholera  infantum.  They  were  all  typical  cases  of  the  dis- 
ease and  all  occurred  among  the  poorer  classes.  Twenty  cases 
were  already  comatose  when  he  first  saw  them.  The  number 
of  deaths  was  29.  The  treatment  was  as  follows:  In  227 
cases  the  powders  of  salol,  pepsin,  pancreatin,  and  the  like,  in 
conjunction  with  the  chalk  mixture,  were  given,  with  a  result 
of  17  deaths  and  210  recoveries.  Sixty-nine  cases  were  treated 
with  Dr.  Hare's  formula  of  creasote,  bismuth,  etc.,  with  7 
deaths  and  62  recoveries,  and  25  were  given  Dr.  Hare's  second 
formula,  with  the  result  of  5  deaths  and  20  recoveries.  The 
diet  and  other  necessary  measures  in  the  way  of  stimulation, 
baths,  and  the  like  were  employed  in  all  cases.  The  author 
says  that  he  does  not  hope  to  advance  anything  especially  new 
in  the  treatment  of  cholera  infantum,  but,  having  had  the  op- 
portunity to  see  so  many  cases,  he  believes  the  following  points 
to  be  of  great  importance  in  the  care  of  them:  (1)  If  the  child 
is  not  too  weak,  a  thorough  cleansing  of  the  bowels  by  means 
of  a  laxative  and  flushing;  (2)  stimulation  in  every  case;  (3) 
carefully  regulated  feeding;  (4)  medication  should  contain  an 
antiseptic  to  counteract  the  poison  of  the  disease.  Dr.  Hare's 
prescriptions  referred  to  above  are  the  following: 

I. 

Acidi  salicylic!, 

Sodii  biboratis aa  gr.  xv. 

Aquse n^,  xl. 

M.  et  adde: 

Tincturse  aurantii  corticis tt],  v. 

Glycerinae ttI  xv. 

II. 

Bismuthi  subnitratis gr.  vi. 

Tincturse  opii  deodoratse t^I  i. 

Syrupi '"i  xx. 

Misturae  cretse 3  i. 

Creasote  Mixture. 

Creasoti ^  }i 

Bismuthi  subnitratis gr.  iij. 

Mucilaginis  acaciae ttl  xx. 

Aquse  cinnamomi q  s.  ad  fl.  5  i- 

A  favorite  prescription  of  the  author,  and  one  which  he  has 
used  with  the  best  results,  is  the  following  for  a  child  from  10 
to  18  months  old,  the  quantities  to  be  increased  proportion- 
ately: 

Salol gr.  iij. 

Pepsin  (pure) gr.  ijss. 

Pancreatin  (pure) gr.  i.iss. 

Bismuthi  subnitratis gr.  iij. 

Extracti  nucis  vomicae gr.  J^ 

Sodii  bicarbonatis gr.  vi. 

Ginger,  powd gr.  iss. 

M.  et  div.  in  chart  No.  xii.     One  every  two  hours,  alternating  with 

this  about  3  ss.  of  mistura  cretse.  ,_s&^ 
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Cleft  Palate. — In  describing  his  method  of  operative  treat- 
ment of  this  condition,  Edmund  Owen  ^  makes  a  special  point 
of  his  treatment  when  staphylococci  infection  of  the  wound  has 
occurred  and  threatens  to  undo  the  surgeon's  handiwork.  He 
allows  the  infective  disease  to  run  its  course,  as  it  cannot  be 
stopped.  A  fortnight  after  the  operation,  when  the  swollen 
edges  of  the  cleft  begin  to  look  bright  and  clean,  he  puts  the 
child  under  chloroform,  freshens  up  the  marginal  granulations, 
brings  the  edges  of  the  flaps  together  once  more  with  wire 
sutures.  To  bring  the  edges  together  without  tension  he  intro- 
duces a  raspatory  once  more  by  the  lateral  incisions  and  freely 
raises  the  muco-periosteal  flaps.  He  has  secured  as  good  a 
result  in  this  way  as  if  primary  union  had  occurred. 

Congenital  Tuberculosis. — H.  McC  Johnson"  reports  a 
case  of  tuberculosis  in  a  child  at  birth  whose  mother  had  tuber- 
culosis of  the  bladder.  The  child  was  emaciated,  shrivelled, 
small,  and  so  weak  it  could  not  nurse.  It  rapidly  emaciated 
more,  made  efforts  at  coughing,  and  died  of  collapse  during  a 
profuse  pulmonary  hemorrhage,  At  autopsy  the  lungs  and 
mesenteric  glands  showed  evidences  of  a  tubercular  process. 
The  placenta  showed  pathological  changes  similar  to  those 
found  in  tubercular  lesions. 

Coxa  Vara. — E.  Muirhead  Little  ^  sums  up  an  article  on  the 
subject  as  follows:  1.  Coxa  vara  in  adolescents  may  be  pro- 
duced by  the  action  of  gravity  on  bones  softened  by  any  dis- 
ease. 2.  In  children  it  is  due,  when  present, to  rickets.  3.  Some 
cases  of  apparent  coxa  vara  are  cases  of  curvature  of  the  upper 
part  of  the  diaphysis  of  the  femur.  4.  Others  are  cases  of 
dislocation  of  the  hip.  5.  Others  of  green-stick  fracture  of  the 
cervix  femoris.  6.  Rontgen's  rays  afford  the  surest  means 
of  diagnosis  that  we  at  present  possess  and  should  always  be 
employed.  7.  Subtrochanteric  osteotomy  is  the  best  treatment 
to  adopt  in  true  coxa  vara,  or  in  curvature  of  the  shaft  simu- 
lating this  condition.  If,  however,  the  case  be  seen  before  the 
bones  have  hardened,  weight  extension  should  be  used. 

Diaphragmatic  Hernia,  Congenital. — Schwalbe*  distin- 
guishes between  true  and  spurious  cases  of  diaphragmatic 
hernia,  according  as  the  prolapsed  abdominal  viscera  are  cov- 
ered by  a  hernial  sac  or  not.  He  has  seen  one  case  of  the  true 
and  three  of  the  false  variety.  In  the  former  the  hernia  occurred 
on  the  left  side,  the  sac  being  composed  of  parietal  peritoneum 
and  pleura.  These  cases  are  not  very  common,  and  are  rather 
more  frequent  on  the  right  than  on  the  left  side.  The  false 
cases,  on  the  other  hand,  whether  congenital  or  traumatic, 
occur  much  more  frequently  on  the  left  than  on  the  right  side. 
The  congenital  cases  must  be  looked  upon  as  due  to  a  lack  of 
development  occurring  very  early  in  embryonal  life.  In  decid- 
ing whether  a  new-born  baby  with  a  diaphragmatic  hernia  is 
viable  or  not,  great  care  is  necessary,  because  there  are  cases 
on  record  which  have  lived  to  reach  adult  life.  Naturally, 
when  the  hernia  is  so  large  that  one  or  both  lungs  are  greatly 
compressed,  life  is  not  possible. 
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Diphtheria. — Henri  Mery/  treating  this  subject  from  both  a 
clinical  and  bacteriological  standpoint,  says  that  by  associa- 
tion of  microbes  he  means  not  merely  their  juxtaposition  and 
coexistence  in  the  same  individual,  but  their  common  combined 
pathogenic  action  upon  the  organism.  These  associations  may 
occur  at  the  onset  of  the  principal  disease,  causing  a  mixed  in- 
fection, or  during  the  development  of  this  disease,  causing  a 
superadded  infection.  It  is  easy  to  confound  coexistence  and 
association.  Even  proof  of  the  virulence  of  the  germ  does  not 
prove  its  pathogenic  action,  because  we  know  that  during  per- 
fect health  virulent  streptococci  and  pneumococci  may  exist 
in  the  mouth.  On  the  other  hand,  the  absence  of  specific  char- 
acteristics in  their  effect  upon  the  organism,  in  lesions  and  in 
the  reactions  caused,  make  the  clinical  types  corresponding  to 
these  associations  very  difficult  of  demonstration.  The  patho- 
genic role  of  associated  bacteria  in  diphtheria  and  its  import- 
ance have  been  established  by  experiments,  by  anatomo-patho- 
logical  data,  by  clinical  observations  and  clinical  bacteriology. 
Dr.  Mery  describes  the  experiments  made  by  various  investi- 
gators. As  to  the  methods  of  reaching  a  bacteriological  diag- 
nosis of  associations,  they  are  the  same  as  in  the  case  of  diph- 
theria, viz.:  Direct  examination  of  the  false  memhr'anes, 
cultures,  macroscopic  and  microscopic  observations,  and 
research  into  the  virulence  of  the  micro-organisms.  Cultures 
upon  serum  have  been  found  to  be  the  best.  Macroscopically 
the  colonies  may  escape  sight,  especially  if  the  serum  be  thick  ; 
on  the  other  hand,  the  serum  does  not  always  permit  of  the 
growth  of  the  streptococci,  owing  to  its  quality,  which  varies 
according  to  the  animal  from  which  it  is  derived,  or  perhaps  to 
the  dryness  of  its  surface.  Research  into  the  virulence  of  the 
bacilli  would  seem  to  be  an  ideal  method  of  diagnosing  strep- 
to-diphtheria,  but  it  is  not  always  a  practical  nor  a  rapid  meth- 
od of  procedure,  and  the  virulence  exerted  in  an  animal  is  not 
always  in  harmony  with  that  exerted  on  man.  Finally,  we 
may  find  virulent  streptococci  in  the  throat  in  a  normal  con- 
dition of  the  patient,  or  with  an  angina  without  its  playing  any 
part  in  the  latter. 

Direct  examination  of  the  false  membranes  appears  to  the 
author  to  be  of  more  value.  It  may  be  made  from  sections  or 
from  scrapings.  The  former  are  the  more  interesting,  as  they 
show  the  number  and  situation  of  the  bacilli  and  permit  of  a 
more  thorough  study,  but  where  a  rapid  diagnosis  is  to  be 
reached  the  latter  is  preferable  No  one  of  these  methods  of 
examination  will  give  the  desired  accurate  information,  but  all 
should  be  used  ;  while  bacteriology  cannot  give  us  the  path- 
ognomonic characteristics  of  all  the  varieties  of  associated  bac- 
teria, it  furnishes  valuable  data  which,  joined  to  clinical 
observation,  will  enable  us  to  make  our  diagnosis. 

The  clinical  symptoms  of  the  association  of  microbes  have 
been  described  by  MM.  Grancher,  Sevestre,  and  Barbier. 
The  one  best  known  is  that  of  the  streptococcus  giving  strepto- 
diphtheria.     The  onset  is  abrupt,  often  ushered  in  by  the  violent 
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chill  characteristic  of  streptococcic  infections,  and  the  tempera- 
ture may  go  up  to  40°  C.  (lO-i"  F.).  The  false  membranes  are 
thick,  tomentose,  and  flabby,  of  a  dirty  gray  or  brown  color, 
some  forming  a  putrid  magma;  there  is  an  ichorous  discharge 
and  a  special  fetid  odor  to  the  breath.  The  throat  has  a  char- 
acteristic ulcerated  appearance,  the  false  membranes  seeming  to 
rest  upon  the  ulcers;  on  the  portions  of  mucous  membrane 
where  there  are  no  false  membranes  there  is  redness,  which  is 
more  marked  than  in  pure  diphtheria  ;  there  is  sometimes 
marked  edema  of  the  uvula  and  pillars  of  the  fauces.  In  the 
nose  we  find  a  sero-sanguineous  corj'za,  with  ulcerations  around 
the  nostrils  and  er3'sipelatous  redness  of  the  skin.  The  larynx 
and  trachea  also  give  special  symptoms:  pus  flows  from  the 
tube  or  the  canula,  and  there  is  often  broncho-pneumonia. 
The  ganglia  are  always  surrounded  by  an  edematous  infiltra- 
tion and  are  painful  to  pressure.  In  grave  cases  they  can  no 
longer  be  distinguished,  so  abundant  and  thick  is  the  infiltra- 
tion. The  neck  may  be  enormously  swollen.  As  to  the  gen- 
eral phenomena,  the  fever  is  higher  than  in  simple  diphtheria, 
the  face  pale  and  swollen,  there  is  great  prostration,  and  we 
have  manifestations  of  general  septicemia  or  pyohemia. 

We  may  divide  the  clinical  forms  of  associated  diphtheria  into 
two  chief  groups,  according  to  whether  its  manifestations  are 
mainly  local  or  general.  In  the  localized  associated  form  of 
strepto-diphtheria  we  have  the  sj^mptoms  given  above,  but 
without  general  phenomena.  In  the  generalized  forms  we 
have,  first,  the  acute  and  subacute  infectious  strepto-diphthe- 
ria of  M.  Sevestre.  The  local  symptoms  given  above  are  present. 
From  the  onset  there  are  grave  general  conditions — pallor,  great 
prostration,  considerable  albuminuria,  fetid  diarrhea,  small  and 
rapid  pulse,  epistaxis,  purpura,  and  sometimes  erj^thematous 
eruptions.  The  disease  may  develop  in  twenty-four  or  forty- 
eight  hours  with  every  appearance  of  septicemia.  A  slower 
pyohemic  variety  may  be  seen,  with  suppuration  of  the  ganglia 
and  joints  or  otitis.  Sevestre  Ae^cvihe^  an  in fections  strepto- 
diphtheria  ivith  a  slow  course,  the  angina  having  a  strepto- 
diphtheritic  character  from  the  first,  but  the  septic  accidents 
occurring  more  tardily.  Barbier  distinguishes  three  forms 
of  grave  associations;  (1)  Associations  with  a  predominance  of 
diphtheritic  symptoms;  (2)  associations  with  a  predominance 
of  septic  symptoms;  (3)  infections  with  simultaneous  grave 
diphtheritic  and  septic  symptoms. 

The  clinical  characteristics  of  associations  other  than  the 
streptococcic  have  as  yet  not  been  thoroughlj-  studied.  Staphy- 
lo-diphtheria  is  less  grave  in  its  nature.  The  false  membranes 
are  pultaceous  and  recall  the  diphtheroid  plaques  of  impetigi- 
nous stomatitis.  In  the  associations  with  the  coliform  bacil- 
lus the  false  membranes  are  very  thick,  very  penetrating,  and 
possess  a  nauseous  odor.  The  general  symptoms  resemble 
those  of  infectious  strepto-diphtheria.  Association  with  the 
proteus  gives  rise  to  gangrene.  The  treatment  of  these  associ- 
ated types  will  depend  upon  which  form  of  infection  is  the  most 
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prominent.  The  action  of  Roux's  serum  on  the  diphtheritic  in- 
fection is  not  altered  by  the  association,  but  a  larger  quantity 
of  it  should  be  given  because  of  the  greater  gravity  of  the 
affection.  When  the  false  membranes  become  typical  of  strep- 
tococcus infection  the  serum  will  no  longer  give  any  result. 
We  can  use  special  antistreptococcic  serum,  Marmorek's  serum 
having  given  interesting  results,  which  are,  however,  very 
variable  as  to  a  cure,  or  we  may  resort  to  the  local  use  of  anti- 
septics. Care  must  be  taken  not  to  injure  the  mucosa.  Roux 
prefers  boiled  water  and  Labarraque's  solution.  Of  course  we 
must  in  every  waj^  endeavor  to  improve  the  condition  of  the 
heart  and  the  general  condition. 

Adolph  Rupp"  discusses  the  practical  view  of  antitoxin  and 
diphtheria  in  private  practice.  He  writes  that  scientists  have 
given  us  the  facts  of  the  Klebs-Loffler  bacillus  and  other  cocci  to 
think  of,  and  these  low  forms  of  life  have  dislocated  our  ideas 
of  diphtheria,  true  and  false.  But  scientists  are  not  a  unit  as 
to  the  significance  of  the  Klebs-Loffler  bacillus  for  diphtheria  and 
its  relationships  to  the  other  bacteria  which  are  granted  an 
active  participation  in  the  local  process  of  this  clinical  disease. 
Concerning  their  diagnosis  of  this  disease  as  defined  by  them- 
selves, scientists  do  not  base  their  diagnosis  on  the  number  of 
Klebs-Loffler  bacilli  that  may  be  present,  absolutely  or  compar- 
atively, over  against  the  number  of  cocci  and  bacilli  that  may 
be  present  in  clinically  true  or  false  diphtheria.  The  mere 
presence  of  the  Klebs  Loffler  bacilli  demonstrably  qualifies 
their  diagnosis.  Incongruities  of  quantitative  facts  are  readily 
explained  away  by  such  terms  as  mixed  infections.  When  an 
apparently  bad  case  of  clinical  diphtheria  is  met  with  and  no 
Klebs-Loffler  bacilli  are  detected,  we  are  assured  that  the  case 
is  false  diphtheria.  And  if  a  case  of  clinical  diphtheria  devel- 
ops a  membrane  that  persists  longer  than  one  or  two  or  three 
weeks,  even  though  antitoxin  has  been  given  lege  artis  and 
even  though  the  Klebs-Loffler  bacilli  are  detected,  the  scientific 
diagnostician  tells  us  the  case  is  one  of  mixed  infection,  and 
that  the  persistence  of  the  membrane  is  due  to  various  cocci 
and  other  bacteria  than  the  Klebs-Loffler  form.  Baumgarten 
claimed  that  streptococci  are  the  true  cause  of  diphtheria,  they 
being  always  present  in  clinical  true  diphtheria,  and  that  the 
Klebs-Loffler  bacilli  are  only  of  secondary  or  accidental  import- 
ance in  this  disease,  because  they  are  not  invariably  present. 
He  strengthened  his  position  by  saying  that  streptococci  are 
not  found  in  healthy  mouths  and  throats,  but  that  Klebs- 
Loffler  bacilli  are.  Now  Dr.  Paul  Hilbert  tells  us  he  was  suc- 
cessful in  finding,  in  all  cases  examined  hj  him,  the  specially 
reputed  pathogenetic  long  streptococci  in  the  crypts  of  tonsils 
of  healthy  people.  In  the  great  majority  of  cases  of  clinically 
true  diphtheria  the  Klebs-Loffler  bacilli  are  found.  Other 
information  than  the  presence  of  Klebs-Loffler  bacilli  is  not 
furnished  by  the  health  board.  Now,  if  Hilbert  is  right  in  his 
contention  and  Baumgarten  in  his,  all  these  cases  of  clinical 
diphtheria  are  cases  of  mixed  infection.     Another  lesson  that 
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Hilbert  tries  to  enforce  is  that  streptococci  alone  are  not  bad, 
but  when  Klebs-Loffler  baciUi  fall  in  with  them  a  bitter  fight 
ensues,  which  can  be  checked  by  the  administration  of  anti- 
toxin. From  his  personal  experience  the  author  concludes  as 
follows:  1.  Patients  treated  without  antitoxin  did  just  as  well 
and  were  not  afflicted  with  the  minor  inconveniences  that  may 
be  attributed  to  antitoxin.  2.  In  the  croupous  cases  it  exerted 
no  beneficial  or  inhibitory  influence  on  the  pro^^^ress  of  the 
croup.  3.  The  antitoxin  did  not  seem  to  cause  the  pseudo- 
membranes  in  the  throat  to  disappear  sooner  than  would  have 
been  the  case  had  no  antitoxin  been  given. 

C.  Hampson  Jones,'  in  discussing  the  work  of  the  Health 
Department  of  Baltimore  in  regard  to  diphtheria,  states  that 
one  man  was  detailed  to  examine  the  throats  of  every  one  in  a 
house  in  which  this  disease  appeared.  Children  were  not 
allowed  to  return  to  school  until  the  house  had  been  disinfected 
and  their  throats  examined.  The  author  believes  strongly  in 
the  curative  and  preventive  qualities  of  antitoxin. 

William  Royal  Stokes,'  also  of  the  Baltimore  Health  Depart- 
ment, writes  of  the  management  of  diphtheria  from  a  public 
standpoint.  The  result  from  the  use  of  antitoxin  receives  spe- 
cial attention.  In  387  cases  which  were  considered  diphtheria 
by  the  physicians  who  applied  for  antitoxin,  47  deaths  occurred, 
a  mortality  of  12.14  per  cent.  In  288  of  these  cases  diphtheria 
bacilli  were  demonstrated  and  only  30  cases  died,  a  mortality 
of  10.41  per  cent.  In  53  cases  of  laryngeal  diphtheria  20 
deaths  occurred,  a  mortality  of  37.73  per  cent.  Out  of  256 
cases  immunized  in  infected  houses,  a  subsequent  history 
showed  that  only  2  cases  developed  diphtheria.  Antitoxin  was 
little  used  in  Baltimore  in  1896,  and  the  mortality  from  diph- 
theria in  this  year  was  51.87  per  cent. 

Diphtherial  Paralysis,  Pathology  of.— The  nature  of  the 
changes  found  in  diphtheria  are  described  by  Frederick  E. 
Batten.^  1.  Nissl's  Method. — The  spinal  cord  in  the  cervical, 
dorsal,  and  lumbar  region,  and  the  posterior  root  ganglia,  were 
examined  by  this  method.  No  change  could  be  demonstrated 
in  the  cells  either  of  the  anterior  horn  or  of  the  postei'ior  root 
ganglia,  the  granules  and  the  prolongations  of  the  cells  of  the 
anterior  horn  appearing  perfectly  normal  in  size  and  distribu- 
tion. 2.  Marchi's  Metliod. — The  character  of  the  changes 
found  by  this  method  was  as  follows:  (a)  In  the  spinal  cord 
the  anterior  root  fibres,  as  they  pass  through  the  white  matter, 
are  seen  to  have  undergone  degeneration,  as  manifested  by  the 
number  of  black  granules  in  their  course.  As  they  enter  the 
gray  matter  these  fibres  are  no  longer  collected  in  bundles; 
they  become  scattered  and  pass  in  all  directions  between  the 
cells  of  the  anterior  horn.  In  the  posterior  region  of  the  cord 
ttie  process  is  not  nearly  so  easy  to  trace,  owing  to  the  intersti- 
tial fat  that  is  normally  present  in  this  region.  The  number 
of  degenerated  fibres  is,  however,  greater  in  the  postero- exter- 
nal column  than  in  the  postero-internal.  The  vessels  in  the 
^ray  matter  are  engorged,     {b)  The  spinal  roots:    (1)  In  the 
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anterior  roots  the  myelin  sheath  of  the  nerve  can  be  seen 
broken  up  into  granular  masses  composed  of  very  fine  globulea 
of  fat.  Some  of  these  are  fused  together  and  form  larger 
masses;  this  appearance  seems  to  be  similar  to  that  found  in  a 
peripheral  nerve  after  section.  (2)  In  the  posterior  roots  ex- 
actly the  same  change  is  found,  only  usually  less  marked  than 
in  the  anterior  roots,  (c)  The  posterior  root  ganglia:  No 
change  could  be  found  in  the  cells  of  these  ganglia,  but  the 
fibres  on  both  sides  of  the  ganglion  exhibit  characteristic  de- 
generation of  the  nerve  fibres,  (d)  The  peripheral  nerves: 
The  changes  found  in  the  main  trunks  of  the  peripheral  nerves 
and  in  the  fine  branches  present  the  following  characteristics: 
The  nerve  fibre  is  swollen  up  and  the  myelin  sheath  appears  to 
be  filled  with  fine  fat  globules.  In  certain  spots  these  have 
fused  together  to  form  larger  masses  of  fat;  in  the  later 
stage  the  myelin  seems  to  be  broken  up  into  oval  masses  which 
contain  globules  of  various  sizes.  The  degeneration  does  not 
seem  to  extend  along  the  whole  length  of  one  fibre  at  the  same 
time.  The  conclusions  of  the  author  are:  1.  A  lesion  of  the 
anterior  roots,  similar  to  that  observed  after  section  of  a  nerve; 
this  lesion  is  constant.  2.  The  alteration  of  the  anterior  roots 
has  always  been  in  correspondence  with  the  paralysis  observed 
during  life.  3.  The  degree  of  alteration  in  the  roots  has 
always  been  in  correspondence  with  the  duration  of  the  paral- 
ysis. 4.  The  posterior  roots  have  never  presented  this  lesion. 
5.  The  alteration  in  the  roots  is  secondary  to  the  changes  in 
the  spinal  cord.  6.  The  lesion  in  the  spinal  cord  is  probably 
infiammatory  in  nature,  affecting  the  gray  matter,  and  is  both 
interstitial  and  parenchymatous.  Finall}^,  it  is  probable  that 
the  dominant  lesion  in  diphtherial  paralysis  is  a  parenchyma- 
tous degeneration  of  the  mj'elin  sheath  of  the  nerves,  and 
that  this  degeneration  affects  both  motor  and  sensory  fibres 
alike. 

G.  Sims  Woodhead  ^  gives  statistics  which  would  seem  to 
indicate  that  the  cardiac  paralyses  occur  at  a  comparative  early 
date,  the  bulk  taking  place  between  the  fifth  and  tenth  days. 
The  author  thinks  we  have  evidence  of  the  primary  affection 
of  the  nerve  cells  or  of  a  direct  action  of  the  poison  in  the  mus- 
cular tissue  in  the  fact  that  cardiac  paralyses  occur  relatively 
at  a  much  earlier  period  than  the  other  forms  of  paralyses. 
The  affection  of  the  cells  of  the  vasomotor  centres,  and  per- 
haps also  of  the  ganglia  of  the  heart,  is  much  more  important 
in  the  regulation  of  the  heart,  which  is  constant  in  action,  than 
in  the  case  of  the  other  muscles,  which  in  most  cases  are  prac- 
tically at  rest,  and  in  which  therefore  the  demands  of  both  the 
motor  cells  and  muscular  tissue  itself  are  comparatively  slight. 
In  a  discussion  following  the  reading  of  this  paper,  Dr.  F.  W. 
Mott  said  that  in  the  examination  of  nervous  and  muscular  tis- 
sues he  had  generally  found  fatty  degeneration  early  and  late 
of  the  muscles  and  sometimes  Wallerian  degeneration  of  the 
nerves.  He  had  observed  extreme  early  fatt}^  degeneration  of 
the  heart,  and  yet  no  degeneration  of  the  vagus  nerve.     H& 
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was  of  opinion  that  probably  the  poison  acted  on  the  whole 
neuron,  especially  upon  the  terminal  arborizations  of  the  den- 
dron  and  the  end  plates.  Dr.  Baginsky  was  of  opinion  that 
early  antitoxin  treatment  was  of  the  greatest  value  in  dimin- 
ishing the  number  of  cases  of  paralj^sis  in  diphtheria.  Drs. 
E.  W.  Goodall  and  Woodhead  concurred  in  this  opinion. 

Diphtheritic  Septicemia  and  its  Causes.— F.  Cuoghi 
Costantini "  thus  sums  up  his  report  of  work  done  in  the  clinic 
of  Luigi  Concetti:  1.  In  pure  diphtheritic  infection  the  Loffler 
bacillus  never  penetrates  into  the  blood,  but  remains  localized 
in  certain  spots,  where  it  elaborates  the  toxic  products  that 
secondarily  poison  the  organism.  3.  Polynuclear  leucocytes 
constitute  the  defence  of  the  organism  against  the  invasion  of 
the  Loffler  bacillus.  3.  When  the  diphtheritic  infection  is  ac- 
companied by  streptococcic  or  staphylococcic  infections  the 
defensive  power  of  the  leucocytes  is  diminished  or  annulled  and 
a  more  or  less  marked  diphtheritic  septicemia  may  then  be  pro- 
duced. 4.  This  invasion  appears  to  be  due  to  a  special  poison 
secreted  by  the  streptococci  or  the  staphylococci  and  called 
lencocidiii,  which  acts  upon  the  vitality  and  the  mobility  of 
the  leucocytes.  5.  Besides  the  association  of  microbes  men- 
tioned, other  substances  are  capable  of  causing  diphtheritic 
septicemia,  such  as  atropine,  pilocarpine,  and  sodium  chloride. 
G.  The  new  conceptions  as  to  diphtheritic  septicemia  lead  to  a 
greater  appreciation  of  the  importance  of  microbic  associations 
and  explain  the  fact  of  the  occurrence  of  septicemia  and  of  its 
gravity. 

Eczema,  Treatment  of. — Saalfeld"  recommends  cold  or 
warm  applications,  according  to  the  idiosyncrasy  of  the  patient, 
and  uses  a  solution  of  lead  acetate  or  of  boric  acid,  or  of  the 
two  combined.  Solutions  of  resorcin,  zinc  sulphate,  or  thymol 
are  also  valuable,  and  applications  of  chamomyle  or  pepper- 
mint tea  have  the  advantage  of  being  harmless  in  the  hands  of 
children.  The  poultices  should  not  be  covered  with  rubber 
tissue.  If  this  method  fail  to  cure  a  weeping  eczema,  powders 
must  be  resorted  to,  such  as  talcum,  rice  or  potato  flour,  zinc 
oxide,  or  boric  acid.  Carbolic  acid,  cocaine,  or  menthol  may 
be  added  to  stop  the  itching,  provided  that  the  skin  is  not  too 
susceptible.  Cases  with  much  secretion  and  crust  formation 
must  be  treated  with  oil,  the  powder  or  ointment  being  applied 
over  a  layer  of  oil.  In  chronic  squamous  eczema  stimulating 
substances  should  be  applied:  the  various  tar  preparations  are 
useful  for  this  purpose,  being  used  in  mild  strength  at  first. 
In  alcoholic  solution  oil  of  cade  has  proved  useful  in  acute 
papular  or  vesicular  eczema  with  much  secretion.  When 
using  this  treatment  the  urine  must  be  carefully  watched,  as 
also  in  cases  in  which  pyrogallic  acid  or  chrysarobin  is  given. 
Caustic  potash  is  of  value  in  old  infiltrated  cases,  but  must  be 
used  with  great  care.  The  general  hygienic  and  tonic  treat- 
ment is  as  valuable  as  the  local  treatment  in  these  cases. 
Arsenic  gives  excellent  results  in  eczemas  of  long  standing. 
Esophagus,  Coins  in. — Faludy '  observed  2  cases,  in  1  of 
27 
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which  the  diagnosis  was  facilitated  by  the  use  of  the  Rontgen 
rays.  The  patient  was  a  boy  2  years  old,  who  swallowed  a 
coin  five  days  before  he  was  brought  for  treatment,  being 
unable  to  swallow  any  but  fluid  food.  The  rays  demonstrated 
the  presence  of  the  coin  in  the  esophagus  at  the  level  of  the 
upper  sternal  border,  with  its  picture  side  toward  the  front 
and  a  little  to  the  right.  It  was  removed  by  means  of  Graefe's 
coin  catcher  and  proved  to  be  of  copper,  22  millimetres  wide 
and  3  millimetres  thick.  The  second  case  occurred  in  a  3-year- 
old  boy  who  had  played  with  caustic  two  months  before,  and 
since  that  time  took  fluids  only  and  grew  thin.  A  sound 
encountered  an  obstacle  in  the  lower  third  of  the  esophagus. 
This  was  thought  to  be  a  stricture  caused  by  the  swallowing 
of  some  of  the  caustic.  The  next  time  that  the  sound  was 
passed  the  obstacle  had  changed  its  location,  and  with  the 
withdrawal  of  the  sound  there  appeared  a  coin  which  had 
become  black  from  long  presence  in  the  esophagus.  It  had 
evidently  been  swallowed  soon  after  the  child  had  played  with 
the  caustic,  which  had  not  entered  the  esophagus.  Recovery 
was  complete  and  immediate. 

Head-nodding  and  Head-rotation  usually  Associated 
with  Nystagmus  in  Very  Young  Children. — Charles  J. 
Aldrich  "  prefers  the  above  title  of  a  more  correct  description 
of  a  peculiar  syndrome  of  the  pathological  basis  of  which  we 
are  at  present  ignorant.  The  disorder  usually  occurs  between 
the  ages  of  6  and  12  months,  and  the  records  show  a  great  pre- 
ponderance of  females  attacked.  Gyral  movements  are  most 
frequent,  although  a  combination  or  alternation  of  the  nodding 
with  gyral  movements  is  common.  The  movements  are  smooth, 
easy,  regular,  and  rhythmical,  and  may  stoj)  during  sleep,  in 
the  recumbent  position,  and  (Mills)  when  the  eyes  are  covered. 
The  nystagmus  may  be  monocular  or  binocular,  vertical,  hori- 
zontal, rotary,  or  mixed  and  alternating — one  eye  presenting 
one  variety,  its  fellow  another.  The  nystagmus  usually  pre- 
cedes the  development  of  the  head  movements,  and  often 
persists  long  after  the  latter  have  disappeared,  and  may  recur 
without  their  association.  Strabismus  may  be  associated  with 
the  disorder.  Characteristic  changes  in  the  pupil  and  optic 
discs  fail  to  occur  as  a  rule,  nor  is  the  vision  necessarily  at 
fault.  The  etiology  is  obscure.  Most  cases  tend  to  spon- 
taneous cure  in  six  weeks  to  three  months,  but  many  cases 
have  a  tendency  to  relapse  if  the  child  suffer  any  disturbance 
in  health.  The  treatment  consists  in  nerve  rest  by  bromides, 
rest  in  the  recumbent  position,  tonics,  correction  of  digestive 
and  other  disturbances. 

Hernia. — Leon  Bonnet"^  writes  of  the  radical  cure  of  non- 
strangulated  hernia  in  very  young  children.  He  does  not 
think  that  the  time-honored  custom  of  using  a  bandage  results 
so  frequently  in  a  cure  as  many  practitioners  believe.  M. 
Broca  has  operated  upon  more  than  1,200  children,  whose 
ages  range  from  a  few  days  to  15  years.  Nearly  all  of  them 
had  worn  bandages,  some  of  them  continuously.     The  radical 
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operation  has  been  accused  of  being  dangerous,  but  of  the  600 
children  under  6  years  of  age  and  the  600  between  6  and  15 
operated  upon  by  Broca,  together  with  135  whose  histories  are 
given  by  Bonnet,  only  1  died  of  peritonitis.  The  only  valid 
objection  consists  in  the  danger  of  broncho-pneumonia  to 
which  young  patients  are  exposed,  and  this  can  be  avoided  by 
proper  care.  Bonnet  divides  the  children  into  two  categories: 
1.  Those  younger  than  15  or  18  months.  If  the  hernia  is 
small  the  onl}'  rational  treatment  is  a  bandage.  It  should  be 
of  rubber  with  an  air  cushion.  It  is  during  the  first  year  of  life 
that  spontaneous  obliteration  of  the  inguinal  canal  is  most 
likely  to  occur,  and  the  surgeon  should  endeavor  to  assist 
Nature.  Strangulation  is  not  frequent  at  this  age,  but  is  not 
unknown.  A  bilateral  bandage  should  be  used,  for  it  does  not 
slip  about  as  does  the  unilateral;  moreover,  the  persistence  of 
the  canal  is  often  bilateral,  although  sometimes  perceptible  on 
one  side  only,  so  that  it  is  best  to  kill  two  birds  with  one  stone. 
The  bandage  should  be  worn  night  and  day,  and  when  neces- 
sary to  remove  it  for  the  child's  daily  bath  the  ring  should  be 
pressed  down  so  that  the  hernia  does  not  get  a  chance  to  pro- 
trude again.  The  hygiene  and  feeding  of  the  child  must  be 
carefully  attended  to.  Should  the  hernia  increase  or  strangu- 
lation threaten,  operation  will  have  to  be  resorted  to.  3.  Chil- 
dren over  18  months.  Toward  the  age  of  2  years  the  bandage 
should  no  longer  be  used;  if  it  have  not  succeeded  in  curing 
the  hernia  a  radical  operation  must  be  performed.  Contra- 
indications consist  in  general  debility  of  the  patient  (unless  this 
condition  be  a  result  of  the  hernia),  in  acute  affections,  as 
bronchitis,  pertussis,  adenopathies,  tracheo-bronchitis,  etc.,  or 
chronic  multiple  adenitis  and  suppurations.  Bonnet  describes 
M.  Broca's  methods  of  operation,  and  reports  the  cases  of  135 
children,  upon  whom  149  operations  were  performed.  The 
youngest  was  4  months  old,  the  oldest  2  years.  Four  died:  1 
4  months  old,  nineteen  days  after  the  operation,  of  diarrhea  and 
athrepsia;  the  3  others  of  broncho-pneumonia,  four,  five,  and 
eleven  days  after  the  intervention.     There  were  no  relapses. 

Hydrocephalus  Externus,  Congenital. — Bokay'  reports  a 
case  occurring  in  a  rachitic  child  of  9  months  whose  head  had 
been  steadily  enlarging  since  birth.  The  circumference  of  the 
head  was  60  centimetres,  the  biparietal  diameter  14|  centi- 
metres. Death  resulted  from  broncho-pneumonia  and  enteritis. 
The  diagnosis  made  during  life  was  internal  hydrocephalus. 
At  the  autopsy  half  a  litre  of  fluid  was  found  beneath  the  dura, 
which  was  thickened,  as  was  the  pia.  The  brain  was  smaller 
than  normal,  but  well  developed.  The  lateral  ventricles  were 
very  slightly  dilated,  the  foramen  of  Monro  decidedly  so. 
Consequently  this  case  presented  a  slight  internal  hydrocepha- 
lus together  with  a  marked  external  one,  and  is  to  be  looked 
upon  as  due  to  an  inflammation  of  the  meninges  occurring 
during  intrauterine  life.  The  only  symptom  which  seems  to 
be  of  differential  diagnostic  value  is  the  fact  that  in  external 
hydrocephalus  the  cranium  is  enlarged  equally  in  all  directions. 
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Ophthalmia  Neonatorum,  Prophylaxis  of. — P.  C.  Jami- 
son,"* after  calling  attention  to  the  great  importance  of  the 
subject,  summarizes  the  injuries  to  the  cornea  from  purulent 
conjunctivitis  as  follows:  1.  Total  destruction  of  the  cornea, 
with  complication  necessitating  enucleation.  2.  Total  destruc- 
tion of  the  cornea,  rendering  the  individual  blind  from  dense 
opacity.  3.  Partial  destruction  of  the  cornea,  leaving  localized 
opacities  but  not  depriving  the  individual  altogether  of  vision. 
4.  Partial  destruction  of  the  cornea,  in  which  no  opacity  of  the 
organ  is  visible  except  with  close  inspection  and  artificial  illu- 
mination, which  reveals  an  irregular  refractive  surface  which 
deprives  the  patient  of  normal  vision. 

All  these  may  be  regarded  as  serious  results,  and  the  latter 
are  mentioned  because  the  tendency  is  to  feel  that  as  the  per- 
centage of  these  cases  (if  treated)  which  result  in  total  destruc- 
tion is  small,  prophylaxis  is  unnecessary.  That  may  be  true, 
but  the  proportion  of  cases  which  result  in  the  three  latter  con- 
ditions is  quite  large,  if  the  number  of  corneal  opacities  and  ir- 
regularities from  this  source  noticed  in  ophthalmological  work 
may  be  taken  as  an  index.  It  will  be  conceded,  then,  that  any 
change  in  structure  or  contour  of  the  cornea,  short  of  total  de- 
struction, which  would  interfere  w4th  the  normal  vision  of  the 
patient,  should  be  regarded  as  a  matter  of  serious  import,  and 
if  Crede's  method  is  capable  of  preventing  those  conditions  it 
is  worthy  of  conscientious  observance.  Now  as  to  some  of  the 
objections  cited  in  contradiction  of  the  routine  use  of  prophy- 
laxis for  this  disease. 

1.  There  being  no  external  evidence  of  specific  discharge 
from  the  birth  canal  before  or  after  labor,  why  subject  the 
patient  to  possibly  unnecessary  medication?  In  this  connec- 
tion the  first  prominent  fact  we  meet  is  the  statement  by  the 
genito-urinary  surgeon  that  gonorrheal  infection  can  exist  and 
is  sometimes  present  without  any  coexisting  discharge  or  ex- 
ternal evidence.  That  gonococci  can  remain  dormant  in  some 
small  crypt  without  external  symptoms  seems  to  be  an  un- 
doubted fact;  and  as  illustrative  of  the  danger  of  relying  upon 
external  evidence  as  a  means  of  deciding  as  to  whether  pro- 
phylaxis should  be  used  in  a  given  case,  one  has  but  to  point 
to  those  in  which  conditions  such  as  would  satisfy  the  most 
conscientious  as  to  absolute  immunity  from  infection  being 
present  were  sometimes  productive  of  virulent  types  of  gonor- 
rheal ophthalmia.  These  exceptional  cases  in  which  there  are 
no  external  symptoms,  it  is  true,  do  not  occur  every  day  in 
practice,  but  when  they  appear  it  is  usually  at  most  unexpected 
periods,  and  they  are  the  source  of  much  worrj^  and  anxiety  to 
the  doctor  and  possible  disaster  to  the  patient.  In  private 
practice  questions  bearing  on  this  condition  are  likely  to  be  re- 
sented. Statements  obtained  are  not  always  correct.  Efforts 
to  obtain  a  culture  before  or  after  birth  are  often  impracticable, 
and  we  have  already  seen  that  external  symptoms  are  not  to 
be  relied  upon,  so  that  it  would  seem  there  is  no  absolute  safe- 
guard against  ophthalmia  neonatorum  other  than  systematic 
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prophylaxis,  and  to  rely  upon  external  appearances  and  clinical 
history  for  immanity  from  gonorrheal  infection  allows  a  possi- 
bility of  a  subsequent  attack  of  ophthalmia  neonatorum. 

3.  There  being  no  evidence  of  infection  in  infants'  eyes  at 
birth,  is  it  a  necessity  that  we  put  the  patient  under  prophy- 
lactic medication  before  such  symptoms  arise? 

When  we  call  to  memory  that  the  period  of  incubation  of 
the  gonococcas  in  gonorrheal  conjunctivitis  is  forty-eight 
hours,  but  frequently  longer — sometimes  three  to  five  days — 
and  that  during  this  period  the  eye  may  present  no  more  symp- 
toms of  irritation  than  is  natural  to  the  new-born,  but  quite 
rapidly  assume  all  the  alarming  symptoms  of  this  disease;  that 
at  one  visit  of  the  attendant  the  eye  may  be  positively  unsus- 
picious, and  at  the  next  visit  may  have  assumed  a  condition 
which  renders  it  unrecognizable,  presenting  a  picture  of  edema- 
tous inflammation  which  may  threaten  alone  to  strangle  the 
sources  of  nutrition  to  the  cornea  and  render  it  an  easy  prey  to 
the  ravages  of  the  virulent  gonococci — it  can  then  be  seen  how 
futile  it  is  to  procrastinate  until  evidences  of  infection  spring 
up  before  adopting  prophylaxis,  since  in  most  cases  of  delay 
the  disease  will  be  too  well  rooted  to  be  successfully  contended 
with. 

3.  The  objection  to  nitrate  of  silver  itself  as  a  remedial 
agent.  The  objection  which  one  hears  most  frequently  is  the 
possibility  of  the  introduction  of  a  ten-grain  solution  into  the 
eye  being  productive  of  minute  opacities  of  the  cornea. 

This,  however,  cannot  be  sustained  by  clinical  experience^,  if 
the  statement  by  some  physicians  of  large  experience  who 
have  been  using  it  in  our  clinics  and  in  private  practice  for  the 
last  twenty-five  years  is  to  be  taken  as  an  index.  By  them  it 
has  been  used  and  is  still  being  used  in  varied  solution,  and,  as 
far  as  the  writer  can  learn,  in  cases  in  which  there  was  no  ten- 
dency of  the  disease  itself  to  produce  ulceration  and  consequent 
opacity,  none  has  been  noticed. 

Perhaps  the  clearest  proof  that  nitrate  of  silver  as  used  in 
•Crede's  method  is  not  productive  of  corneal  opacity  or  minute 
ulcer  is  the  contrast  between  two  clinical  pictures.  Glance 
first  at  that  of  an  ulcerative  process  of  the  cornea  in  its  incip- 
iency,  for  this  must  be  the  antecedent  to  opacity  or  irregular- 
ity, and  we  have  an  eye  which  is  the  seat  of  the  greatest  local 
disturbance — pain,  inflammation,  photophobia,  lacrymation  for 
an  indefinite  period.  This  will  occur  even  if  the  minutest  for- 
eign body  lodges  on  the  cornea;  but,  on  the  other  hand,  after 
the  instillation  of  one  or  two  drops  of  a  ten-grain  solution  of 
nitrate  of  silver  it  is  a  simple  picture  of  slight  irritation,  which 
passes  away  within  from  four  to  ten  hours,  and  it  is  hardly 
reasonable  to  suppose  that  an  ulcerative  process  could  take 
place  within  so  short  a  period  and  with  such  mild  symptoma- 
tology. Moreover,  investigations  past  and  recent  seem  to 
point  to  nitrate  of  silver  as  being  the  ideal  agent  in  the  prophy- 
laxis of  these  cases.  Glancing  at  its  therapeutic  capabilities, 
^we  see  such  as  are  of  great  value  in  this  disease  and  not  com- 
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mon  to  any  other  agent.  As  a  causative  feature  in  this  dis- 
ease we  have  a  virulent  type  of  bacteria.  Nitrate  of  silver  i» 
capable  of  destroying  them  in  a  solution  as  weak  as  one-half 
grain  to  the  ounce.  There  is  also  present  in  this  disease  an 
albuminous  exudate  which  forms  the  best  possible  nidus  for 
the  propagation  and  perpetuation  of  the  germ,  but  nitrate  of 
silver  possesses  the  physical  property  of  combining  with  the 
exudate,  it  coagulates  the  albumin,  destroys  the  gonococcus, 
and  renders  the  nidus  of  infection  sterile. 

The  conjunctival  sac  and  adjoining  tissues  are  themselves 
permeated  by  infection  in  gonorrheal  ophthalmia.  Nitrate  of 
silver  again,  by  means  of  its  affinity  for  albumin,  has  perme- 
ative  properties  of  its  own;  it  penetrates  superficially  the  in- 
fected areas,  and  not  only  sterilizes  the  contents  of  the  con- 
junctival sac,  but  so  far  as  possible  neutralizes  the  poison  in 
the  tissues  of  the  sac  itself.  Again,  danger  to  the  surrounding 
structures  may  be  brought  about  by  the  application  of  remedial 
agents  whose  tendency  is  to  produce  inflammation  and  subse- 
quent cicatrization;  nitrate  of  silver,  however,  obviates  this 
danger  in  its  own  use  by  forming  an  albuminous  protection  on 
the  surface  of  tissue,  rendering  the  penetration  superficial. 
Other  agents  may  be  slightly  inflammatory  in  their  nature; 
nitrate  of  silver,  on  the  other  hand,  is  markedly  astringent 
and  antiphlogistic.  This  combination  of  therapeutic  capabili- 
ties is  not  possessed  by  any  other  agent,  and,  while  it  does 
not  interdict  prophylaxis  by  any  other  means,  it  points  to 
nitrate  of  silver  as  being  the  most  valuable  agent. 

4.  The  statement,  so  frequently  heard,  that  Crede's  method, 
while  essential  in  hospital  work,  is  unnecessary  in  private 
practice. 

Gonorrhea,  as  we  all  know,  is  prevalent  among  both  classes 
of  people,  and  as  gonorrheal  ophthalmia  is  not  infrequently 
met  with  in  the  least  suspected  cases,  it  would  seem,  if  there 
were  any  urgency  in  advocating  prophylaxis,  it  should  be  even 
greater  in  private  practice,  in  which  our  responsibility  is  larger 
and  the  welfare  of  the  patient  possibly  of  more  value  to  the  com- 
munity. True,  in  private  practice  it  may  be  our  good  fortune  to 
go  many  years  without  seeing  or  treating  a  case  of  ophthalmia 
neonatorum;  it  may  be  one's  gratification  to  treat  success- 
fully the  few  that  come  across  one's  path;  but  if  it  is  a  question 
of  what  is  our  duty  to  the  best  interests  of  the  patient,  the 
community,  and,  as  far  as  that  is  concerned,  to  ourselves,  if 
the  foregoing  argument  and  reasoning  are  correct,  it  would  all 
seem  to  point  toward  prophylaxis. 

5.  The  comparatively  small  number  of  cases  seen  in  individ- 
ual practice,  and  the  subsequent  successful  treatment  of  them, 
cannot  be  regarded  as  a  contraindication  to  the  general  adop- 
tion of  careful  prophylaxis,  as  the  aggregate  number  of  cases 
of  total  and  partial  blindness  resulting  from  this  disease  is 
large. 

What  is  the  best  procedure  in  the  practice  of  prophylaxis  of 
ophthalmia  neonatorum?    Before  birth,  means  should  be  em- 
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ployed  to  render  the  sterilization  of  the  birth  canal  as  complete 
as  possible.  At  the  time  of  birth  the  careful  cleansing  of  the 
infant's  eyes  with  a  solution  of  twenty  grains  of  boracic  acid 
to  the  ounce  should  be  practised,  care  having  been  taken  to 
render  sterile  the  surrounding  portions  of  the  orbit  and  also  to 
make  use  of  Crede's  method,  viz.,  the  instillation  of  one  drop 
of  a  solution  of  nitrate  of  silver,  ten  grains  to  the  ounce,  be- 
tween the  lids  and  upon  the  cornea.  After  birth,  use  some 
mild  cleansing  wash,  preferably  boracic  acid,  in  solution  of 
twenty  grains  to  the  ounce,  three  or  four  times  daily;  this  is  to 
be  practised  from  five  to  six  days  after  birth. 

Pemphigus  Neonatorum. — Luithlen '''  has  studied  the  his- 
tology of  this  disease  in  two  cases,  and  found  the  floor  of  the 
pemphigus  vesicles  made  by  the  cells  of  the  rete  Malpighi,  the 
roof  by  the  horny  layer  of  the  epidermis.  The  corium  showed 
no  change  except  congestion  of  its  blood  vessels.  Staphylo- 
cocci were  demonstrated  in  the  vesicular  contents,  and  a  few 
within  dilated  lymph  vessels  of  the  corium.  Staphylococci 
cultivated  from  similar  cases  by  other  observers  have  shown 
no  biological  or  morphological  difference  from  the  staphylo- 
coccus pyogenes  aureus.  Almquist  succeeded  in  producing  a 
bullous  (pemphigus)  eruption  by  inoculating  the  organism  into 
his  arm,  and  looks  upon  it  as  the  specific  cause  of  pemphigus. 
In  the  majority  of  congenital  cases  sepsis  of  the  mother  is 
found  to  coexist.  During  the  first  few  weeks  of  life  the  infec- 
tion is  probably  carried  by  means  of  unclean  instruments, 
clothes,  and  bathing  apparatus.  The  disease  must  be  differ- 
entiated from  syphilitic  pemphigus,  herpes  tonsurans,  derma- 
titis exfoliativa,  septic  exanthemata,  and  scalds.  In  treating 
the  disease  bathing  should  be  discontinued  and  the  ruptured 
vesicles  covered  with  ichthyol  ointment.  The  rest  of  the  body 
may  be  dusted  with  a  mildly  disinfectant  powder.  The  his- 
tory of  the  disease  is  discussed  and  a  list  of  literature  refer- 
ences is  appended. 

Percentage  Feeding,  Practical  Points  in. — Wilham  L. 
Baner  "  believes  that  percentage  feeding  is  not  receiving  due 
recognition  from  the  profession  in  general,  because  the  subject 
has  been 'burdened  with  mathematical  niceties  which  compli- 
cate without  giving  increased  accuracy,  and  also  because 
physicians  are  not  usually  inclined  to  venture  into  anything 
which  at  all  savors  of  mathematics.  The  author,  in  a  previous 
paper,  has  proposed  a  method  based  upon  very  simple  whole 
numbers,  which  a  review  of  the  standard  analyses  showed  to 
be  a  fair  working  average.  A  careful  consideration  of  the 
subject  shows  that  the  estimation  of  small  differences  in  the 
analyses  made  by  different  chemists  adds  absolutely  nothing 
to  the  accuracy  of  results.  A  few  adherents  of  the  more  com- 
plicated procedures  have  insisted  on  the  theoretically  greater 
accuracy  of  using  certain  fractions,  but  the  author  found  that 
the  end  results  of  the  complicated  methods  are  practically 
identical  with  his  own.  Some  of  the  complicated  methods 
actually  show  very  considerable  errors  in  the  fundamental 
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principles.  An  instance  of  this  recentlj'  appeared  in  the  Bos- 
ton Medical  and  Surgical  Journal  for  September  22,  1898,  in 
a  paper  by  Dr.  J.  L.  Morse,  and  in  Dr.  Rotch's  "  Pediatrics." 
The  methods  of  calculation  proposed  by  Drs.  Morse  and  Rotch 
are  based  on  the  idea  that  if  a  given  quantity  of  milk  contain- 
ing 4  per  cent  of  fat  is  set  for  six  hours  all  the  fat  will  rise 
to  the  top  quarter,  which  will  then  be  10  per  cent  cream,  the 
under  three  quarters  being  a  solution  of  proteids  and  sugar 
without  any  fat  to  disturb  the  calculation.  As  a  matter  of 
fact,  the  under  milk  actually  contains  2  per  cent  of  fat,  and 
not  two-tenths  per  cent  as  stated. 

In  thinking  of  percentage  mixtures  it  is  necessary  to  have  in 
mind  some  simple  standard  of  average  good  cow's  milk.  An 
examination  of  the  various  recognized  analyses  shows  thai  the 
number /o?<r  will  fairly  represent  the  percentage  of  each  of  the 
three  constituents  of  milk  with  which  we  have  to  deal.  This 
is  not  quite  exact  as  regards  sugar,  which  somewhat  exceeds  4 
per  cent,  but  it  is  decidedly  easier  to  allow  for  the  difference 
when  we  come  to  actually  put  the  sugar  into  the  bottle  than  to 
carry  fractions  through  the  entire  calculation.  With  unusually 
rich  milk,  too,  some  allowance  maj*  perhaps  be  made  for  the 
extra  fat,  but  this  is  so  rare  as  to  scarcely  need  mentioning. 
Milk,  then,  is  water  holding  in  suspension  or  solution  4  per 
cent  of  proteids,  4  per  cent  of  fat,  and  a  little  over  4  per  cent 
of  sugar.  Cream  is  simply  whole  milk  into  which  a  certain 
amount  of  extra  fat  has  risen.  Thus,  ordinary  16  per  cent 
gravity  cream  is  whole  milk  plus  12  per  cent  of  extra  fat,  etc., 
the  extra  fat  in  any  cream  being  4  per  cent  less  than  the  total 
fat  contents.  The  general  principle  upon  which  percentage 
mixtures  are  figured  is  simply  this:  As  milk  and  cream  con- 
tain practically  equal  proteids,  it  is  the  (?^ta?^f^f^/ introduced  into 
the  mixture  which  establishes  the  proteid  percentage,  and  the 
quality  which  establishes  the  fat.  For  example,  a  mixture  of 
1  part  milk  and  3  parts  water  gives  1  per  cent  of  proteids. 
One  part  of  16  per  cent  (ordinary  skimmed)  cream  and  3  parts 
water  gives  also  1  per  cent  of  proteids,  but  in  the  former  mix- 
ture there  will  be  1  per  cent  fat  and  in  the  latter  4  per  cent. 
By  using  part  milk  and  part  cream  and  varying  proportions  of 
each,  it  is  evident  that  any  intermediate  fat  percentage  can  be 
obtained  without  changing  the  1  per  cent  proteids.  Knowing 
that  one-fourth  of  any  mixture  must  be  milk  or  cream,  or 
mixed  milk  and  cream,  to  give  1  per  cent  of  proteids,  it  is 
easy  to  figure  the  amount  necessary  for  any  percentage  by 
multiplying.  Thus,  10  ounces  of  mixed  milk  and  cream  and  30 
ounces  of  water  will  give  40  ounces  of  a  mixture  containing  1 
per  cent  proteids.  If  we  want  1\  per  cent  proteids  the  mixed 
milk  and  cream  must  be  raised  to  15  ounces,  etc. — that  is.  we 
multiply  one  fourth  the  total  quantity  of  mixture  desired  by 
the  desired  proteid.  If  it  is  desired  to  make  the  proteid  and 
fat  percentage  equal,  milk  alone  is  necessary.  If,  as  is  usually 
the  case,  it  is  desired  that  the  fat  shall  exceed  the  proteids,  a 
certain  amount  of  cream  must  be  used,  the  amount  depending 
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on  the  extra  fat  contained  in  the  cream  which  happens  to  be 
available;  for  instance,  with  16  per  cent  cream  for  every  unit 
of  percentage  that  we  want  the  fat  to  exceed  the  proteids  we 
must  use  cream  to  the  extent  of  one-twelfth  of  the  entire  mix- 
ture, or,  stated  in  a  general  way  (for  any  richness  of  cream), 
the  amount  of  cream  will  be:  quantity  of  mixture  divided 
by  the  extra  fat  in  the  cream  to  be  used,  and  multiplied 
by  the  difference  between  the  desired  fat  and  proteid  percen- 
tages. We  now  have  a  mixture  of  milk,  cream,  and  water 
having  the  desired  proteid  and  fat  percentages,  and  having  a 
sugar  percentage  which  is  practically  the  same  as  the  proteid 
percentage.  It  is  only  necessary  to  add  enough  dry  milk  sugar 
to  bring  to  the  desired  percentage.  For  instance,  suppose  our 
mixture  of  milk,  cream,  and  water  has  been  so  made  as  to 
contain  3  per  cent  of  proteids,  and  we  want  it  to  contain  6  per 
cent  of  sugar,  we  must  add  4  per  cent  of  dry  sugar — that  is, 
we  find  the  necessary  amount  of  sugar  by  multiplying  the 
total  quantity  of  mixture  by  the  difference  between  the  desired 
sugar  percentage  and  the  desired  proteid  percentage,  and  di- 
vide by  100.  If,  for  instance,  we  desire  16  ounces  of  a  mixture 
containing  4  per  cent  fat  and  2  per  cent  proteids,  the  simplest 
and  best  way  of  getting  it  will  be  to  use  8  ounces  of  8  per  cent 
cream  and  8  ounces  of  water;  but  in  case  other  creams  are 
more  available,  we  must  remember  that  we  are  by  no  means 
tied  down  to  the  use  of  8  per  cent  cream.  We  can  produce  the 
same  formula  with  mixtures  of  whole  milk  and  centrifugal 
cream  with  water,  or  whole  milk  and  skimmed  cream  with 
water,  the  proportions  being  quickly  calculated.  The  reason 
for  using  the  lightest  possible  cream  is  simply  in  order  that  as 
little  disturbance  as  possible  of  the  emulsion  may  take  place. 
It  is  for  this  reason  that  some  pediatrists  prefer  the  mixtures 
made  of  whole  milk,  cream,  and  water  to  those  made  by  the 
laboratory  method,  where  under  milk  is  used,  necessitating 
heavier  cream. 

Periostitis,  Post-typhoid,  in  Childhood. —Wiirtz  '  reviews 
the  literature  of  this  subject  and  reports  the  first  case  of  necro- 
sis of  the  sternum  in  typhoid  fever  in  childhood.  The  patient 
was  a  girl  8  years  old  who  developed  a  swelling  over  the  ster- 
num during  the  second  week  of  typhoid  fever.  Puncture  drew 
pus  and  an  incision  gave  exit  to  a  necrosed  piece  of  the  ster- 
num, the  entire  body  of  the  bone  being  involved  in  the 
necrotic  process.  Typhoid  bacilli  were  demonstrated  micro- 
scopically in  the  pus.  Death  occurred  in  the  fifth  week.  At 
the  autopsy  an  abscess  lined  by  pyogenic  membrane  was 
found  between  sternum  and  pleura,  extending  upward  to  the 
manubrium.  There  was  bronoho-pneumonia  in  both  lungs, 
and  in  the  ileum  there  were  a  few  typhoid  ulcers,  the  rest  of 
the  intestine  showing  healing;  the  right  arytenoid  cartilage 
showed  a  chondritis.  Inflammations  of  the  sternum  must  al- 
ways be  regarded  as  of  grave  prognosis  because  of  the  close 
proximity  of  the  vital  organs. 

Pertussis,  Stage  of  Incubation  in. — H.  Illoway  '"  discusses 
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a  hitherto  unrecognized  symptom  of  this  stage  of  whooping- 
cough— the  occurrence  of  a  slight  cough  or  hack,  which  is  not 
dependent  upon  any  apparent  morbid  condition  of  the  buccal 
cavity,  pharynx,  or  respiratory  tract,  preceding  for  some  time 
an  attack  of  the  disease  and  disappearing  with  the  develop- 
ment of  the  catarrhal  stage.  The  materies  morbi  of  pertussis 
expends  its  force  upon  the  larynx,  and  every  atom  of  this  toxic 
agent  has  the  same  predilection  estabhshed  withm  it.  It  is, 
therefore,  easy  to  understand  how,  with  the  entrance  of  the 
virus  into  the  body  with  the  first  beginning  of  the  infection, 
this  tendency  to  irritate  the  larynx  and  its  structures  should  at 
once  make  itself  manifest.  _  ,  ^o     ,   •         - 

Pertussis  Treated  by  Formalin.— Olhphant  claims  to 
have  obtained  exceptionally  good  results  from  the  application 
of  a  formalin  solution  to  the  fauces  direct.  Out  of  twenty  cases 
not  one  lasted  more  than  eight  days.  He  does  not  give  the 
strength  of  the  solution,  but  warns  that  it  must  be  used  weak 

Puberty,  Precocious.— Klein  '"  reports  the  case  of  a  girl  2^ 
years  old  in  whom  menstruation  began  at  the  age  of  11  montns 
and  continued  regularly  for  ten  months,  lasting  about  eight 
days  each  time.  After  an  interval  of  three  months  the  tiow 
reappeared,  lasting  as  a  metrorrhagia  for  six  months  and  re- 
sisting all  treatment.  During  an  attack  of  measles  the  hemor- 
rhage was  more  severe,  but  immediately  afterward  it  ceased 
spontaneously  and  had  not  returned  four  months  later.  The 
breasts  and  genital  organs  were  abnormally  large,  but  the  gen- 
eral condition  of  the  child  was  poor,  so  that  she  did  not  walk. 
Psychically  there  was  nothing  abnormal  to  the  age  of  the  pa- 
tient. The  abdomen  was  prominent  and,  on  percussion,  dull 
anteriorly.  No  definite  cause  could  be  found  for  the  dulness, 
but  it  should  be  remembered  that  Kussmaul  found  ovarian 
tumors  present  in  three  cases  of  precocious  menstruation. 

Pulmonary  Tuberculosis.— John  A.  Robison  writes  of 
the  preventive  treatment  of  children  predisposed  to  this  dis- 
ease. It  has  never  vet  been  fully  explained,  he  says,  m  what 
the  predisposition  consists,  but,  observing  the  effect  which  the 
bacillus  tuberculosis  has  upon  nutrition,  it  is  logical  to  inter 
that  the  predisposition  to  tuberculosis  consists  m  an  inherited 
cell  malnutrition.  The  tubercular  habit  is  transmitted  to  the 
hving  cells  of  the  offspring  of  the  tuberculous  parent,  ihe 
essence  of  immunity  is  lacking  and  the  developmental  power 
of  such  cells  is  below  normal.  The  result  is  that  the  bodies  ot 
such  children  are  feeble,  their  powers  of  resistance  to  disease 
are  lessened,  and  they  are  more  liable  to  the  infectious  diseases. 
To  prevent  infection  "it  is  necessary  to  institute  the  natural  cure 
—that  is,  promote  all  the  means  for  procuring  normal  nutrition 
during  the  periods  of  growth.  Diet.— A  babe  should  never  be 
suckled  by  a  tuberculous  mother,  but  by  a  healthy  wet-nurse, 
or  it  should  be  fed  with  some  good  artificial  food.  If  given 
cow's  milk  this  should  be  sterihzed,  or  the  cows  should  be 
tested  for  tuberculosis.  As  the  child  grows  the  dietary  should 
contain  more  fat,  and  as  the  sahvary  glands  develop  a  very 
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slight  amount  of  starchy  food  should  be  added.  Early  a  taste 
for  hydrocarbons  should  be  cultivated,  so  that  the  patient  will 
not  have  the  repugnance  for  fatty  food  so  common  in  the  case 
of  persons  who  are  inclined  to  tuberculosis.  As  the  period  of 
childhood  is  approached  the  diet  should  contain  more  carbo- 
hydrates, and  the  inordinate  cravings  of  children  for  sweets 
should  not  be  curbed  too  strictly.  Pure  candy  in  moderation  is 
beneficial  to  children,  if  given  after  and  not  between  meals. 
As  a  rule,  children  do  not  drink  enough  water  daily.  Water 
is  fattening  and  is  a  great  aid  to  nutrition,  it  dissolves  the  food 
so  that  it  can  be  assimilated  more  easily,  and  it  dissolves  the 
effete  material  in  the  tissues  and  fluids  of  the  body  so  that  it 
can  be  easily  eliminated.  After  puberty  the  diet  should  con- 
tain a  greater  amount  of  nitrogenous  food  proportionately 
than  before.  The  demands  upon  the  muscular  system  increase 
with  the  age  of  the  patient,  and  strength  rather  than  fat  is  in 
demand.  Clothing  — The  subjects  should  be  warmly  and  loose- 
ly clad.  Woollen  undergarments  should  be  worn  the  entire 
year,  except  during  the  extremely  hot  days.  The  changes  in 
temperature  should  be  met  by  changes  in  the  outer  garments. 
The  clothing  should  be  loose  to  permit  of  free  bodily  movements 
and  unembarrassed  respiration.  To  attempt  to  control  the 
outline  of  a  child's  figure  by  the  use  of  a  corset  is  to  lay  the 
foundation  of  tubercular  infection  by  interfering  with  the  pro- 
cesses of  nutrition  and  the  development  of  the  respiratory 
functions  of  the  lungs.  Thin  shoes,  insufficient  head  covering, 
or  deficient  underclothing  are  stepping  stones  to  tuberculosis. 
But,  on  the  other  hand,  excessive  swaddling  of  the  body  or  of 
the  neck  and  chest  should  be  avoided,  as  it  tends  to  create  a 
susceptibility  to  catching  cold,  and  sudden  changes  of  tempera- 
ture cannot  be  so  well  withstood.  Hygienic  training.— Thm 
consists  in  the  proper  attention  to  cleanliness  of  the  body,  the 
avoidance  of  contact  with  persons  known  to  have  consumption, 
or  the  use  of  any  articles  of  food,  eating  or  drinking  vessels, 
clothing  or  bedding  which  have  been  used  by  such  patients. 
Babies  and  children  should  be  early  accustomed  to  the  use  of 
cold  baths,  and  the  throat  and  chest  should  be  hardened  by  the 
daily  application  of  cold  water,  and  the  cold  bath  should  be  a 
part  of  their  daily  toilet.  Children  should  not  be  promiscu- 
ously kissed,  and  their  living  and  sleeping  rooms  should  be  as 
large,  airy,  and  clean  as  possible.  Education,  physical  and 
mental. — It  is  a  matter  of  great  regret  that  the  children  in  our 
schools  are  not  examined  by  physicians  and  the  kind  and  de- 
gree of  exercise  they  should  daily  take  prescribed,  and  such 
physical  training  made  a  prominent  feature  of  the  curriculum. 
The  proper  ratio  between  the  physical  and  mental  training  of 
each  child  could  be  then  maintained.  Parents  can  do  a  great 
deal  at  home  by  training  their  children  in  physical  exercises. 
The  author  describes  in  detail  a  variety  of  general  and  special 
exercises  easily  carried  on  at  home  and  of  especial  benefit  to 
children  with  a  predisposition  to  tuberculosis.  In  addition  he 
recommends  the  use  of  resistance  valves  or  the  spirometer  and 
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the  playing  of  reed  instruments.  The  pneumatic  cabinet  he 
considers  useful,  but  not  adapted  to  home  treatment.  There 
should  not  be  mental  overstrain  at  school,  and  parents  should 
ascertain  that  the  conditions  of  the  schoolroom  are  what  they 
ought  to  be  as  regards  ventilation.  Medicinal  treatment. — 
While  normal  nutrition  is  the  foundation  stone  in  the  prevent- 
ive treatment  of  tuberculosis,  some  remedies  are  of  assistance 
in  the  restoration  of  the  normal  nutrition.  Such  are  iron,  the 
sodium  salts,  iodine  and  its  compounds,  the  phosphates,  cod- 
liver  oil  (or  any  assimilable  oil),  and  the  nucleins.  In  children 
these  agents  are  often  of  inestimable  value.  Climatic  treat- 
ment.—The  statistics  furnished  by  the  census  of  1890  show  that 
the  greatest  mortality  from  tuberculosis  in  the  United  States  is 
in  New  York,  and  that  it  is  lowered  as  we  go  through  Penn- 
sylvania, Ohio,  Massachusetts,  lUinois,  Tennessee,  Missouri, 
Kentucky,  Indiana,  New  Jersey,  etc.  We  soon  learn  that  the 
mountainous  States  have  the  lowest^  record  of  deaths  from 
consumption  among  the  native-born  inhabitants,  and  that,  all 
things  considered,  the  dry  climates  furnish  the  fewest  possible 
conditions  for  the  existence  of  consumption.  It  is  obvious  that 
the  children  of  tuberculous  parents,  if  removed  from  the  home 
climates  to  dry  cUmates,  will  in  all  probability  escape  infection. 
The  child  of  delicate  physique  in  high  altitudes  increases  in 
stature  and  the  thorax  enlarges. 

Rachitis,  Treatment  of  Early.— Fiirst "  pleads  for  the 
prophylactic  treatment  of  rickets  by  means  of  careful  hygiene 
and  diet  in  all  cases  in  which  anemia  and  delayed  or  irregular 
ossification  lead  to  the  suspicion  of  its  possible  existence. 
Powdered  lime-casein— a  combination  of  the  casein  of  milk  and 
phosphate  of  lime— has  given  excellent  results  in  improving 
the  general  nutrition  and  promoting  the  solidification  of  bone. 
It  is  of  especial  value  during  the  first  and  second  years  of  life, 
but  has  proved  useful  in  older,  anemic  children  as  well.  The 
author  regards  it  as  an  almost  certain  prophylactic  for  rachitis 
when  used  for  months  together  with  an  antirachitic  regime. 

Skoliosis,  Hysterical.— Albert ''  met  with  a  case  in  a  girl 
who  at  the  age  of  14  years  presented  a  coxalgia  of  hysterical 
origin,  cured  by  warm  baths.  The  patient  was  very  well  de- 
veloped and  in*^apparently  blooming  general  health.  One  year 
later  she  developed  a  well-marked  lumbar  skoKosis,  which  was 
readily  reducible  and  quite  painless.  Asafetida  cured  the 
condition  in  a  very  short  time. 

Spina  Bifida.— C.  Yelverton  Pearson'  describes  his  method 
of  treatment  of  spina  bifida  by  the  "open  operation"  followed 
by  closure  of  the  spinal  canal.  He  thinks  the  time  has  arrived 
when  we  should  adopt  bolder  and  more  complete  methods  in 
the  treatment  of  this  condition,  as  he  is  not  prepared  to  admit 
that  the  mere  shrinkage  of  the  tumor  following  injections 
constitutes  a  complete  cure  in  the  true  sense  of  the  word. 
He  is  satisfied  that  if  we  had  a  full  report  of  all  cases  so 
treated  the  number  of  failures  or  fatalities  would  be  in  the 
majority.     The  author  does  not  agree  with  the  authorities  who 
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claim  that  the  existence  of  paralysis  below  the  tumor  contra- 
indicates  auj'  form  of  operation,  though  he  admits  it  is  an 
unfavorable  condition.  In  a  case  on  which  he  operated  the 
paralysis  disappeared  after  the  operation.  The  author  is  not 
without  hope  that  in  at  least  some  cases  the  paralysis  may  not 
be  of  a  permanent  nature,  but  the  result  of  the  pressure  of  the 
fluid  in  the  sac. 

Spinal  Curvatures,  Forcible  Straightening  of.— John 
Ridlon  ^'^  thus  concludes  an  article  upon  the  subject:  In  all 
cases  where  the  deformity  is  progressing,  and  in  all  cases 
where  the  duration  of  the  disease  renders  it  certain  that 
consolidation  is  not  far  advanced,  it  is  justifiable  to  make  a 
reasonable  attempt  to  correct  or  to  reduce  the  deformity,  pro- 
vided, of  course,  that  the  patient  is  not  suffering  from  tuber- 
culosis of  the  lungs  or  of  the  meninges.  All  cutting  operations 
and  all  attempts  to  completely  obliterate  the  deformity  at  once 
by  means  of  great  force  must  be  regarded  as  of  doubtful  util- 
ity, since  such  operations  add  at  least  ten  per  cent  to  the  mor- 
tality risk.  Sinuses  and  unopened  abscesses  are  no  bar  to  the 
operation,  provided  the  straightening  be  effected  with  reason- 
able gentleness.  Sinuses  and  abscesses  should  not  be  inter- 
fered with  surgically,  unless  the  patient  is  suffering  from 
symptoms  of  sepsis.  In  all  cases  where  paraplegia  is  present 
the  operation  is  imperatively  demanded.  After  the  operation 
the  paraplegic  symptoms  frequently  subside  at  once  and  in 
almost  all  cases  within  a  few  hours.  If  the  jacket  be  put  on 
with  the  patient  resting  on  the  bridge  support  and  with  the 
spine  hyperextended,  a  repetition  of  forced  straightening  with 
the  patient  anesthetized  will  rarely  be  necessary.  When  the 
disease  is  located  at  or  above  the  ninth  dorsal  vertebra  the  head 
must  be  supported;  this  can  usually  most  comfortably  be  man- 
aged by  building  the  jacket  high  under  the  chin,  while  the 
head  is  bent  far  back  and  the  patient  resting  upon  the  bridge. 
The  period  of  recumbency  depends  upon  the  amount  of 
straightening  accomplished,  the  stage  of  the  disease,  and  as  to 
whether  the  disease  is  progressive  or  retrogressive;  it  will  be 
rarely  less  than  three  months  and  will  often  extend  to  eight 
months  or  more.  The  question  of  relapse  of  the  deformity  has 
not  yet  been  settled,  but  it  is  probable  that  there  will  be 
some  return  of  deformity.  It  appears  to  depend  wholly  upon 
whether  the  patient  is  kept  recumbent  until  the  gap  pro- 
duced by  the  straightening  has  become  filled  with  osseous 
material.  A  cure  cannot  be  diagnosticated  until  all  symptoms 
of  the  disease,  particularly  the  symptom  of  reflex  muscular 
rigidity,  have  long  been  absent. 

Suppuration  of  Middle  Ear. — A.  D.  McConachie  "  devotes 
attention  to  the  complications  and  consequences  of  this  disease. 
In  the  course  of  his  remarks  he  mentions  the  results  obtained 
from  massage  by  the  finger  or  some  of  the  many  masseurs  in 
the  market.  The  author  prefers  Jackson's  pneumatic  masseur 
propelled  by  an  electric  motor,  giving  150  vibrations  a  minute. 
During  an  extended  trial  with  this  instrument  he  has  seen 
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mobility  of  the  drum  and  ossicles  established,  hearing  improved, 
and  tinnitus  either  disappear  or  much  modified  after  failure  of 
other  methods.  It  is  best  to  pursue  the  method  for  three  or 
four  weeks,  or  as  long  as  any  perceptible  improvement  is  ob- 
served, and  the  patient,  when  dismissed,  should  be  mstructed 
to  return  for  further  treatment  if  any  diminution  in  hearing  is 

^  Teratoma  of  the  Right  Cervical  and  Submaxillary  Re- 
gion.—Hagenbach-Burckhardt '  presents  the  picture^  of  a 
3-weeks-old  baby  who  had  a  tumor  as  large  as  a  child's  head 
on  the  right  side  of  the  neck.  It  was  movable  and  firm,  and 
caused  hoarseness,  which  disappeared  on  lifting  the  tumor  from 
the  trachea.  As  the  growth  increased  in  size  it  was  extirpated, 
and  proved  to  be  a  teratoma  containing  cartilage,  fat,  fibro- 
sarcoma, and  neuroglia,  with  many  cysts  lined  with  flattened, 
columnar  or  ciliated  epithelial  cells.  There  was  no  trace  of 
the  thymus  gland  nor  of  lymphoid  tissue,  but  a  dermoid  cyst 
containing  hair  was  present.     The  child  made  an  excellent  re- 

^^Tetanus  Traumaticus;  Case  Cured  with  Behring's 
Antitoxin.— Kleine '"  succeeded  in  curing  a  9-year-old  boy 
who  developed  tetanus  three  weeks  after  hurting  his  left  foot 
with  a  wooden  rake.  .  On  the  fourth  day  of  the  attack  the 
tissues  about  the  wound  were  excised  and  an  antitoxin  injec- 
tion given;  the  same  was  repeated  on  two  successive  days. 
Twenty-four  hours  after  the  third  injection  improvement 
began,  although  a  fatal  prognosis  had  been  given  on  account 
of  the  severity  of  the  symptoms.  Urticaria  followed  the  use 
of  the  serum,  but  disappeared  in  forty-eight  hours,  ^^'lthln  a 
month  the  boy  had  returned  to  his  usual  condition  of  health 

and  streno'th. 

Tetany  of  the  Bladder.— Hagenbach-Burckhardt '  reports 
the  case  of  a  2-year-old  boy  who  was  admitted  with  a  long- 
standing diarrhea.  He  was  markedly  rachitic  and  weak;  the 
bladder  was  greatly  distended,  and  the  urine  contained  al- 
bumin. Urine  retention  was  complete,  necessitating  the  use 
of  the  catheter.  The  development  of  tetanic  convulsions,  and 
the  observation  of  tonic  spasms  of  the  hands,  feet,  and  face, 
cleared  up  the  case  as  one  of  tetany  involving  the  sphincter 
vesicae.  When  passing  the  catheter  an  obstacle  (contracted 
sphincter)  was  always  encountered  in  the  prostatic  region,  and 
yielded  only  after  slight  pressure  continued  for  some  time. 
The  case  was  completely  cured. 

Tubercular  Meningitis.— Henry  D wight  Chapm  '  reports 
some  cases  of  this  disease  with  peculiar  respiratory  phenomena. 
The  irregularity  and  varied  character  of  the  symptoms  of  tuber- 
cular meningitis  may  be  partially  explained  by  the  fact  that  it 
is  rare  for  the  meninges  alone  to  be  attacked  by  the  tubercular 
process.  In  very  young  subjects  the  bronchial  glands  and 
lungs  are  nearly  always  involved  and  the  respiration  is  nearly 
always  affected.  The  object  of  this  paper  is  to  call  attention 
to  a  peculiar  and  intense  form  of  dyspnea  that  may  rarely  be 
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seen  in  connection  with  severe  cases.  It  is  difficult  to  explain 
exactly  why  these  cases  presented  the  evidences  of  extreme 
stenosis  or  obstruction  to  the  entrance  of  air,  as  the  autopsies 
showed  absolutely  no  membrane  nor  any  apparent  physical 
cause  for  this  dyspnea.  Whether  it  was  due  to  pressure  on  the 
laryngeal  nerves  by  enlarged  bronchial  glands,  or  to  some 
cause  acting  upon  the  respiratory  centres  in  the  medulla,  it  is 
difficult  to  say. 

Tuberculosis  in  Children,  Distribution  and  Origin  of. — 
Leonard  G.  Guthrie  "  gives  an  analysis  of  postmortem  records 
in  77  cases  seen  in  the  Children's  Hospital,  Paddington  Green, 
during  a  period  of  eight  years.  The  number  of  cases,  he 
says,  is  small,  and  does  not  convey  any  idea  of  the  great  mor- 
tality from  tuberculosis  among  children  treated  at  this  institu- 
tion. Parents  have  often  withheld  their  consent  to  postmor- 
tem examinations,  and  many  children  have  been  discharged 
as  incurable  and  are  known  to  have  subsequently  died  from 
phthisis.  Tuberculosis  of  the  various  thoracic  organs  was 
found  105  times,  of  the  various  abdominal  structures  102  times, 
of  the  brain  and  meninges  41  times,  and  of  the  bones  and 
joints  G  times.  The  figures  do  not  adequately  represent  the 
proportion  of  thoracic  to  abdominal  phthisis,  for  the  number 
of  organs  and  structures  in  the  abdomen  is  greater  than  in  the 
thorax.  A  proper  adjustment  having  been  made,  it  is  seen 
that  thoracic  tuberculous  affections  are  in  excess  of  abdominal 
to  the  extent  of  at  least  one-third.  2.  Tabes  mesenterica  as 
a  cause  of  death  in  young  children  is  practically  unknown. 
3.  The  preponderance  of  thoracic  over  abdominal  tuberculosis 
is  not  necessarily  and  solely  due  to  the  direct  entry  of  bacilli 
into  the  air  passages.  In  addition  to  this  mode  of  infection  the 
lungs  may  be  affected  (a)  by  bacilli  entering  the  thoracic 
glands  through  the  lymphatics  of  the  pharynx,  tonsils,  and 
esophagus  above,  and  through  the  lymphatics  of  the  intestines 
and  the  abdominal  gland  below;  and  (b)  by  the  entry  of 
bacilli  through  the  thoracic  ducts  into  the  pulmonary  circula- 
tion via  the  right  heart.  4.  Primary  infection  through  the 
alimentary  tract  does  not  prove  that  food  has  been  the  sole 
source  of  evil;  therefore  tuberculosis  in  children  is  not  likely 
to  be  materially  checked  by  purification  of  milk  supply  alone. 
5.  The  alleged  increase  of  tuberculous  meningitis  of  late  years 
is  probably  due  to  pulmonary  tuberculosis  set  up  by  severe 
epidemics  of  measles. 

Typhoid  Fever  in  Children  in  Hot  Climates. — F.  Sbrana' 
gives  the  results  in  72  cases  observed  by  him  in  Tunis. 
The  fever  differs  in  some  particulars  from  that  seen  in  Europe. 
The  febrile  period  is  variable  and  the  curves  very  irregular. 
During  the  epidemic  the  prodromata  were  usually  anorexia, 
headache,  and  vomiting.  Epistaxis  was  often  noted  in  the 
early  stages,  then  constipation  and  vomiting.  The  tongue  was 
saburral  from  the  beginning  in  more  than  two-thirds  of  the 
cases;  in  some  it  was  red,  with  aphthae  at  the  base.  Diarrheas 
became  frequent  during  the  course  of    the  disease,  but  were 
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sometimes  lacking.  Gurgling  in  the  iliac  fossa  was  rare,  and 
altoo-ether  absent  under  3  years  of  age.  The  lenticular  red 
spots  were  noticed  in  only  one-third  of  the  cases.  A  symptom 
which  was  never  lacking  was  splenomegaly,  appreciable  from 
fifth  or  sixth  day  of  the  fever.  The  nervous  symptoms  were 
more  marked  in  girls  than  in  boys.  Mortality  was  11. 1  per  cent. 
The  complications  were  meningitis,  suppuration, p)arotiditis, 
peritonitis  from  perforation,  purulent  pleurisy,  aphasia  lasting 
as  long  as  three  weeks,  dilatation  of  the  stomach  during  con- 
valescence, and  orchitis.  . 

Vision  of  School  Children.— J.  Acworth  Menzies  give& 
some  statistics  from  the  examination  of  the  eyes  of  school 
children.  The  importance  of  examining  the  refraction  of  all 
children's  eyes  becomes  more  apparent  when  the  proportion  of 
cases  of  defective  vision  is  realized.  Mr.  Lawson,  in  2,014  Lon- 
don children,  found  only  698,  or  34.6  per  cent,  with  normal 
vision  in  both  eyes.  The  author's  examination  of  398  Roch- 
dale elementary  school  children  gives  177  normal,  or  44  per 
cent.  In  addition  to  these  he  found  126,  or  an  additional  32 
per  cent,  who  would  have  passed  Mr.  Lawson's  test  as  normal; 
that  is  to  say,  they  read  f  with  each  eye,  but  on  testing  with 
weak  convex  glasses  the  writer  found  they  had  a  small  amount 
(1  D  or  more)  of  manifest  hypermetropia.  Allport  found,  out 
of  25,696  children  in  the  Minneapolis  pubhc  schools,  8,166,  or 
32  per  cent,  defective,  but  he  does  not  seem  to  have  tested  for 
the  low  degrees  of  hypermetropia,  and  probably  the  percentage 
of  emmetropic  children  was  much  lower  than  68.  Another 
consideration  which  makes  it  important  that  the  vision  of  each 
individual  should  be  tested  at  as  early  an  age  as  possible,  is 
that  a  child,  or  even  an  adult,  may  be  quite  content  with  a  de- 
fective vision  through  ignorance  that  the  vision  of  others  is  any 
better  than  his  own. 
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At  the  request  of  Dr.  Lomer  I  take  great  pleasure  in  prefac- 
ing his  work.  It  is  most  commendable  that  a  gynecologist 
should  have  taken  up  the  task  of  viewing  the  happenings  in  his 
specialty  from  a  neurological  standpoint. 

Neurology  raised  its  voice  long  ago  against  operations  on 
the  female  genitals  done  with  the  view  of  healing  all  neuroses. 
The  German  neurologist  Mobius  was  the  first  to  write  against 
this  abuse,  and  especially  against  castration,  performed  then 
because  of  lack  of  knowledge  of  the  functional  disturbances  of 
the  nervous  system,  and  especially  of  hysteria. 

Although  the  question  of  castration  is  now  quite  settled,  it 

'  Translated  from  advance  sheets  and  published  by  special  arrangement 
■with  the  author. 
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yet  frequently  happens  that  women  suffering  from  hysterical 
affections  are  treated  locally  for  months,  and  for  severe  pain 
the  knife  is  too  frequently  called  into  action. 

This  is  to  be  explained,  and  to  a  certain  extent  excused,  by 
the  fact  that  gynecology  has  only  within  the  last  decade  gone 
deeply  into  the  study  of  hysteria.  Marked  advances  in  this 
direction  were  made  through  the  study  of  nervous  diseases  fol- 
lowing accidents. 

Of  far-reaching  significance  is  the  fact,  long  ago  recognized 
by  Charcot,  that  hysteria  is  just  as  frequent  in  the  male  as  in 
the  female,  and  that  it  also  occurs  in  both  sexes  of  children. 
The  idea  that  hysteria  is,  as  its  name  would  imply,  in  any  way 
connected  with  the  genitalia,  has  been  absolutely  refuted. 

The  chief  merit  of  the  writer,  in  my  opinion,  is  that  he  has 
shown  how  frequently  the  pain  experienced  in  the  female  geni- 
tals is  but  the  expression  of  latent  hysteria.  Another  advance 
is  that  the  writer  has  proved,  by  his  examinations,  observations, 
and  therapeutic  measures,  the  importance  of  the  role  played  by 
hysteria,  even  with  organic  changes  in  the  genitals,  and  how 
important  its  early  recognition  may  be. 

Seven  years  ago  I  spoke  to  the  writer  upon  this  subject,  and 
he  has  since  worked  incessantly  on  the  neurological  basis,  and 
has  allowed  me  to  participate  in  his  work  by  the  examination 
of  a  number  of  patients.  This  needs  to  be  especially  mentioned, 
for  it  has  enabled  me  to  verify  the  correctness  of  Lomer's  ex- 
aminations and  their  interpretation,  the  truth  of  which  is  demon- 
strated also  by  the  success  of  his  therapy. 

Although  gynecology  will  be  primarily  benefited  and  ad- 
vanced by  Lomer's  work,  neurology  will  also  be  thankful  that 
he  was  not  satisfied  with  the  immediate  practical  value  of  the 
subject,  but  that  he  has  made  the  first  attempt  to  study  and 
elucidate  the  difficult  chapter  of  pain  from  a  general  point  of 
view. 

The  practical  value  of  this  work  is  so  evident  that  I  would 
wish  it  known,  not  only  to  both  specialties,  but  also  to  the  gen- 
eral practitioner,  that  the  knowledge  of  functional  nervous 
diseases  may  be  generalized  and  more  attention  called  to  the 
very  significant  symptom,  pain. 

Alfred  Sanger. 
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PART  I. 
HYPERESTHESIA   OF   THE   ABDOMINAL   WALLS. 

At  the  meeting  of  the  Society  of  Obstetricians  and  Gynecol- 
ogists at  Berlin,  January  12,  1883,  Landau  showed  a  patient 
with  a  dermoid  tumor  which  was  very  sensitive,  while  the  skin 
•covering  it  was  anesthetic.  The  tumor  was  removed,  but 
afterward  the  former  seat  of  the  tumor  remained  just  as  pain- 
ful to  pressure  as  before.  Landau  considered  this  a  neurosis 
(ovarie)  and  specified  its  hysterical  character.  This  demon- 
stration impressed  me  deeply,  as  showing  clearly  the  difficulty 
of ^  distinguishing  genuine  from  hysterical  pain,  and  that  we 
might  be  just  as  far  from  its  relief  after  as  before  the  removal 
of  an  organ  which  undoubtedly  had  been  the  cause  of  the  pain. 
Later  I  saw  many  cases  complaining  of  pain  in  the  ovarian 
region  in  which  an  examination  revealed  nothing.  They  were 
reluctantly  discharged  with  the  opinion  that  they  were  neu- 
ralgic or  rheumatic.  In  private  practice,  where  such  pain 
has  to  be  relieved,  I  was  often  surprised  by  the  benefit  follow- 
ing the  appHcation  of  a  weak  anodal  galvanic  current.  I 
therefore  looked  upon  them  as  neuralgias  and  can  recall  a 
number  of  eases  so  relieved. 

During  the  treatment  of  myomatous  uteri  with  ergot  injec- 
tion it  was  also  noticed  that  some  patients  were  sensitive  on 
one  side  of  the  body,  but  not  so  on  the  other  side.  In  certain 
instances  this  condition  was  so  marked  that  there  could  be  no 
doubt  about  the  correctness  of  the  observation,  and  later  some 
colleagues  whose  attention  I  called  to  the  fact  corroborated  it. 
During  the  time  that  I  applied  massage  according  to  Thure 
Brandt  I  frequently  found  that  the  pain  the  patient  complained 
of  was  not  deep  seated,  but  in  the  skin.  Simply  pinching  the 
skin  to  the  right  or  left,  or  pricking  it  with  a  needle,  cleared 
the  case  and  showed  that,  though  there  coexisted  accidentally 
a  retroflexion  or  a  tubal  affection  of  the  same  side,  the  pain  in 
the  skin  was  entirely  independent  of  it. 

Cases  that  I  formerly  considered  neuralgia  of  the  ovary  also 
belong  to  this  category;  the  pain  was  independent  of  the  ovary, 
because  the  hyperesthetic  area  was  located  far  above  it,  and 
frequently  formed  geometrical  figures  whose  extension  did  not 
correspond  to  the  distribution  of  any  single  nerve.  The  term 
ovarie  did  not,  therefore,  characterize  this  condition;  more 
properly  we  could  call  it  pseudo-ovarie.  But  even  this 
■designation  cannot  be  applied  if  we  find  on  closer  examination 
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similar  hyperesthetic  zones  on  other  parts  of  the  body,  in  the- 
lumbar  region,  thigh,  etc. ,  which  by  their  location  and  extent 
preclude  the  term  neuralgia. 

Two  facts  make  the  differential  diagnosis  of  this  pain  in  the 
lower  part  of  the  abdomen  especially  important.  A  gyne- 
cological examination  at  the  present  time  is  complete  only 
when  the  combined  method  is  used.  The  outside  hand  while 
pressing  down  causes  pain  when  it  comes  in  contact  with  one 
of  these  hyperesthetic  areas— pain  which  may  be  misinter- 
preted. The  second  fact  is  that  the  diagnosis  of  parametritis 
not  to  be  operated  on  grows  less  frequent,  while  that  of  disease 
of  the  tubes  gets  more  frequent.  If  by  the  combined  examina- 
tion the  existence  of  pain  has  been  shown  and  there  is  also 
disease  of  the  adnexa  on  the  same  side,  it  is  evident  that  we  can 
err  radically.  That  such  mistakes  occur  the  cases  cited  later 
will  go  to  prove.  In  the  future  the  gynecologist  must  ascer- 
tain that  such  pain  is  not  located  in  the  skin.  Pinching  to  the 
right  and  left,  as  before  described,  is  sufiScient  to  call  the  atten- 
tion of  the  examiner  to  the  true  condition.  If  the  patient 
flinches  and  asserts  this  to  be  her  pain,  we  have  to  look  for 
other  hysterical  stigmata  by  examining  the  soft  palate,  con- 
junctiva, narrowing  of  field  of  vision,  etc. 

Before  citing  my  cases  a  few  words  about  hysteria  are  in 
order.  To  neurology  nothing  new  will  be  added,  but  consid- 
erable may  be  taught  to  gynecology,  which  is  inclined  to  refer 
every  pain  in  the  region  of  the  genitals  to  the  genitals. 

The  aspect  of  hysteria  formerly  and  now  is  very  different, 
as  different  as  our  views  on  infectious  diseases.  The  change 
is  perhaps  most  apparent  from  the  fact  that  we  are  told  we 
must  recognize  a  hysterical  patient  not  only  from  her  history 
but  also  on  examination.  Not  only  the  subjective  judgment 
of  the  physician,  the  complaint  of  clavus  and  globus,  but  also 
the  objective  findings,  are  telling.  Formerly  it  was  more  of 
a  suspect  diagnosis  if  a  patient,  judged  by  her  psychopathic 
condition,  was  classed  as  hysterical.  This  was  changed  when 
Charcot's  stigmata  became  known.  In  the  examinations  for 
hyper-  and  anesthesia,  narrowing  of  the  field  of  vision,  of  hys- 
terogenetic  zones,  anosmia,  amyosthenia,  etc.,  we  have  a  scien- 
tific basis  to  determine  if  a  person  is  hysterical  or  not. 

These  examinations  lead  us  to  the  belief  that  hysteria  is  a 
very  widely  extending  disease,  and  many  have  to  be  classified 
here  who  to  the  older  practitioners  were  not  hysterics  and  who 
perhaps  never  or  only  rarely  present  symptoms  of  the  condi- 
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tion.  These  cases  are  so  very  frequent  that  Charcot  accepted 
such  a  condition  as  liysterie  nor?nale — i.e.,  where,  as  shown 
by  examination,  stigmata  are  present,  but  symptoms  are  latent 
and  are  only  brought  about  by  external  factors,  the  so-called 
agents  provocateurs. 

This  picture  of  normal  hysteria  is  of  special  importance  to 
our  subject,  because  the  pain — i.e.,  the  hyperesthesia — is  fre- 
quently the  only  symptom  about  which  the  patient  complains 
(monosymptomatic  hysteria). 

Charcot,  by  demonstrating  its  extensive  dissemination,  does 
away  with  the  idea  that  it  is  a  disease  of  culture  (civilization) 
and  to  be  found  only  in  easily  excitable  people,  like  the  French. 
Laplanders,  Finns,  Turks,  Tunisians,  Senegambs,  Caplands,  all 
participate.  Jews  are  particularly  prone  to  it.  All  vocations, 
city  and  country  inhabitants,  are  subject  to  it,  and  it  is  to  be 
met  with  in  all  ages.  I  lay  stress  on  this  fact,  because  one 
does  not  suspect  how  frequent  the  disease  is  with  us,  and  my 
observations  are  based  just  on  that  fact. 

Just  as  cultivation  has  little,  if  any,  bearing  on  hysteria,  so 
repressed  sexual  appetite  can  scarcely  be  considered  a  causa- 
tive factor,  contrary  to  the  general  belief  at  the  present  time. 
Charcot  has  shown  that  most  hysterics  do  not  care  much  for 
the  sexual  relation,  because  here  too  anesthesia  of  the  sexual 
organs  plays  a  part.  Even  unlimited  sexual  satisfaction  does 
not  protect  from  it.  Out  of  197  prostitutes  at  the  age  of  22, 
Charcot  found  106  hysterical.  The  word  hysteria  is  alto- 
gether badly  chosen,  for  the  condition  bears  no  relation  to  the 
uterus.  This  is  also  evident  from  the  fact  that  it  is  more  fre- 
quent in  the  male  sex  than  is  generally  admitted.  Eulenberg 
and  Mendel  found,  out  of  11,225  patients  at  the  Nerven-Poli- 
klinik,  1,224  hysterics;  of  these  122  were  males.  Pitres  finds 
that  of  100  hysterics  69  are  females,  31  males.  Marie '  comes 
to  the  conclusion  that  hysteria  is  more  common  in  the  male. 
Out  of  525  males  in  his  division  250  had  outspoken  symptoms. 
The  same  result  has  been  reached  by  Souques,  at  least  among 
the  poorer  classes.  The  above  observers  explain  this  in  that 
men  are  more  exposed  to  trauma  and  intoxication,  the  agents 
provocateurs. 

Finally,  I  would  refer  to  Sticker's  publication,'  who  found  51 
hysterics  out  of  1,000  consecutive  cases  at  the  Giesen  clinic. 
The  diagnosis  was  made  only  on  certain  hysterical  stigmata. 
There  were  15  males,  including  6  boys;  36  women,  including 

'  Gilles  de  la  Tourette:  Traite  d'Hyst.,  p.  59. 
"Zeitsch.  fiir  Klin.  Med.,  Bd.  xxx. 
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12  girls  under  12  years  of  age.  They  belonged  to  the  class  of 
mechanics,  servants,  laborers,  peasants,  miners. 

Hysteria  is  also  common  during  childhood.  It  has  not  been 
observed  with  sufficient  care.  Sticker  relates  the  story  of  a  12- 
year-old  girl  who  was  taken  with  convulsions  at  school.  Soon- 
five  other  girls  were  taken  with  similar  convulsions.  The  fol- 
lowing day  the  same  happened  to  four  or  five  others.  The 
teacher  said  that  such  school  dramas  were  of  frequent  occur- 
rence. Clopatt  *  has  seen  with  Charcot  272  cases  in  children 
under  15  years  of  age  ;  of  these  176  were  girls  and  96  boys. 
I  have  cited  numbers  here  intentionally,  because  they  show 
how  frequent  hysteria  is,  and  I  need  this  presumption  of  fre- 
quency to  bear  out  my  later  remarks. 

The  fundamental  cause  of  hysteria  is  heredity.  Briquet  as- 
serts that  25  per  cent  of  children  of  hysteric  and  neuropathic 
parents  are  hysterics,  and  that  in  one-fifth  of  these  it  develops 
before  puberty.  We  can  distinguish  several  degrees  in  hys- 
teria: 

1.  The  very  widespread  hysterical  disposition — normal  hys- 
teria. The  hysteria  is  here  latent  and  remains  so  possibly 
throughout  life.  Many  histories  to  be  cited  belong  to  this 
category.  Without  looking  for  stigmata,  no  one  would  classify 
them  in  the  hysteric  class. 

2.  To  this  may  be  added  one  or  more  agents  provocateurs^ 
such  as  trauma,  causing  the  traumatic  neuroses,  fright,  infec- 
tious or  debilitating  diseases,  hemorrhage,  chlorosis,  diseases- 
of  the  sexual  organs,  intoxication,  etc.  In  this  way  we  get 
the  picture  of  hysteria  as  seen  by  the  older  physician.  To  u& 
gynecologists  the  effect  of  excessive  hemorrhage  is  of  special 
importance.  Sticker  says:  "  Women  after  serious  childbeds 
have  the  preference."  The  anesthesias  and  hyperesthesias^ 
perhaps  not  even  noticeable  in  patients  of  the  first  category^ 
cause  in  these  difficulties  and  take  the  patient  more  and  more  to 
the  doctor.  Now  we  also  find  the  first  appearance  of  hysteroge- 
netic  zones  (cephalalgia,  epigastralgia,  pleuralgia,  sacrodynia). 

3.  The  so-callfd  grand  hysteria.  Here  convulsions  start 
from  the  hysterogenetic  zones  and  are  interrupted  by  pressure 
on  the  respective  spot  {ovarie).  This  is  the  domain  of  the  for- 
mer driving  out  of  the  devil,  of  the  amauroses  and  contrac- 
tures. Charcot  does  not  consider  the  existence  of  hystero- 
epilepsy  as  such,  but  says  that  it  is  nothing  else  but  grande 
hysterie,  although  real  epilepsy  may  occur  in  the  hysterical. 

'  Gilles  de  la  Tourette,  p.  50. 
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Out  of  this  entire  picture  of  hysteria  the  hyperesthetic  zones 
of  the  abdominal  walls  are  of  especial  interest  to  us,  and  this 
the  more  so  the  fewer  other  symptoms  of  hysteria  are  present. 
As  these  pains  occur  in  women  who  are  ordinarily  not  sup- 
posed to  be  hysterical,  they  lead  to  false  interpretations,  the 
sensitiveness  being  attributed  to  the  underlying  organs  and 
thus  leading  us  to  propose  useless  and  dangerous  operations. 

I  shall  first  enumerate  cases  with  hyperesthesia  of  the  ab- 
dominal walls,  but  with  normal  pelvic  organs.  These  cases 
present  frequently  unmistakable  pictures  of  hysteria,  but  to  a 
certain  extent  they  are  "normal  hysterics,"  the  true  explana- 
tion being  found  only  after  examining  for  stigmata. 

This  matter  is  of  practical  importance.  In  one  patient, 
where  the  condition  was  not  recognized,  abortion  was  about 
to  be  induced,  and  in  a  former  pregnancy  a  hysterical  attack 
was  taken  for  eclampsia.  Another  patient  requested  the  per- 
formance of  a  capital  operation  should  her  pain  return.  In  a 
third  case  a  movable  kidney  without  any  symptoms  suddenly 
became  very  painful  because  of  the  interest  several  physicians 
showed  in  it,  and  the  patient  requested  that  it  be  anchored. 

Since,  in  searching  for  hysterical  stigmata,  I  have  made  use 
of  the  examination  of  the  soft  palate  and  conjunctiva  bulbi 
for  anesthesia — especially  of  conjunctiva  not  covered  by  the 
eyelids — I  would,  before  passing  to  histories,  cite  Winscheid  ' 
about  these  examinations: 

*'  A  very  important  role  is  played  by  the  anesthesias  occurring 
in  the  mucous  membranes,  which  are  rarely  missed  in  hysteria 
and  which  have  to  be  designated  as  stigmata.  Two  mem- 
branes, characterized  by  the  ease  of  their  examinations,  con- 
junctiva and  soft  palate,  are  of  especial  value  for  this.  An 
individual  with  normal  sensation  will  not  allow  the  conjunctiva 
to  be  touched,  but  reacts  at  once  by  reflex  closure  of  the  lids; 
if  the  lids  are  forced  open  and  the  conjunctiva  is  touched, 
unpleasant  sensations — reflex,  flow  of  tears,  etc. — occur.  In 
hysteria  we  can  usually  touch  the  conjunctiva  with  a  fine 
brush,  blunt  needle,  or  finger,  without  sign  of  discomfort  to 
the  patient.  We  find  several  degrees  of  this  anesthesia.  In 
the  slightest  the  conjunctiva  appears  to  be  anesthetic,  and, 
while  the  touch  gives  no  unpleasant  sensation,  there  is  a  reflex 
motion  of  the  eyeball,  usually  up  and  outward.  The  anesthe- 
sia is  of  a  higher  degree  if  this  motion  does  not  take  place; 
most  complete  when  the  corneal  conjunctiva  is  insensitive  and 
'  Monatshefte  f .  Geb.  und  Gyn.    p.  481. 
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the  finger  can  be  placed  directly  over  the  pupil.  This  corneal 
anesthesia  is  not  very  common.  The  anesthesia  of  the  soft 
palate  shows  itself  when,  on  touching  it  with  a  spatula  or 
other  instrument,  no  reflex  gagging  follows.  This  anesthesia, 
however,  has  to  be  interpreted  as  one  of  hysteria  with  great 
care.  It  does  occur  occasionally  that  in  entirely  healthy  indi- 
viduals the  sensitiveness  of  the  pharynx  is  lowered  or  abol- 
ished, so  that  we  cannot  diagnosticate  hysteria  from  pharyn- 
geal anesthesia  alone." 

My  attention  was  first  called  to  the  importance  of  hysterical 
stigmata  by  a  pamphlet  of  Dr.  A.  Sanger  on  "The  Diagnosis 
of  Nervous  Disease  following  Accidents.''  From  this  pam- 
phlet it  became  evident  that  hysteria  is  frequently  met  with  in 
the  working  class,  and  in  a  special  chapter  he  calls  attention 
to  the  significance  of  the  stigmata  in  establishing  the  fact  of 
the  disease. 

I.      CASES     IX   WHICH   THERE    WAS     NO    GYNECOLOGICAL    DIS- 
EASE  THAT   COULD   BE  BROUGHT   IN  RELATION  WITH   THE 

PAIN. 

Case  I. — Dysmenorrhea  when  a  young  girl.  Two  births, 
one  breech  presentation  with  deep  laceration  of  cer^vix; 
later  endometritis  ivith  irregidar  hemorrhages;  curettage 
and  repair  of  ceririx.  After  tivo  years,  during  regular 
function  and  normal  condition  ofgenitcds,  hyperesthesia  of 
abdominal  ivalls  with  other  stigmata.  Disappearance  of 
symptoms  after  iron  and  one  applicatian  of  the  galvanic 
current. 

Mrs.  X.,  .30  years  old.  First  menstruated  at  14,  very  painful; 
had  to  go  to  bed  frequently;  pain  persisted  even  if  flow  was 
abundant.  Married  for  eight  years;  gave  birth  to  two  children, 
first  one  breech  presentation,  deep  perineal  tear;  last  child  four 
years  ago.  Comes  to  be  treated  for  excessive  flow  at  menstru- 
ation, which  now  comes  on  every  fourteen  to  sixteen  days  and 
lasts  for  six  days.  Leucorrhea;  extensive  laceration  of  cervix 
on  the  right  side;  ectropium  of  the  mucosa,  which  bleeds  eas- 
ily; enlarged,  sensitive  uterus.  Curettage  and  Emmet's  opera- 
tion for  the  lacerated  cervix  was  performed.  After  this  she 
was  free  from  pain  and  did  not  complain  about  her  pelvis. 
Two  years  later,  comes  again  with  burning  pain  in  the  right 
side  of  abdomen,  radiating  into  the  thigh  and  increased  by 
psychical  excitement. 

Although  the  functional  condition  of  the  genitals  was  entirely 
normal,  I  looked  for  disease  of  the  right  tube.  Therapeutic 
measures,  such  as  hydrotherapy,  iodine  to  vaginal  vault,  were 
without  result.  By  elevating  a  fold  of  the  skin  to  the  right 
and  left  of  and  below  the  navel  and  pinching  it  gently,  the  pain 
was  localized  in  the  skin.     The  patient  designated  this  at  once 
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as  her  pain.  The  hyperesthetic  zone  lay  higher  up  than  the 
ovarian  region,  was  circumscribed,  and  the  size  of  the  palm  of 
the  hand.  The  needle  point  was  felt  with  different  intensity 
on  either  side.  The  expression  of  pain  is  typical  if  we  get  near 
the  hyperesthetic  area.  The  patient  cannot  tell  about  it  with- 
out twisting  her  body  and  grimacing.  On  closer  examination 
we  find  a  few  more  hyperesthetic  areas  on  the  right  side  of  her 
body,  and  she  also  has  sternal  pain.  The  pharynx  and  con- 
junctiva bulbi  are  anesthetic.  Patient  was  not  aware  of  these 
anesthesias.  Under  the  use  of  the  galvanic  current  (anode 
over  anesthetic  area),  two  to  four  milamperes,  the  pain  im- 
proves very  rapidly.  After  the  first  seance  the  patient  feels 
improved  (action  suggestive?)  Under  the  use  of  tinctura  ferri, 
nervina  Bestuscheffii,  and  requesting  her  not  to  pay  any  atten- 
tion to  her  pain,  even  the  sternal  pain  disappears. 

Case  II. —  When  girl,  great  dysmenorrhea.  When  neivly- 
marined,  infected  ivith  gonorrhea  and  remained  sterile. 
Had,  four  years  ago,  fixed  retroflexion  with  exudate.  Noiv, 
after  replacing  the  uterus,  and  with  normal  condition  of 
genitals,  hyperesthesia  of  the  right  half  of  abdomen  ivith 
other  hysterical  stigmata  and  symptoms.  Favorably  in- 
fluenced by  the  galvanic  current. 

Mrs.  Z.,  33  years  old.  First  menstruated  at  12,  with  terrible 
pain;  would  frequently  lie  in  bed  for  eight  days  and  in  deep 
syncope.  Married  six  and  a  half  years;  no  children.  Hus- 
band had  repeatedly  had  gonorrhea  and  epididymitis;  his 
spermatic  fluid  contained  no  spermatozoa.  Patient  was  treated 
during  first  years  of  her  marriage  on  account  of  pain;  com- 
plained especially  of  a  place  under  right  ribs.  There  was 
recurrent  pain  also  on  right  side  of  abdomen,  radiating  into 
thigh,  following  psychical  emotion.  There  was  a  retroflexion. 
I  referred  the  pain  to  this  condition  and  tried  to  replace  the 
uterus  by  massage.  Soon,  however,  peritoneal  irritation  be- 
came so  marked  that  I  had  to  desist  from  treatment  and  resort 
to  ichthyol  tampons  and  sea-salt  baths.  When  the  patient 
started  for  Franzensbad  we  found  the  uterus  embedded  in  a 
mass  of  exudate.  Four  years  passed  before  the  patient  re- 
turned to  me.  The  uterus  was  then  freely  movable  and  there 
was  no  pain  in  the  pelvic  organs;  but  there  was  pain  over  the 
half  of  the  abdomen,  which,  from  the  history  and  course  of  the 
■case,  could  easily  have  been  referred  to  the  tube.  But  the 
pain  could  be  localized  in  the  abdominal  wall.  Pressure  on 
the  right  side  elicits  pain  (ovarie).  The  entire  right  side  of  the 
body  is  anesthetic  as  compared  with  the  left  side.  Both  con- 
junctiva bulbi  anesthetic;  pharynx  normal.  The  patient  makes 
a  hysterical  impression.  She  tells  that  she  wakes  up  fre- 
quently at  night  with  a  sensation  of  paralysis  of  the  tongue. 
Therapy,  pil.  Blaud;  constant  current,  four  milamperes,  anode 
right  side.  Advised  to  adopt  a  child.  After  a  few  calls  she 
complained  less,  and  finally  fully  recovered. 

Case  III. — Folloiving  a  supposed  attack  of  inflammation 
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of  her  bowels  at  17,  shows  typical  hysterogenetic  zones  {ova- 
rie;  phantom  tumor).  Cured  by  persistent  galvanic  current 
and  suggestive  treatment. 

Miss  X.,  age  21.  First  menstruation  at  12^,  without  pain; 
duration  eight  days.  At  17  treated  for  suspected  peritonitis 
with  fever  and  inflammation  of  bladder.  Sick  since  then;  was 
for  months  in  hospital  and  was  hj^pnotized.  Patient  came  to 
the  Poliklinik  with  complaint  of  pain  in  her  left  side.  Pressure 
over  the  ovarian  region  causes  clonic  convulsions  of  the  dia- 
phragm. The  entire  left  abdominal  wall  from  ribs  to  symphy- 
sis is  hyperesthetic,  and  one  spot,  the  size  of  the  palm  of  the  hand, 
to  the  left  of  the  navel,  is  very  much  so.  On  attempt  to  make  a 
combined  examination  patient  has  a  convulsion .  At  home  she 
claims  to  have  constant  nerve  twitchings.  During  the  course 
of  further  treatment  we  thought  we  detected  a  tumor  of  the 
right  side,  but  it  disappeared  under  anesthesia.  Then  only  did 
I  recognize  the  true  nature  of  the  case,  and  treated  her  with 
galvanism  and  suggestion  and  Blaud's  pills  for  months.  Pa- 
tient returned  after  one  and  a  half  years,  saying  that  she  was 
well  and  would  like  to  get  married. 

Case  IV. — Dysmenorrhea,  hysterogenetic  zones,  and  hy- 
peresthesias connected  with  signs  of  grand  hysteria  in  a 
patient  ivho  does  not  impress  one  as  hysterical.  Phantom 
tumor  leads  to  examination  under  anesthetic.  Genitals 
normal.     Favorable  result  from  galvanism. 

Mrs.  I.,  age  30.  First  menstruation  at  14,  with  excessive 
pain.  Married  six  years.  Had  two  children  born  at  term,  last 
one  three  years  ago.  Has  lost  twenty  pounds  since  last  confine- 
ment. Two  years  ago  suspected  inflammation  of  spinal  cord; 
could  not  walk  for  fourteen  days.  Her  physician  reports  that 
she  was  at  that  time  without  objective  changes  in  the  nervous 
system,  with  sudden  paralysis  in  the  lower  extremities.  Pa- 
tient had  to  almost  learn  how  to  walk  again,  the  physician 
leading  her  about  in  a  stooping  and  swaying  position.  With 
electricity,  baths,  and  massage  she  regained  power  slowly. 
Patient  sent  to  me,  complaining  of  pain  in  her  left  lower  abdo- 
men, and  cramps  starting  from  this  place.  The  pains  follow 
excitement;  they  appear  suddenly,  and  she  has  to  double  up  in 
bed,  or  assume  the  position  of  arc  de  cercle,  resting  only  on 
her  head  and  heels.  There  is  hyperesthesia  of  the  right  side  of 
the  body,  anesthesia  of  conjunctiva  bulbi  and  pharynx.  Hys- 
terogenetic zone,  size  of  palm  of  hand,  between  shoulder  blades. 
On  pressure  over  this  area  she  begins  to  shiver,  and  more 
forcible  pressure  causes  clonic  convulsions.  A  similar  zone  is 
located  over  the  sacrum.  The  left  side  of  the  abdomen  is  dis- 
tinctly bulging,  and  one  feels  the  presence  of  a  tumor.  Sus- 
picion of  pyosalpinx.  The  skin  over  the  tumor  is  markedly 
hyperesthetic.  On  examination  under  anesthetic,  genitals  are 
found  normal  and  no  tumor  is  present.  Cure  by  successive 
use  of  suggestion,  galvanization,  and  iron.  Eight  months 
have  passed  since  then ;  she  remains  well  and  has  gained 
considerably   in    weight.     From    her    disposition    she  would 
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not  be  suspected  of  being  hysterical.  She  is  a  quiet,  sensible 
woman.  Her  physician  was  surprised  when  he  heard  my 
diagnosis.  Yet  with  all  that  we  had  a  marked  case  of  hysteria 
to  deal  with. 

Case  V. — Probable  inherited  hysterical  disposition.  Dis- 
tinct influence  of  ^'  agents  provocateurs."  Following  this y 
sharp  onset  of  disease.  Hyperesthesia  of  entire  left  side. 
Pain  in  left  lower  abdominal  region,  cured  after  two  appli- 
cations of  the  constant  current.  Patient  would  like  to  sub- 
mit to  major  operation  should  the  pain  return. 

Mrs.  T.  Sent  to  me  for  operation,  if  necessary,  to  relieve 
pain  in  the  left  side.  Her  father  died  when  60  from  apoplexy; 
mother,  who  is  alive,  is  very  nervous;  one  sister  is  also  very 
nervous  and  is  constantly  under  a  physician's  care.  First 
menstruated  at  17,  regular,  with  pain.  Married  fourteen  years; 
had  three  miscarriages  without  known  cause,  last  one  six  years 
ago.     Husband  is  well. 

Patient  has  been  sick  for  the  past  five  months,  "although 
she  was  always  ailing."  Five  months  ago  her  menstruation 
was  very  slight  and  she  considered  herself  pregnant.  When 
that  was  not  the  case  she  was  greatly  disappointed.  Then  she 
had  more  excitement  from  not  being  able  to  collect  money 
lent.  Since  then  she  has  tremor,  cannot  lie  down  on  account 
of  pain  in  back,  always  has  headache,  her  mouth  is  always 
dry,  and  there  is  pain  in  left  lower  part  of  abdomen. 

Genitals,  on  examination,  found  to  be  normal.  During  one 
examination  the  uterus  was  retroverted,  but  normal  the  next 
time. 

Hyperesthesia  of  entire  left  half  of  body,  especially  to  left 
below  the  navel.  Anesthesia  of  palate  and  conjunctiva  bulbi. 
After  applications  of  the  galvanic  current  (4  milamperes)  the 
patient  said  that  the  pain  in  the  stomach  had  disappeared,  but 
should  it  return  she  wished  to  have  a  major  operation. 

I  would  call  attention  to  the  frequent  occurrence  of  dys- 
menorrhea in  these  women.  In  almost  every  history  we  find 
it  mentioned.  The  nervous  character  of  the  pain  shows  itself 
in  that  it  frequently  continues  when  the  flow  is  quite  abun- 
dant. The  psychical  alteration  to  which  some  patients  are 
subject  is  also  worthy  of  attention.  This  is  well  shown  in 
Case  5,  where  the  patient,  instead  of  being  happy  in  having 
her  pain  relieved  by  trivial  measures,  requested  beforehand 
that  a  major  operation  be  performed  should  the  pain  return. 
Some  have,  as  will  be  seen  later,  a  mania  for  operations. 
They  disdain  all  danger.  It  is  evident  from  their  remarks 
that  they  do  not  care  whether  they  recover  or  not.  This  shows 
perversity,  since,  without  regret,  they  cause  their  relations 
sorrow,  great  loss  of  money,  or  anxiety.  We  have  here  a 
moral  degeneration — I   would   almost  call  it  a  dream  life — ■ 
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which  always  turns  about  the  ailing  sensations  of  the  morbid 
ego  and  is  subject  to  the  influences  of  the  changeable,  self- 
hypnotized  self.  In  other  words,  there  exists  an  ethical  defect 
which  reaches  its  acme  in  an  egocentric  direction  of  thinking. 
On  the  other  hand,  there  are  a  number  of  patients  with  un- 
doubted hysterical  stigmata  who  have  a  clearly  noble  char- 
acter, who  are  lovable,  unselfish,  and  who  do  not  in  any  way 
suggest  the  picture  of  hysteria  in  the  former  sense  of  the  word. 
We  have,  therefore,  to  assume  that  the  latter  present  the 
uncomplicated  symptoms  of  hysteria,  while  in  the  former  we 
have  the  mixed  forms  of  hysteria  and  mild  psychosis  on  an 
inherited  degenerative  base. 

I  would  further  lay  stress  on  the  numerous  symptoms  of 
some  hysterics.  With  them  everything  is  exaggerated.  The 
pain  is  designated  as  terrible.  They  groan,  toss,  twist,  and 
turn.  Here  we  have  the  most  remarkable  eruptions  of  the 
skin  artificially  produced  by  the  patient.  We  have  seen  phan- 
tom tumors;  we  had  paralysis  of  the  cord,  which  was  cured 
in  fourteen  days.  One  patient  wa.s  asked  to  send  a  sick  report, 
and  she  sent  in  daily  nineteen  closely  written  pages.  One  pa- 
tient had  been  eighteen  times  anesthetized,  had  two  laparat- 
omies  performed,  and  wants  a  third.  Once  I  saw  a  hysterical 
woman  in  her  ninth  month  of  pregnancy  and  with  abdomen 
enormously  distended  by  hydraranion,  forming  an  arc  de  cer- 
cle.  The  picture  I  shall  not  forget.  Neck  and  head  rested  on 
the  bed,  the  spinal  column  formed  an  arch,  and  the  very  much 
bowed  abdomen  pointed  upward.  It  was  a  hardly  credible 
situation.  Everything  phenomenal,  an  extraordinary  complex 
of  symptoms  or  unusual  history,  should  attract  attention.  The 
constant  attendance  of  the  patient  at  the  ofiice  can  also  be 
counted  as  belonging  here.  Everything  unusual  during  the 
examination  should  attract  the  physician's  attention.  Among 
all  these  symptoms  hyperesthesias  of  the  abdominal  walls  are 
most  common. 

Case  VI. — Movable  kidney  tuithout  symptoms  in  a  hys- 
terical patient  becomes  painful  after  her  attention  has 
been  called  to  it  by  several  examining  physicians.  Pa- 
tient requests  to  have  it  anchored. 

Mrs.  U. ,  age  37  years.  Menstruated  regularly  at  15;  had  two 
children,  last  one  eight  years  ago.  She  came  to  the  clinic  be- 
cause she  thought  she  felt  a  solid  body  in  the  right  side  of  her 
abdomen.  She  had  no  trouble  from  it;  she  only  wanted  to  be 
assured  that  it  was  a  natural  condition.  She  was  examined  by 
several  physicians,  whose  examining  eyes  she  followed  care- 
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fully.  She  had  a  typical  movable  kidney.  Pelvic  organs  were 
normal,  except  that  she  had  a  rather  heavy  uterus  and  some 
cicatricial  thickening  in  the  right  parametrium.  Because  of 
examinations  and  attempts  at  replacing  the  organ  in  the  Poli- 
klinik  and  her  position  in  bed  in  the  clinic,  the  attention  of  the 
patient  was  directed  constantly  to  the  kidney  {agent  provoca- 
teur), and  soon  she  began  to  complain  of  pain.  This  pain 
could  be  localized  as  a  hyperesthesia  of  the  skin  over  the  side. 
There  were,  besides,  painful  points  on  pressure  over  the  spine, 
anesthesia  of  the  palate  and  conjunctiva,  and  contraction  of 
the  field  of  vision.  Dr.  A.  Sanger,  who  examined  the  patient, 
pronounced  her  to  be  a  typical  hysteric.  Later  the  patient 
desired  to  have  the  kidney  fixed. 

Case  VIL — Hyperesthetic  zone  of  left  side  impressed 
one  first  as  being  a  movable  kidney,  later  as  chronic 
catarrh  of  the  large  bowel.  Recovery  after  use  of  gal- 
vanic current. 

Mrs.  X.,  34  years  old.  Menstruation  at  14,  painless,  slight. 
Gave  birth  to  three  children,  last  one  five  years  ago.  Has  com- 
plained for  years  of  pain  in  left  side,  usually  associated  with 
pain  in  back  and  headache.  Pain  is  not  influenced  by  rest. 
Her  family  physician  diagnosed  movable  kidney  and  ordered 
a  bandage.  This  gave  no  relief.  Pelvic  organs  normal;, 
marked  flatulence.  She  was  much  emaciated,  and  because  she 
said  that  with  her  pain  she  had  diarrhea  I  suspected  catarrh  of 
the  bowel  and  ordered  Carlsbad  salt.  The  failure  of  this  led 
me  to  examine  the  skin  for  hyperesthesia.  This  was  present 
in  a  typical  form  to  the  left  above  the  umbilicus,  a  band  the 
width  of  a  hand  extending  to  the  back.  The  slightest  touch 
caused  pain.  The  bandage,  which  by  pressure  seemed  to  make 
her  worse,  was  left  off.  On  repeated  examinations  I  could  not 
feel  the  kidney,  and  the  patient  was  permitted  a  mixed  diet. 
After  the  first  galvanization  she  said  the  pain  changed ;  it  be- 
came less  unbearable,  and  soon  disappeared  entirely.  Shortly 
after  this  she  went  up  the  mountains  with  her  husband,  a  tour 
she  had  formerly  considered  as  something  impossible.  She 
gained  rapidly  in  weight  and  has  remained  well  now  two  years. 

Case  VIII. — Hysteria  during  pregnancy.  Patient  tried 
everything  to  have  an  artificial  abortion  produced.  Very 
likely  mistake  of  hysterical  for  eclamptic  convulsions. 
Attacks  of  persistent  vomiting  during  pregnancy.  Hys- 
terical hyperesthesias  appear,  with  paralysis  and  neural- 
gias. Sleeplessness  not  relieved  by  remedies.  Rupia-like 
skin  eruption  proves  to  be  artificially  produced. 

Mrs.  K.,  26  years  old.  Menstruated  at  15,  irregularly,  pain- 
ful, slight  in  amount,  and  clots.  Married  at  20,  and  suffered 
from  catarrh  of  bladder  for  a  long  time  after  introduction  of 
catheter;  one  child,  forceps  (on  account  of  eclampsia).  Had 
cervix  sutured;  later  was  curetted,  and  at  a  clinic  treated  by 
overfeeding. 

Now  pregnant  for  the  second  time  and  is  very  unhappy 
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about  it.  Vomits  everything,  and  has  such  painful  neural- 
gias that  she  is  not  able  to  stand  up  or  walk.  Has  recently 
been  treated  by  four  physicians,  and  from  one  she  got  a  state- 
ment that  if  her  condition  continued  he  would  consider  the 
induction  of  abortion.  The  family  physician  tried  many  reme- 
dies for  her  insomnia,  without  avail.  When  I  first  saw  the 
patient  she  was  five  months  gravid,  very  pale,  miserable-look- 
ing, a  picture  of  distress;  pulse  very  frequent,  tongue  dry; 
vomits  everything,  and  suffers  so  much  from  pain  that  she  can 
hardly  sit  up  in  bed.  A  crusty  eruption  on  the  skin  of  her 
forearm,  shoulder,  and  thigh  was  especially  remarkable,  with 
its  one  and  a  half  centimetres  high,  ragged,  dr}",  black-brown 
scales.  One  could  not  recall  having  seen  anything  similar. 
Dr.  Arning  pronounced  them  to  be  rupia-like  artefacts,  and 
laid  stress  on  the  point  that  they  appeared  only  where  the 
patient  could  reach  with  ease.  There  was  no  ezplanation  of  the 
method  of  their  production.  She  presents  many  skin  hyper- 
esthesias, especially  on  the  right  side  of  the  abdomen.  Slightly 
contracted  pelvis,  conjugata  diagonalis  eleven  centimetres. 
This  is  the  only  objective  pathological  point  that  can  be  found. 

I  brought  the  patient  to  the  clinic  and  had  Prof.  Sanger  con- 
firm the  diagnosis  of  hysteria.  After  that  everything  changed 
under  the  influence  of  suggestion  and  firmness. 

When  the  patient  found  that  the  skin  eruption  was  of  no 
interest  to  us  and  it  was  not  necessary  to  show  us  any  new 
eruptions,  they  did  not  reappear  and  the  old  places  healed 
quickly.  The  same  happened  with  the  vomiting  when  she  was 
not  sympathized  with  and  was  directed  to  get  her  own  vessel 
to  vomit  into.  The  loss  of  appetite  stopped  when  she  was  not 
urged  to  eat.  She  drank  a  quantity  of  milk,  took  Blaud's 
pills,  and  regained  weight  rapidly.  She  had  been  bedridden 
for  months,  and  it  was  necessary,  with  a  show  of  great  author- 
ity, to  take  her  by  the  arm  and  lead  her  about  the  room,  bent 
over,  moaning  with  pain.  The  next  day  we  succeeded  in  tak- 
ing her  into  the  garden,  still  with  considerable  moaning.  She 
was  left  there  for  some  time,  and  on  the  approach  of  a  storm 
she  found  her  way  to  her  room  without  assistance,  though 
with  considerable  indignation. 

The  pain  in  the  right  side  of  the  abdomen  was  most  trouble- 
some. The  slightest  touch  here  was  very  painful,  and  on 
raising  a  fold  of  the  skin  she  screamed.  She  left  the  clinic  and 
came  to  my  office,  and  was  there  galvanized  with  great  success. 
We  constantly  had  new  scenes,  but  every  time  firm  resistance 
overpowered  her  will.  A  marked  improvement  was  noticeable. 
Finally,  after  four  weeks,  she  went  home,  florid,  eating,  walk- 
ing, and  sleeping  well.  The  only  concession  made  was  that, 
owing  to  the  slight  contraction  of  her  pelvis,  we  would  induce 
labor  three  weeks  before  term.  This  was  done  with  bougies, 
and  in  twenty-four  hours  she  was  delivered  of  a  living  child. 
Dr.  Lurie,  who  was  present,  witnessed  a  typical  hysterical 
attack  during  the  expulsion  pariod.  Is  not  the  assumption 
■correct  that  the  eclampsia  during  birth  of  her  first  baby  was 
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also  hysterical?  The  puerperium  was  normal;  child  remained 
alive.  The  husband,  seen  two  years  later,  told  me  that  his 
wife  had  always  been  delicate  and  weak,  but  since  that  time 
always  healthy. 

Pitres '  reports  a  case  in  which  abortion  would  have  been 
induced  because  of  supposed  eclampsia,  but  for  the  finding  of  a 
hysterogenetic  zone  under  the  left  breast.  Pressure  over  this 
area  produced  an  attack  then  recognized  to  be  hysterical. 

The  second  class  of  cases  comprises  abdominal  sections  per- 
formed mostly  for  the  relief  of  pain.  And  because  of  the  coin- 
cidence of  pathological  changes  in  the  pelvic  organs,  the  pro- 
priety of  such  operations  cannot  be  criticised.  In  none  of  these 
has  the  object  of  the  operation — i.e.,  relief  from  pain — been 
attained.  Had  the  patients  been  examined  for  stigmata  prior 
to  the  operation,  the  prognosis  as  to  the  relief  of  pain  would 
have  been  more  guardedly  given,  and  possibly  the  idea  of 
operation  would  have  been  abandoned. 

II.       CASES    IN    WHICH    LAPARATOMY     WAS    PERFORMED   FOR 
THE   RELIEF   OF   PAIN. 

Case  IX. — On  account  of  pain  and  suspected  tuberculosis 
the  left  adnexa  ivere  removed  by  a  physician.  The  pain 
became  more  severe  after  the  operation. 

Miss  R.,  24  years  old.  First  menstruated  at  23,  irregular, 
intermittent,  and  of  two  days'  duration.  Patient  tells  of  rape 
committed  on  her  at  the  age  of  9;  following  this  she  was  sick 
three  months.  Has  had  pain  in  her  left  side  since  that  time  (im- 
portant as  an  agent  provocateur  of  hysteria).  Principal  com- 
plaints besides  pain  are  wetting  the  bed,  headache,  palpitation. 
Claims  to  have  spit  up  three  to  four  cups  of  blood  two  years  ago. 

Present  condition. — No  scar  on  vulva;  vagina  short  and 
narrow;  uterus  small,  retro  verted,  movable,  and  drawn  to  the 
left;  cervix  very  small,  orifice  is  a  transverse  slit;  left  ovary 
in  Douglas'  pouch,  right  one  absent;  urethral  opening  very 
wide;  urine  normal.  Patient  appears  to  be  very  anemic  and 
somewhat  stupid;  lungs  normal.  Mother  supposed  to  have 
died  from  tuberculosis. 

Diagnosis. — Anemia,  hyperplasia  of  genitals,  amenorrhea, 
enuresis  nocturna,  hysteria,  hyperesthesia  of  abdominal  walls. 
The  diagnosis  hysteria  was  based  to  a  great  extent  on  our 
examinations,  the  pain  in  the  left  side  being  caused  by  a 
hyperesthetic  area;  besides,  there  is  anesthesia  of  pharynx  and 
conjunctiva  bulbi.  It  is  further  based  on  the  diagnosis  of  Dr. 
A.  Sanger,  to  whom  we  sent  her  for  her  enuresis,  who  also 
diagnosed  narrowing  of  the  field  of  vision.     The  enuresis  was 

1  Gilles  de  la  Tourette,  p.  318. 
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improved  markedly  by  suggestion.  We  treated  her  with  iron^ 
cold  sponging,  oophorin  tablets,  and  also  introduced  once  a 
retroversion  pessary.  She  told  us  of  terrible  metrorrhagia, 
which  was  impossible  with  the  undeveloped  organs;  she  also 
claimed  to  have  fever  at  night,  but  this  was  negatived  by  our 
thermometer,  and  an  imaginary  catarrh  of  the  bladder  was 
also  absent.  After  watching  her  from  February  until  August 
and  studying  carefully  her  pain  in  the  left  side,  she  stayed 
away,  and  came  back  in  June  of  the  following  year.  In  the 
meantime  she  had  a  laparatomy  done,  and  reports  now  feeling 
worse  than  before  the  operation.  The  physician  reports  that 
he  suspected  tuberculosis  of  the  adnexa  and  removed  an  in- 
flamed ovary  and  tube.  The  enuresis  was  still  present,  as 
were  also  the  amenorrhea  and  anemia. 

Case  X. —  Woman  of  23  years;  horn  from  neuropathic 
family.  Both  appendages  removed  in  America  on  account 
of  paifis.  The  pains  remain  the  same  and  can  he  located  in 
the  ahdominal  icalls.  They  disappear  under  galvanic  treat- 
ment. 

Mrs.  X.,  24  years  old.  Had  a  hysterical  mother.  She  first 
menstruated  at  15,  the  flow  lasting  two  to  three  days,  with 
severe  pains  on  the  left  side.  They  were  present  although  the 
flow  was  profuse.  At  17  she  had  considerable  family  trouble 
and  psychical  excitement  {agent provocateur).  Married  three 
and  a  half  years  ago.  After  a  year  pain  appeared  in  her  left 
side,  radiating  to  back  and  coccyx  (coccygodynia).  A  physi- 
cian diagnosticated  a  displacement  and  introduced  a  pessary. 
When  the  pain  was  not  relieved  he  decided  to  do  a  laparatomy. 
The  appendages,  supposed  to  have  been  diseased  bilaterally, 
were  removed.  Two  months  later  I  saw  the  patient,  suffering 
from  the  same  pain  as  before  the  operation.  Exquisite  hyper- 
esthetic  pseudo-ovarian  zone  to  the  left.  Patient  experienced 
excessive  pain  on  the  slightest  pinching  of  skin  and  pronounced 
this  as  her  pain.  There  was  similar  pain  over  the  sacrum  and 
coccygodynia,  anesthesia  of  pharj^nx,  and  bulbar  conjunctiva. 
Pain  disappeared  on  galvanization  and  iron  medication,  to 
great  surprise  and  joy  of  patient. 

Case  XI. — Severe  laparatomy  for  right  sided  ovarian 
tumor.  Had,  previous  to  operation,  pain  in  her  left  side, 
which  is  still  ^jresent.  Pleuralgia,  epigastralgia,  and 
hyperesthetic  area  in  the  left  inguinal  region.  Surpris- 
ingly rapid  recovery  from  the  pain  on  galvanization. 

Mrs.  R.,  age  40.  First  menstruated  at  15,  excessive,  lasting 
eight  days,  painful.     Married  fourteen  years;  no  children. 

Four  and  a  half  years  ago  laparatomj"  was  done  for  right- 
sided  ovarian  tumor.  The  operation  was  very  difficult,  lasting 
four  hours  and  a  half;  intestine  was  resected.  The  left  ovary 
was  also  removed.  Remained  seven  weeks  in  bed.  The  stom- 
ach could  not  retain  anything  and  is  still  weak.  During  her 
first  outing  after  the  operation  she  met  with  an  accident,  was 
thrown  against  a  tree  and  received  contusions  of  face. 
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Before  the  operation  patient  complained  of  pain  in  her  left 
side.  She  could  not  understand  that  her  tumor  should  have 
been  on  the  right  side.  The  pain  was  not  influenced  by  the 
operation.  There  are  two  spots  in  particular  from  which  the 
pain  starts:  the  one  is  on  the  left  side  above  Poupart's  liga- 
ment, the  other  under  the  ribs.  The  pain  is  said  to  be  con- 
stant and  becomes  much  worse  after  excitement.  The  patient 
is  subject  to  migraine,  which,  she  says,  is  inherited  from 
her  mother. 

Since  the  operation  her  menstruation  has  been  very  irregular 
and  very  painful,  slight  in  amount,  and  accompanied  with 
nausea.  She  has  become  stout,  especially  in  the  abdomen,  and 
fears  that  she  has  another  tumor.  Has  taken  iron  repeatedly, 
but  cannot  bear  it.  She  says  that  ' '  she  is  constantly  doctoring 
and  runs  from  one  drug-store  to  another."  This  is  especially 
the  case  with  stomach  remedies  and  cathartics.  The  stomach 
is  weak,  can  take  only  selected  food.  Sleeps  badly,  especially 
during  change  of  weather.  She  is  always  tired,  never  wakes 
up  refreshed.  Constipated  for  many  years.  Has  cold  feet 
always,  and  suffers  from  palpitation  when  climbing  stairs. 

Examination. — Corpulent,  very  anemic  woman.  No  tumor 
in  abdomen;  uterus  freely  movable;  no  stump  exudate.  Hy- 
peresthetic  zone  of  the  abdominal  walls  above  Poupart's  liga- 
ment, left  side,  same  under  the  ribs,  also  along  the  borders  of 
the  stomach.  On  pinching  the  patient  on  the  skin  over  these 
areas  she  sa5'S  at  once,  "That  is  my  pain."  Complete  anes- 
thesia of  the  ocular  conjunctiva  and  pharynx.  She  also  has 
had  anosmia  for  many  years.  She  cannot  detect  the  strongest 
odors.  This  patient  was  also  treated  with  galvanism.  Her 
pain  was  considerably  relieved  after  the  first  sitting.  The 
application  of  the  current,  first  at  frequent,  later  at  longer  in- 
tervals, was  so  successful  that  the  pain,  which  had  lasted  for 
five  years,  had  disappeared  in  three  weeks.  The  migrainous 
headache  only  remained;  but  that,  too,  is  less  severe. 
It  was  very  difiicult  to  induce  her  to  take  iron;  she  insisted 
that  her  stomach  could  not  bear  it.  With  all  that  she  took 
nine  Blaud's  pills  daily  and  stomached  them  well.  The  special 
diet  was  also  stopped.  She  could  suddenly  use  any  kind  of 
food,  and  was  relieved  of  her  constipation.  The  stoutness  was 
relieved  by  diet  and  long  walks.  The  menses,  painful  since 
operation,  are  now  painless.  On  her  last  visit  she  told  me  that 
she  felt  like  a  new  person.  She  has  normal,  refreshing  sleep; 
eats  everything.  She  moved  recently  and  helped  at  it — a  thing 
she  could  not  think  of  before. 

In  connection  with  this  case  I  would  add  a  few  remarks.  It 
is  typical  in  hysteria,  and  only  in  this  disease,  that  pain  which 
has  persisted  for  years  can  be  abolished  at  once.  Charcot  said: 
"The  duration  of  the  disturbance  in  hysteria  has  no  influence 
on  the  curability  of  the  malady."  These  successes  stand  on 
29 
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the  same  footing  with  those  paralyses  lasting  for  years,  whick 
are  cured  at  once  if  we  strike  the  right  key. 

I  would,  furthermore,  call  attention  to  the  pleuralgia  in 
this  case,  which  is  so  frequent,  appearing  either  under  the 
mask  of  a  pleural  affection  or  an  intercostal  neuralgia. 
"Winscheid '  calls  especial  attention  to  this  localization. 
Lastly,  I  would  recall  the  disturbances  of  the  stomach  with 
the  remark:  "Only  special  diet  can  be  taken;  iron  is  absolutely 
not  tolerated."  We  find  here  simultaneously  hyperesthesia 
corresponding  to  the  changeable  borders  of  the  stomach. 
Whoever  is  interested  in  this  stomach  affection  should  read 
Sticker.*  He  will  find  in  that  excellent  work  on  the  diseases 
of  the  stomach  and  their  treatment  precisely  the  same  facts 
that  we  are  trying  to  formulate  about  the  pelvic  organs.  To 
me  there  is  nothing  that  confirms  the  correctness  of  my  views 
more  than  that  another,  working  in  a  different  field,  should 
have  reached  exactly  the  same  conclusions. 

Sticker  cites  the  following  case:  Seamstress,  27  years  old. 
Stomach  trouble  since  1888,  with  unbearable  pressure  pain 
after  eating,  attacks  of  pain  and  vomiting.  Various  measures 
directed  against  the  suspected  ulcer  and  nervous  dyspepsia 
were  without  effect.  After  curetting  and  introduction  of  pes- 
sary in  1890  by  a  physician,  she  was  free  from  suffering  for  a 
week,  after  which  the  pain  returned  with  increased  severity. 
Dilatation  of  cervix  in  1893  was  without  result,  as  was  also  an 
abdominal  section  done  in  1895  for  retroflexion,  right  oopho- 
ritis, resection  of  left  ovary,  and  abdominal  fixation.  Previous 
to  the  last  operation  she  had  for  months  attacks  of  pain  radiat- 
ing from  the  left  side  of  the  abdomen,  palpitation,  buzzing  in 
ears,  choking  sensation,  and  vertigo  referred  to  the  region  of 
the  stomach.  These  attacks  disappeared  for  four  weeks  after 
the  operation,  but  they  soon  returned  and  tortured  her  more 
than  ever.  Sticker  recognized  hysteria  and  demonstrated 
hyperesthesia,  which  followed  the  outlines  of  the  stomach 
when  he  inflated  it  (visceral  hyperesthesia). 

The  following  case  is  interesting,  although  very  pathetic: 

Case  XII. — Typical  hyperesthesia  of  ovarian  and  lumbar 
region  and  thigh  of  right  side  in  a  lady  from  a  neuro- 
pathic family.  Retroflexed  uterus,  prolapse  of  ovary,  and 
ovaralgia.  Although  I  called  attention  to  the  hysterical 
character  of  the  pain,  ventrofixatio7i  and  extirpation  of  the 

'  Uber  Hyst.  Schmerz.     Monatsch.  f.  Geb.  und  Gyn.,  Bd.  ii.,  p.  478. 
«  Zeit.  fur  Klin.  Med.,  Bd.  xxx. 
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right  ovary  ivas  done.  Patient  worse  after  than  before  ope- 
ration, as  far  as  her  pelvic  trouble  is  concerned.  Later  diffi- 
culties of  the  stomach  ivere  most  prominent.  Ulcus  ventri- 
culi  diagtiosed,  and,  ivhen  patient  threatened  to  die  from 
inanition,  gastro-enterostomy  tvas  done.  The  patient  died, 
<ind  the  stomach  was  found  to  be  free  from  orga7iic  disease. 

Mrs.  X.,  21  years  old  ;  comes  from  very  nervous  family. 
When  a  young  girl  she  suffered  from  dysmenorrhea  and  pain 
in  the  right  lower  abdomen.  Had  one  child  born  one  and  one- 
half  years  ago;  labor  easy,  childbed  normal. 

Complained  of  pain  on  right  side,  difficulty  in  walking,  in- 
somnia, loss  of  appetite.  Remained  in  bed  for  weeks  and  had 
massage,  electric  baths,  pessary,  etc.,  without  result.  Had 
retroflexion  of  uterus  and  prolapse  of  right  ovary,  which  is 
very  sensitive  to  slightest  touch.  Although  there  was  a  certain 
degree  of  ovaralgia,  we  could  determine  that  the  pain  she 
•complained  of,  and  which  prevented  her  from  walking,  ema- 
nated from  hyperesthetic  zones  of  the  abdominal  walls  and  the 
right  thigh.  There  was  a  hyperesthetic  zone  in  right  lumbar 
region.  I  recommended  treatment  in  a  cold-water  institution; 
but  some  one  did  a  ventrofixation  and  removed  her  right 
ovary  without  beneficial  result.  In  this  case  unpleasant  family 
relations  constituted  the  agent  provocateur. 

The  further  history  is  pathetic  but  instructive.  Immediately 
following  the  operation  the  pelvic  trouble  and  difficulty  in 
walking  became  more  marked.  Later  the  gastric  symptoms 
became  prominent;  a  stomach  specialist  was  consulted,  who,  in 
the  absence  of  hemorrhage,  diagnosed  ulcer  of  stomach.  All 
possible  remedies  were  tried,  but  she  failed  constantly.  When 
internal  medicine  failed,  a  surgeon  was  called.  He  found  her 
extremely  emaciated  and  so  weak  that  she  was  unable  to  turn 
in  bed.  There  was  enormous  sensitiveness  of  the  stomach. 
Because  of  the  pain  food  could  not  be  taken,  so  that  only  one 
to  two  teaspoonfuls  of  milk  were  taken  in  twenty-four  hours. 
Nutritive  enemata  could  not  be  retained.  Gastro-enterostomy 
was  proposed  as  a  vital  indication,  and  especially  because  of 
the  beneficial  effects  of  such  operation  in  painful  ulcer  with 
spasm  of  the  pylorus. 

This  proposition  was  accepted  ten  days  later.  By  this  time 
the  patient  was  so  weak  that  the  surgeon  could  hardly  be  per- 
suaded to  operate.  After  the  operation  she  could  take  nourish- 
ment without  pain,  but  died  finally  from  inanition.  The  post- 
mortem failed  to  reveal  any  ulcer  or  a  scar,  or  even  perigas- 
tritis.    This  patient  was  simply  starved  through  her  hysteria. 

That  hyperemesis  gravidarum  frequently  furnishes  the 
«ame  picture  is  well  known,  also  that  some  patients  die  from 
inanition.  Through  the  writings  of  Kaltenbach,'  Ahlfeld," 
and  Klein '    we  also  know  that  many  cases  of  hyperemesis 

'Cent.  f.  Gyn.,  1890-91. 

^  Ibid.,  1891.  3  Zeitsch.  f.  Geb.  u.  Gyniik.,  Bd.  xxx. 
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gravidarum  are  of  a  hysterical  nature,  and  I  think  that  the 
above  case  of  a  non-pregnant  hysterical  woman,  without  disease 
of  the  stomach,  dying  from  inanition  is  a  striking  proof  of  the 
correctness  of  the  hysterical  basis  of  certain  cases  of  uncon- 
trollable vomiting. 

But,  looking  at  it  from  a  humanitarian  point,  the  case  is  a 
serious  one  and  excites  some  thought.  Think  of  the  number 
of  medical  advisers — family  physician,  gynecologist,  gyneco- 
logical authority  with  conclusion:  laparatomy,  castration, 
ventrofixation;  then  again  family  physician,  stomach  spe- 
cialist, surgical  authority  with  the  decision  gastro-euteros- 
tomy.  Finally  the  pathologist  discovers  that  no  organic  dis- 
ease is  present. 

Case  XIII. — Hysterical  woman  with  eighteen  anesthesias, 
two  laparatomies,  ivants  a  third  laparatomy,  or  extirpa- 
tion of  her  uterus,  on  account  of  her  pain  ;  opposed  by  me. 

Mrs.  X.,  39  years  old;  menstruated  at  12,  very  painful.  1883: 
Married  when  23  years  old.  1884:  Premature  birth  at  eight 
months;  forceps;  hemorrhage  after  fourteen  days.  1885: 
Local  treatment,  cauterization  and  curetting.  1886:  Second 
curetting;  wears  pessary.  1887:  Operation  on  hand  for  gan- 
glion. 1888:  Local  treatment  and  cauterization.  1889:  Hus- 
band died  from  tuberculosis.  Patient  treated  locally  and  had 
laparatomy  for  left  pyosalpinx.  1890  :  Goes  to  the  country  ; 
again  local  treatment,  and  gets  a  ring.  Treatment  with 
Koch's  lymph.  Up  to  this  time  has  had  massage,  overfeeding, 
cold  sponging,  baths,  douching,  dilatation  of  cervix,  and,  inter- 
nally, paraldehyde,  belladonna,  sulfonal,  opium,  morphine, 
antipyrin,  ichthyol,  secale,  arsenic,  and  ten  physicians  have 
in  turn  treated  her.  1891  :  Two  operations  on  the  hand.  1892  : 
Three  operations  on  the  hand  ;  marries  again ;  fourth  opera- 
tion on  the  hand.  Treatment  with  Koch's  lymph.  1893  :  She 
returned  to  me  for  treatment.  I  did  not  do  any  better  than 
mj'  predecessors,  not  knowing  at  this  time  that  hysteria  was 
the  fundamental  trouble.  I  believe  that  examination  for  Char- 
cot's stigmata  would  have  done  more  for  her  than  the  operations. 
After  recognizing  the  true  state  of  affairs  she  declined  all  fur- 
ther operation,  on  my  advice.  When  I  took  charge  of  her,  her 
condition  was  as  follows :  Emaciated,  pale,  much-afflicted 
woman.  Remembering  that  her  first  husband  died  of  tuber- 
culosis, it  was  looked  for  in  her.  She  had  a  purulent  discharge 
from  cervix,  with  erosion  and  irregular  uterine  hemorrhages. 
In  Douglas'  pouch  lay  the  right  ovary,  adherent,  transformed 
into  a  small  fluctuating  tumor,  very  painful  to  pressure.  I 
punctured  this  tumor  through  the  vagina,  removing  thirty 
cubic  centimetres  of  albuminous  fluid,  and  relieved  her  some; 
the  cervical  catarrh  and  erosion  healed  up.  She  complained, 
however,  of  pain,  and  it  was  difficult  to  evade  her  logic — "  if  the 
ovary  is  diseased,  why  not  remove  it  too  ?  "     I  tried  to  improve 
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her  nutrition  by  overfeeding;  but  when  I  saw  the  complaining, 
moaning,  and  grunting  patient  in  my  office  with  the  history  that 
her  excessive  menstruation  prevented  her  from  getting  well, 
with  her  former  history  of  pyosalpinx  on  the  opposite  side, 
I  finally  decided  to  do  a  second  laparatomy.  Very  little  was 
found  but  the  small,  cystic,  adherent  ovary  and  perimetric  ad- 
hesions ;  no  pus,  no  salpingitis;  and,  in  order  to  clean  up  the 
fossible  tuberculosis  which  might  have  caused  the  hemorrhages, 
removed  the  appendages.  Three  years  passed;  her  complaints 
are  the  same.  Menstruation  is  absent,  but  she  now  has  her 
time  with  the  "scars  "  and  the  gut. 

These  scars  are  like  a  screw  without  an  end  to  the  thread. 
"We  remove  a  pathological  organ.  The  pain  remains.  Then 
we  say  the  scar  causes  the  pain,  it  has  to  be  removed,  and  a 
new  laparatomy  is  proposed.  Just  as  if  this  could  be  done 
without  leaving  a  scar  !  Here  we  had  not  only  the  scar, 
but  also  an  exudation  around  the  uterus,  which  came  on 
slowly  and  without  fever.  A  surgeon  was  consulted,  who 
wanted  to  remove  the  uterus,  but  the  patient  preferred  to 
have  a  laparatomy  done  for  the  third  time.  But  I  was  satis- 
fied with  the  second  one,  during  which  I  paid  particular  atten- 
tion to  a  place  to  the  right  and  above  the  navel  where  she  said 
the  pain  was  worst,  so  as  not  to  overlook  adhesions  to  the  gut 
or  "  bands."  Nothing  of  the  kind  was  found,  because  it  was 
typical  hyperesthesia  in  a  hysterical  woman.  This  hyperes- 
thesia extended  in  deeply,  too,  so  that,  on  touching  here,  a 
board-like  contraction  of  the  abdominal  walls  resulted,  accom- 
panied by  piercing  pain. 

Further  stigmata  were  found.  The  leg  was  completely 
anesthetic,  of  which  the  patient  knew  nothing.  This  explains 
why  she  had  no  sensation  of  cold.  During  the  greatest  cold 
of  the  winter  she  came  to  the  office  sparingly  dressed  and  did 
not  complain.  Similar  conditions  are  described  by  Charcot  as 
found  in  hysterics.  There  was  also  present  anesthesia  of  the 
pharynx,  which  could  be  demonstrated  in  the  presence  of  ton- 
sillitis foUicularis;  finally,  she  had  anesthesia  of  the  bulbar  con- 
junctiva. She  had  hyperesthesia  of  the  cervix;  the  slightest 
touch  with  sound  or  cotton  caused  complaint.  On  application 
of  the  galvanic  current  she  was  relieved  and  the  erosion  and 
the  catarrh  disappeared.  After  the  laparatomy  the  patient 
acted  like  a  maniac  (although  there  was  no  fever)  on  account 
of  the  hyperesthesia.  When  all  narcotics  had  failed  a  firm 
lecture  subdued  all  pain. 

With  suggestion  and  occasionally  the  galvanic  current  I  now 


454  lomer:  the  diagnostic  value  of 

relieve  more  than  I  formerly  did  by  operations  or  drugs.  Re- 
cently I  advised  her  to  ride  the  bicycle,  and  she  now  feels  and 
eats  better  than  for  years,  and  for  the  first  time  in  years  she 
came  to  the  office  without  any  complaint.     Is  it  going  to  last  ? 

Case  XIV. — Removal  of  appendages  for  peritoneal  cyst 
and  the  pain  accompanying  it.  The  pain  returns  ;  the  scar 
considered  the  cause.  Severe  hysteria  with  paralysis  fa- 
vorably influenced  by  cold-ivater  treatment. 

Mrs.  X.,  well  known  to  me  for  thirteen  years;  comes  from  a 
neurasthenic  family;  now  -46  years  old;  suffered  from  great 
dysmenorrhea.  Married  when  34  years  old;  soon  after  a 
doubtful  abortion  was  followed  by  serious  inflammation  of 
pelvis,  followed  by  exudate.  At  that  time  there  was  paralysis 
of  the  left  leg,  which  was  referred  to  the  exudate.  Later  th& 
paralysis  recurred,  without  any  cause,  within  the  pelvis  and 
was  typically  hysterical  in  nature.  My  first  call  on  her  wa& 
on  account  of  an  imaginary  pregnancy.  She  felt  life,  the  ab- 
domen swelled  considerably,  and  she  had  even  colostrum  in 
the  breasts.  The  very  small-sized  uterus  excluded  pregnancy,, 
and  after  my  explanation  the  "life"  and  size  of  abdomen  soon 
disappeared.  Three  years  ago  she  stayed  in  bed  for  four  and 
a  half  months  on  account  of  "neuritis"  of  the  left  leg.  I 
found,  a  year  later,  to  the  left  of  the  uterus  a  fluctuating  tumor 
the  size  of  a  small  fist,  which  was  very  sensitive.  Occasionally 
there  were  severe  pains.  On  examination  the  tumor  ruptured 
and  disappeared,  but  slowly  refilled  again.  One  was  justified^ 
under  the  circumstances,  in  expecting  great  benefit  from  a 
laparatomy.  On  performing  it  we  found  extensive  bilateral 
perimetritis,  perisalpingitis,  and  periovaritis.  Tubes,  ovaries, 
and  adhesions  formed  a  bunch  on  either  side,  in  which  we 
found  numerous  peritoneal  cysts  (size  of  egg).  Convalescence 
after  the  operation  was  absolutely  normal,  and  the  result 
appeared  very  favorable,  as  the  patient  soon  considered  herself 
free  from  the  pain  she  had  endured  for  so  many  years.  During 
convalescence  paralysis  of  the  vocal  cords  appeared  and  she 
went  to  a  cold-water  cure,  from  which  she  was  discharged 
cured  after  a  few  weeks.  At  irregular  intervals  menstruation 
appeared,  and,  she  says,  with  terrible  pain.  One  and  a  half 
years  after  the  laparatomy  she  again  began  to  complain  of  the 
left-sided  pain  and  asked  for  an  opinion.  A  gynecologist 
found  a  sensitive  scar,  and  a  neurologist  spoke  of  it  as  a  neu- 
roma. Both  advised  the  excision  of  the  swelling  in  the  scar, 
which  was  the  size  of  a  pigeon's  Q^g.  I  persisted  in  my 
opinion  that  the  pain  was  due  to  hysteria,  especially  since  I 
found  a  hyperesthetic  area  to  the  left  on  the  abdominal  wall 
and  in  the  inguinal  region.  She  was  logical  enough  to  see  that 
the  excision  of  the  scar  would  leave  a  scar,  and  followed  my 
suggestion.  To  verify  my  statement  she  was  taken  once  more 
with  paralysis  of  the  vocal  cords  and  a  herpes  over  the  left 
inguinal  region.     Soon,  also,  a  neurotic  sciatica  appeared,  with- 


PAIN   IN   GYNECOLOGY.  4^55 

out  loss  of  weight  aad  with  symptoms  of  a  neurotic  nature, 
but  with  paralysis  of  the  leg.  On  being  treated  for  months 
with  cold  baths  she  gradually  learned  to  walk,  and  is  now, 
except  for  occasional  paralysis  of  the  vocal  cords,  tolerably 
well.  The  painful  scar  has  not  excited  her  desire  for  a  new 
laparatomy. 

In  this  case  we  have  to  deal  again  with  a  visceral  hyperes- 
thesia, similar  to  Landau's  case  mentioned  in  the  beginning. 
Both  ovaries  are  sensitive;  on  firm  pressure  we  find  small  cysts 
which  would  have  caused  pain  in  a  normal  woman,  but  not 
such  a  condition.  Here  we  have  terrible  paroxysms  of  pain 
when  they  burst,  without  fever,  without  any  peritoneal  irrita- 
tion. Here  we  have,  after  removal  of  the  pathological  organs, 
frightful  dysmenorrhea,  and  scars  which  produce  great  pain 
on  the  slightest  touch.  This  is  evidently  a  visceral  hyperes- 
thesia, and,  as  mentioned  by  Charcot,  may  appear  in  any  inter- 
nal organ.  In  Cases  10  and  13  we  have  also  seen  visceral 
hyperesthesias.  In  one  case  it  was  the  prolapsed  ovary;  in 
the  other  it  changed  from  the  cervix  to  the  adherent  ovary, 
after  removal  of  which  the  remaining  exudate  had  to  furnish 
the  cause.  In  the  next  case,  in  which  first  a  total  extirpation, 
later  a  laparatomy  was  done — that  is,  where  everything  had  been 
removed,  and  both  operations  without  any  fever^still  there 
appeared  painful  points  in  the  pelvis. 

Such  cases  can  be  judged  only  with  great  difficulty,  if  one 
does  not  suspect  at  once  the  existence  of  hysteria.  With  the 
examination  for  stigmata  matters  clear  up  rapidly,  and  so  the 
repeated  operation  can  be  avoided.  I  would  cite  the  following 
case  from  literature. 

Pamard'  removed  in  a  hysterical  woman,  for  excessive  pain, 
the  ovaries,  one  of  which  was  the  size  of  a  hen's  egg.  Both 
presented  cystic  degeneration.  After  seven  months  the  same 
difficulty  returned.  New  laparatomy  showed  omental  adhe- 
sion, separation  of  which  brought  no  change. 

In  the  second  part  of  this  paper  I  consider  visceral  hyper  - 
esthesia  more  in  detail. 

The  pain  itself  is  pre-eminently  a  chronic  sensation.  I  have 
seen  cases  in  which  it  persisted  for  years.  Similar  observations 
have  been  made  by  Winscheid. 

The  sensation  is  usually  described  by  the  patient  as  a  dull 
burning,  exceptionally  as  sticking.  The  last  assertion  was  ap- 
parently made  where  we  had  contracture  of  the  abdominal 

^  Arch,  de  Gyn.,  tome  xliv.,  p.  460. 
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muscle  and  involvement  of  the  peritoneum  (see  Part  II.).  This 
pain  can  be  distinguished  from  inflammatory  pain  by  its  char- 
acter, which  is  described  as  sticking,  cutting,  and  beating.  It 
differs  from  it  further  in  that  it  is  not  influenced  by  rest  in  bed. 
This  is  an  important  point  in  the  history,  because  as  a  rule  pain 
coming  from  a  diseased  abdominal  organ  is  relieved  by  rest. 
Finally — and  this  can  be  called  typical — the  patient  states 
that  these  sensations  grow  worse  when  excited,  angry,  through 
fright,  etc.  The  pain  must  be  so  specific  that  the  patient  can 
distinguish  it  frequently  from  other  pains — e.g. ,  menstrual  pain, 
pain  of  a  wound  after  a  laparatomy.  One  patient  had  a  bubo 
on  the  same  side  and  could  distinguish  the  pain  separately. 
As  evidence  that  the  pain  is  in  the  abdominal  skin  should  be 
the  fact  that  motion  which  stretches  the  skin  increases  the 
pain,  also  extension  of  arm  when  tying  the  hair  or  hanging 
curtains.  Walking  may  be  painful,  as  well  as  lying  on  the 
spot;  for  the  same  reason  plasters  irritate.  The  persistent  con- 
stipation met  with  in  these  patients  may  be  due  to  the  fact  that 
they  cannot  use  the  pressure  of  the  abdominal  muscles  because 
of  the  pain  caused  by  their  contraction. 

Charcot  says  that  frequently  the  slightest  stroking  of  the 
skin  with  the  finger  is  felt  as  severe  pain.  I  recently  sav/  a 
puerpera  who  was  to  wear  an  abdominal  belt,  but  she  could 
not  bear  it  on  account  of  pain  (hyperesthesia)  on  her  right  side. 
She  showed  other  hysterical  stigmata.  At  her  confinement 
she  had  extraordinary  pain  during  the  second  stage,  and  did 
not  complain  about  her  back,  but  of  her  stomach.  We  expect 
usually  to  have  a  lessening  of  the  pain  after  complete  dilatation 
of  the  OS.  Here  it  was  just  the  reverse,  and  I  believe  that  the 
pain  was  due  to  hyperesthesia  of  the  abdominal  walls.  As 
mentioned  above,  the  complaint  is  usually  a  chronic  one.  It 
varies  in  severity  with  each  provoking  agent,  but  even  very 
acute  pain  may  occur  and  be  of  the  most  severe  character.  In 
one  such  case  my  further  medical  advice  was  discarded  because 
I  did  not  recognize  the  condition  at  that  time  and  my  narcotics 
were  of  no  use.  She  would  lie  for  days  in  bed  suffering  from 
pain  and  insomnia,  and  obtained  no  relief  from  medicines,  sup- 
positories, or  morphine  hypodermatically.  Objectively  nothing 
could  be  found,  and  my  successor  removed  the  patient  from 
the  house  and  treated  her  with  greater  success  by  bromides 
and  cold  sponging. 

The  natural  question  is,  Why  should  these  particular  places 
in  the   body  be  predisposed  to  these   hyperesthesias?     Why 
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always  the  same  spot  to  the  right  of  the  linea  alba,  a  little 
higher  than  the  ovarian  region,  and  not  in  the  shoulder,  the 
■calf  of  the  leg,  or  other  parts  of  the  body?  I  am  sorry  to  say 
we  do  not  know. 

Gilles  de  la  Tourette  says  (page  347):  "La  raison  d'etre,  le 
pourquoi  de  la  localisation  de  la  grande  majorite  de  ces  zones 
echappe  complement  a  notre  interpretation." 

It  is  certain  that  the  left  side  of  the  body  is  more  subject  to 
anesthesia;  and  since  we  are  dealing  with  the  same  etiological 
factor  in  both  anesthesia  and  paresthesia,  we  are  not  surprised 
that  hyperesthesia  is  more  prevalent  on  the  right  side.  In 
some  rare  cases  local  lesions  can  be  connected  with  a  particular 
cause. 

Charcot'  relates  the  story  of  a  fisherman  who,  at  the  moment 
of  falling  into  the  water,  struck  the  rope  edge  of  his  net,  which 
became  entangled  around  his  leg  so  that  he  was  kept  under  the 
water  for  some  time.  Exactly  at  the  place  where  the  rope  was, 
a  hyperesthetic  zone  developed.  Dreams,  to  which  hysterics 
are  very  prone,  may  produce  effects  by  autosuggestion;  one 
dreams,  for  instance,  that  she  falls  out  of  the  window  on  the 
left  side,  and  when  she  wakes  up  there  is  a  hyperesthesia  on 
that  side. 

In  the  history  of  our  cases  the  assertion  frequently  occurs 
that  the  pain  originated  from  the  confinement.  It  is  only  a 
hypothesis  if  I  express  my  suspicion  that  hyperesthesia  and 
painful  expulsion  are  dependent  on  each  other.  The  greater 
distension  of  the  right  side  in  consequence  of  more  frequent 
first  position  may  possibly  explain  the  localization  on  the  right 
side.  Against  this  we  have  the  fact  that  similar  areas  occur 
in  men.  We  really  have  no  explanation,  and  can  say  only  that 
we  have  specially  predisposed  spots  and  zones. 

According  to  Charcot  the  hyperesthetic  zones  are  usually  of 
the  size  of  a  two-  or  five-mark  piece.  I  have  seen  them  often 
the  size  of  the  palm  of  the  hand,  and  it  was  difficult  to  outline 
the  exact  size,  because  on  repeated  examinations  contrary 
statements  were  made.  They  proved  that  we  had  to  deal  with 
a  psychogenetic  pain. 

Winscheid  ^  speaks  of  the  very  changeable  nature  of  hyster- 
ical anesthesia.  Parts  of  the  skin  which  are  markedly  hyper- 
esthetic one  day  may  be  anesthetic  the  next  day. 

1  "  Legons  de  Mardi,"  1899,  p.  261. 

*  Monatschrift  f.  Geb.  ii.  Gyn.,  Bd.  ii. 
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Ha^p  XY  —Total  extirpation  per  vaginam,  with  subse- 
quent laparatomy  for  the  removal  ofaniM^^^^^ 
ovarian  cvst     Has  same   pain  as    before  the  operation. 
Hyperesthesia  of  the  scars  and  of  the  abdominal  walls  is 
relieved  by  iron  and  galvanization. 

I  tive  the  history  verbatim  from  the  patient's  report,  because 
it  is  of  interest  to  see  how  she  describes  her  Bymptoms  and  it 
shows  the  hysterical  nature  of  her  pain  I  «^11  ^^P^^f  ^  f  *^^; 
tion  to  the  fact  that  she  remembered  the  remarks  of  her 
physician  for  years.  The  hysteric,  says  Breuer  and  Freud, 
suffers  from  reminiscences.  .     ,  ^;„i,f 

I  call  further  attention  to  the  recurrence  of  P^i^  in  the  JigM 
side,  notwithstanding  all  therapeutic  ^easures  It  is  interest- 
ing to  see  how  a  journey  or  a  stay  m  the  country-in  short,  a 
removal  of  the  patient  from  her  environment-was  always 
oHemporary  benefit.  Of  the  nineteen  closely  written  pages 
I   give   here  only  the  most  interesting  passages,    but  these 

""^Mr^s*' S.'  writes:  I  am  36  years  old.     Both  of  my  parents  were 
nervous.     At  14  I  had  my  first  menstruation.     As  ^  girl  i  was 
very  anemic.     At  19  I  was  married,  and  confined  at  20  for  the 
first  time.     It  was  a  difficult  instrumental    abor   with  tear  ot 
fhfperineum  and  cervix.     I  suffered  considerably  from  pro 
lapsus,  leucorrhea,  and  irregular  hemorrhages      ^our  years 
ago,  because  of  these  symptoms,  I  went  into  the  t^osp^tal    and 
dur  ng  the  examination  I  had  a  sensation  as  though  the  inner 
parts  were  pulled  forward  (Muzeux  ?),    I  was  taken  soon  with  a 
temperature  of  41°,  and  excessive  pam  on  my  left  side.     1  lay 
a  long  time  with  ice  on  my  stomach,  and  was  given  mOTphme 
for  plin,  because  at  that  time  I  a  ready  had  P^^^^^^  ^^^f^^^^S^* 
side;  iust  as  I  have  it  now,  and  it  went  down  to  the  t^iP  and 
the  sLrum.     Once  I  heard  the  doctor  say  to  the  assistants 
-It  is  a  most  peculiar  case  of  board-like  inflammation        At 
my  request  I  was  sent  home  in  the  sick-wagon,  and  there  i 
stayedin  bed  for  six  months,  being  treated  with  ic^hyol,  iodine, 
sitz^  baths,  and  iodide  of  iron  Jshe  had  a  ^^i-y  large  exudate 
very  likely  of  gonorrheal  origin  .     I  was  relieved  only  alter 
going  on  I  journey  with  my  husband.     Two  JC^rs  ^g«  I  was 
takeS  sick  once  more.     The  doctor  there  was  surprised  that  the 
other  doctor  had  not  applied  leeches,  and  Proii^i^.^^  ^^.^nl^  hk^ 
well  in  three  days;  but  the  leeching  did  no  good,  so  I  told  h^ 
next  day  that  I  was  suffering  from  pam.     Then  he  told  me 
that  I  could  not  have  the  pain  anymore,     ^ith  all  that  he 
persuaded  me  to  go  into  the  hospital  and  applied  poultices^ 
There  I  was  examined  by  a  speciahst  in  his  P^f f  nee,  and  he 
said    ''Yes  it  is  just  as  you  said,  that  it  would  be   best  to 
remove  the  entire\hing.''     After  I  was  treated  in /am  wxli 
Syol  I  was  operated^n,  the  12th  of  February  [total  extir- 
pation per  vaginam].     A  few  days  after  the  operation  I  com- 
plained  of  pain  in  the  stomach,  principally  on  the  ri^ht  side^ 
The  pain  in  the  right  side  I  could  distinctly  distinguish  from 
pain  in  the  wound. 
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The  doctor  always  said,  "  You  cannot  have  any  pain/'  so  that 
I  was  angry  at  last,  and  said,  "Why  should  we  have  any  differ- 
ences? You  always  say  that  I  have  no  pain,  and  I  always  say 
that  I  have  pain;  well,  then,  I  have  no  pain,  to  please  you." 
After  three  weeks  I  was  discharged  as  perfectly  well,  and  I 
went  to  Hamburg,  although  I  could  hardly  walk  on  account 
of  pain  in  the  right  side.  I  believe  it  was  the  scar  after  the 
operation,  because  I  have  heard  often,  when  one's  leg  was 
amputated,  that  the  foot  caused  pain  anyhow.  When  home 
my  condition  got  worse,  so  that  I  had  to  hunt  up  my  family 
physician  again.  He  consulted  the  specialist,  who  ordered  ich- 
thyol,  sitz  baths,  hot  poultices,  iodine,  and,  lastly,  mercurial 
ointment;  and  when,  in  my  astonishment,  I  asked  why  he  used 
such  extraordinary  means,  he  said,  "  In  such  a  severe  case  as 
yours  we  often  have  to  resort  to  extreme  measures." 

I  have  spent  five  or  six  months  of  that  time  in  bed.  When 
I  was  so  far  recovered  that  I  could  go  into  the  horse-car  I  went 
to  take  sea-salt  baths.  Later  I  went  to  A.  During  this  time 
I  met  the  doctor  who  had  confined  me  for  the  first  time.  I 
told  him  of  my  long-sufferings,  and  that  the  possible  cause 
might  be  the  negligence  of  the  midwife  at  that  time.  I  re- 
ceived an  answer  that  "the  child  was  inside  and  that  it  had 
to  come  out."  I  recovered  somewhat,  but  after  being  in  Ham- 
burg just  a  short  time  my  condition  was  the  same  as  before 
and  I  had  to  use  morphine  again.  The  pain  was  always  in  the 
right  side,  in  the  right  leg,  so  that  I  could  not  walk;  I  had 
always  to  drag  the  right  leg.  This  had  been  the  case  since 
the  beginning  of  my  sickness,  March,  1896.  My  physician 
wanted  me  to  be  examined  by  a  specialist,  who  thought  the 
best  thing  would  be  to  open  the  stomach  and  take  out  the  re- 
maining ovary,  but  I  could  not  decide  for  that  until  April.  I 
was  so  bad  I  thought  I  could  not  live  any  longer.  I  did  not  re- 
tain any  food,  and  had  a  sensation  as  though  I  had  a  lump  in  my 
stomach  that  came  up  in  the  throat.  At  the  next  examination 
of  my  physician  he  found  a  large  tumor  in  my  left  side. 
I  do  not  know  whether  I  had  excessive  pain  in  the  left  side. 
Finally  I  decided  for  the  operation.  On  the  12th  of  April  I  was 
examined,  without  anesthetics,  and  I  heard  the  remark  of  the 
doctor  to  the  nurse,  "To  the  right  are  bunches  the  size  of 
eggs  "  ;  but  when  he  felt  of  the  left  I  noticed  that  he  found  the 
right  ones. 

The  operation,  laparatomy  [removal  of  a  densely  adherent 
intraligamentous  cyst  with  the  entire  ligament  and  peritoneum 
down  to  the  vaginal  scar],  was  done  without  any  mishap. 
After  about  four  weeks  I  left  the  clinic;  my  recovery  was  slow, 
because  I  always  felt  pain  in  the  right  side,  so  that  I  said  to 
my  physician  that  I  would  very  likely  have  to  be  again  ope- 
rated on,  for  the  third  time.  I  was  sent  to  the  Pines.  After 
six  weeks  I  returned,  and  I  had  to  go  back  to  the  Poliklinik 
for  treatment.  Every  time  I  get  angry  my  condition  gets 
worse.  A  year  ago  my  husband  left  me,  and  on  Christmas 
night  my  child  was  taken  sick  and  had  to  be  taken  to  the 
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hospital  in  an  ambulance.  I  was  then  so  much  excited  that  my 
pain  grew  very  bad.  I  had  to  go  to  bed  in  January  for  some 
time,  and  applied  heat.  I  was  sent  to  the  country  once  more, 
and  I  recovered  very  well  in  five  weeks.  After  a  short  time 
a  pain  in  the  right  side  recurred  with  severity.  I  went  to  the 
Poliklinik  and  heard  the  doctor  say  to  a  third  person  :  "In 
this  woman  there  is  nothing  left  to  be  removed.  The  internal 
organs  are  all  gone."  I  got  sitz  baths,  but  the  pain  would 
always  come  back.  I  had  to  go  to  the  clinic  and  be  treated 
with  ichthyol  tampons.  I  was  told  to  come  back,  but  I  had  a 
sensation  as  though  the  doctors  thought  I  came  for  my  enjoy- 
ment. 

This  is  her  report.  The  patient  then  came  to  our  Poliklinik. 
She  was  anemic,  had  typical  hyperesthesia  of  the  right  ab- 
dominal wall,  hyperesthesia  of  the  right  side  on  internal  ex- 
amination. When  her  skin  sensitiveness  was  tried  with  a  pin 
she  fainted.  The  pharynx  and  ocular  conjunctiva  were  anes- 
thetic. Over  the  spine  were  painful  points.  The  patient  was 
treated  with  the  galvanic  current,  as  in  every  case,  and  in  her 
second  week  said  she  was  better  than  ever  before.  It  is  now 
eight  weeks  since  this  treatment  was  begun,  and  she  is  much 
improved.  She  does  not  complain  of  pain.  She  has  cleaned 
up  her  own  room,  which  has  been  an  impossibility  for  her  for 
the  past  five  years.  After  that  her  mother  was  sick  and  she 
helped  her;  she  had  to  clean  four  rooms.  Formerly  in  wash- 
ing only  a  few  pairs  of  stockings  she  had  to  put  the  wash  pail 
on  two  chairs  in  front  of  her  and  to  sit  down  on  another  one, 
in  case  she  should  feel  bad. 

Now  she  can  stand  up  and  do  her  own  washing  and  that  of 
her  child.  It  is  interesting  to  note  that  psychical  excitement 
is  always  active  in  retarding  an  improvement.  Recently  she 
went  to  B. ,  met  her  husband,  and  found  that  he  wanted  to  sell 
out  the  business  she  helped  to  build  up;  at  once  the  pain  in  the 
right  side  and  back  returned.  She  felt  as  though  some  one  had 
poured  a  pail  of  cold  water  on  her  and  that  she  would  faint. 
She  was  taken  to  the  house  and  put  into  bed.  After  a  few 
seances  with  the  galvanic  current  and  some  suggestion,  we 
soon  reached  a  condition  similar  to  the  one  prior  to  the  ex- 
citement. 

This  recurrence  was  of  short  duration,  and  the  good  appear- 
ance of  the  woman  and  the  disappearance  of  her  lump  force 
me  to  believe  that  we  may  have  a  permanent  cure.  Although 
she  is  free  from  pain,  the  hyperesthesias  are  still  present. 

My  endeavor  is  to  get  the  patient  away  from  her  nervous 
relatives  and  establish  a  small  business  for  herself  and  to  direct 
her  attention  away  from  her  sensations. 

III.    CASES   IN   WHICH   GYNECOLOGICAL   LESIONS   ARE   PRESENT 
THAT   ARE   IN  DIRECT   RELATION   TO   THE   PAIN. 

Until  now  we  have  seen  cases  in  which  there  was  nothing 
gynecological  to  account  for  the  pain.     Further,  we  have  noted 
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cases  where  there  was  considerable  pathological  change  in  the 
genitals,  for  which  operations  were  done  without  influence  on 
the  pain. 

It  is  self-evident  that  we  must  have  numerous  cases  in  which 
there  are  minor  conditions  in  connection  with  the  sensation  of 
pain,  and  by  removal  of  these  the  pain  may  also  be  removed. 
These  cases  are  of  the  greatest  interest  to  gynecologists.  Expe- 
rience teaches  that  the  connection  between  local  disease  and 
hysterical  pain  is  frequently  not  a  direct  one,  but  it  may  be 
indirect  in  that  the  local  suffering  is  a  provoking  agent  for 
true  hysteria.  Let  us  remove  the  local  trouble;  the  patient  will 
profit  by  it,  even  if  the  hyperesthetic  area  continues.  The 
main  object  of  this  work  is  to  call  attention  to  the  importance 
of  these  hyperesthesias,  so  that  we  may  not  interpret  them 
falsely  or  be  led  by  their  presence  to  renewed  gynecological 
treatment. 

A  short  examination  on  a  neurological  basis  in  doubtful 
cases,  and  consultation  with  a  neurologist,  will  always  clear  the 
case.  Furthermore,  it  is  important  to  know  that  these  patients 
can  be  relieved  of  the  pain,  and  that  the  hysteria  can  be 
brought  back  within  the  limits  of  normal  hysteria  and  so  be 
without  complaint. 

Case  XVI. — Pain  in  right  side  is  i^efeiTed  to  a  retroflex- 
ion of  uterus  and  endometritis,  but  persists  after  removing 
the  local  trouble.  Hyperesthesia  of  the  abdominal  ivall 
disappears  on  application  of  galvanic  current. 

Mrs.  H.,  29  years  old.  First  menstruated  at  12,  regular  and 
painless;  one  living  child  6  years  of  age;  since  then  several 
abortions,  last  one  a  year  ago.  Complains  of  pain  in  right 
side,  especially  while  at  work  and  during  menstruation.  The 
pain  began  after  the  confinement  six  years  ago,  but  has  in- 
creased in  severity  since  the  last  abortion.  She  has  leucor- 
rhea,  soreness,  excessive  menstruation. 

Examination  shows  endometritis,  erosion,  retroflexed  uterus; 
appendages  normal.  Was  curetted  a  year  ago  for  fungous  en- 
dometritis; reposition  of  uterus;  Hodge  pessary.  For  a  time 
she  was  satisfied  with  the  result  of  the  treatment,  but  came 
back  after  a  few  months  with  complaints  of  pain  in  the  right 
side,  which  is  worse  when  lifting,  stooping,  or  at  night  in  bed. 
Menstruation  normal;  erosions  healed;  no  leucorrhea;  uterus 
in  normal  position,  retained  by  pessary.  Hyperesthetic  zone 
to  the  right  above  the  symphysis,  size  of  a  hand.  Anesthesia 
of  pharynx  and  bulbar  conjunctiva.  Relates  now  that  she  was 
treated  eighty-two  times  with  electricity,  when  a  girl,  for  St. 
Vitus'  dance.  Ten  years  ago  she  struck  her  head  against  a 
window;  since  then  has  circumscribed  pain  in  head,  which  is 
markedly  worse  after  excitement  (clavus). 
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After  a  few  applications  of  the  constant  current  to  the  hyper- 
esthetic  areas  she  asserts  that  her  pain  is  gone  and  that  she  can 
work  as  in  former  years.  Since  then  a  year  has  passed.  I  see 
her  occasionally,  as  she  comes  to  have  her  pessary  cleaned  and 
reports  again  she  feels  well,  can  work,  and  the  pain  is  gone. 

Case  XVII. — Retroflexion  of  uterus.  Pain  in  right  lower 
abdomen  seems  to  depe^id  on  it.  A  hysterical  hyperesthesia 
is  favorably  influenced  by  treatment. 

Mrs.  J.,  23  years  old.  First  menstruated  at  12,  painful;  two 
living  children,  last  one  two  years  ago;  comes  from  hemopathic 
family;  suffers  much  from  migraine.  Comes  on  account  of  a 
dull  pain  in  right  abdomen,  which  she  has  noticed  since  her 
last  confinement.  The  pain  extends  down  to  the  right  knee 
and  into  the  toes.  It  is  dependent  on  psychical  excitement. 
Has  backache,  weakness  when  standing  or  walking ;  retro- 
flexed  movable  uterus. 

After  reposition  of  uterus  and  the  introduction  of  a  pessary 
the  pain  remains  about  the  same.  Nothing  abnormal  in  the 
genitals.  Hyperesthesia  of  right  abdominal  region:  anesthesia 
of  pharynx  and  conjunctiva  bulbi;  painful  pressure  points 
over  the  sacrum  and  at  exit  of  left  sciatic  nerve. 

Soon  after  the  first  application  of  the  galvanic  current  she 
thought  she  felt  better.  After  four  visits  she  was  entirely  re- 
lieved. Just  as  phenomenal  and  impressive  as  the  symptoms 
of  hysteria  are,  so  often  are  the  therapeutic  effects.  This  pa- 
tient suffered  four  years  from  pain;  was  treated  with  the  gal- 
vanic current  four  times  and  entirely  cured.  It  is  now  half  a 
year  since  the  treatment.  I  saw  her  recently  and  she  said  that 
her  pain  had  not  returned. 

Case  XVIII. — Because  of  pain  in  the  left  side  and  a 
retroflexion  a  vagiyio fixation  was  done.  The  patient  as- 
serts that  the  operation  has  been  of  no  use.  The  pain  re- 
mains the  same.  Cured  by  application  of  the  constant 
current. 

Mrs.  W.,  32  years  old.  First  menstruated  at  16;  duration 
eight  days.  Married  seven  years  ago;  never  bore  any  chil- 
dren. Two  and  a  half  years  ago  operated  on,  on  account  of 
pain  in  the  lower  part  of  abdomen  and  displacement  of  uterus. 
Had  fever  after  the  operation  for  three  weeks  and  lay  at  her 
house  for  some  time  with  ice  on  an  inflamed  gland  (bubo). 

The  pain  of  inflammation  at  that  time  she  could  distinctly 
distinguish  from  her  former  pain.  The  latter  was  absolutely 
not  influenced  by  the  operation.  These  pains  bring  the  pa- 
tient to  me.  She  believes  they  are  worse  than  before  fixing  the 
uterus.  The  surgeon  who  operated  used  many  remedies  for 
the  pain,  and  said  at  last  it  must  be  of  a  nervous  character. 
The  neurologist  who  was  consulted  said  that  it  must  come 
from  the  deeper  parts  that  could  not  be  reached  without  the  lapa- 
ratomy.  Curetting  was  proposed.  She  was  of  florid  appear- 
ance, corpulent  and  difficult  to  examine,  aud  of  hysteria  nothing 
could  be  made  out.     She  had  a  vaginal  fixation  scar.     On  com- 
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bined  examination  she  complained  of  sticking  pain  in  the  left 
side.  The  abdominal  muscles  contracted  so  that  we  had  the 
sensation  of  an  exudate.  This  sensation  of  resistance  was  so 
marked  that  I  treated  her  with  iodine  applications,  ichthyol 
tampons,  and  sitz  baths.  The  absolute  failure  of  the  remedies, 
and  particularly  of  the  sixteen  sea  salt  baths,  surprised  me. 
Now  I  examined  her  for  hyperesthesias  of  the  abdominal  walls, 
and  got  from  the  patient  the  typical  reply:  "  That  is  my  pain.'' 
I  pinched  the  skin  to  the  right  and  the  left.  Great  was  the 
astonishment,  and  especially  the  joy,  of  the  patient  when,  im- 
mediately after  the  first  application  of  the  galvanic  current, 
the  pain  improved  materially.  After  a  treatment  of  two  or 
three  weeks  it  disappeared,  and  the  patient,  when  she  came  to 
see  me  after  three-quarters  of  a  year,  could  hardly  find  words 
to  thank  me  for  freeing  her  from  the  pain  from  which  she  had 
suffered  for  years  without  any  relief  after  operation. 

Case  XIX. — The  pains  are  referred  to  chronic  metritis  and 
endometritis.  After  curetting  and  failure  of  all  therapeutic 
measures,  we  find  the  seat  of  abnormal  sensation  in  the  ab- 
dominal skin.     Favorably  influenced  by  galvanic  current. 

Mrs.  H.,  34  years  of  age.  First  menstruation  at  14;  profuse 
and  painful.  Four  children  without  assistance,  childbirth 
normal.  Then  she  had  an  abortion,  followed  by  sepsis.  She 
was  in  bed  then  for  three-quarters  of  a  year,  and  was  cut 
all  over  the  body  (pyemic  abscesses).  The  second  abortion 
brought  the  patient  to  me  at  the  Poliklinik  three  months  ago. 
She  complained  of  backache,  whites,  excessive  menstruation, 
heaviness  in  the  stomach,  pains  in  the  region  of  the  intercostal 
nerves.  Examination  showed  retroflexion  of  the  uterus, 
laceration  of  the  cervix  to  the  right,  purulent  leucorrhea,  and 
intercostal  neuralgia.  On  local  application  of  ichthyol  and  of 
sitz  baths,  the  difficulty  improved  and  the  patient  stayed  away 
for  three  years.  The  consequence  of  another  abortion  brought 
her  back  to  us  (provoking  agent).  She  bled  three  weeks  inces- 
santly, and  complained  of  pain  in  the  left  side  of  abdomen  and 
of  lumbar  pain.  We  treated  her  now  for  three  months  with 
all  sorts  of  remedies  (cold  compresses,  sitz  baths,  chloroform 
liniment,  massage,  had  her  give  up  using  the  sewing  machine, 
etc.),  but  without  any  results  as  to  her  pain.  The  uterus  was 
still  fixed  and  the  menstruation  very  profuse.  We  therefore 
■curetted  her.  Nothing  was  found  in  the  uterus;  the  operation 
was  more  unfavorable  than  beneficial.  We  then  first  looked  for 
hyperesthetic  zones,  and  pinching  to  the  right  and  the  left 
showed  the  marked  difference  of  sensitiveness.  To  the  left  she 
flinches  and  moans;  besides  there  is  an  anesthesia  of  the  phar- 
ynx and  ocular  conjunctiva.  Iron  medication  and  the  gal- 
vanic current  brought  rapid  relief  and  speedy  recovery. 

Case  XX. — Unsuccessful  gynecological  treatment  for 
pains;  typical  skin  hyperesthesia,  improved  by  the  galvanic 
current,  cured  by  bicycle-riding. 

Mrs.  X.,  age  27.     First  menstruation  at  17,  irregular,  with 
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headache.  Wore  a  pessary  because  of  pain  in  the  abdomen 
which  radiated  into  the  leg.  When  I  removed  this  pessary  a. 
few  months  later  the  patient  did  not  notice  any  difference  in 
her  condition.  She  came  back,  after  half  a  year,  with  dysmen- 
orrhea and  leucorrhea,  pains  in  the  right  side  of  the  stomach, 
in  the  lumbar  region  to  the  right,  headache,  backache,  erosion 
of  the  OS,  endometritis.  Curetted.  As  an  exciting  agent  in  this 
case  we  found  that  the  patient  was  afraid  that  her  friends 
might  learn  of  an  occurrence  in  her  former  life  which  she 
tried  to  keep  secret.  Everything  centred  around  this  point. 
With  the  cure  of  the  endometritis  the  patient's  suffering  was 
not  relieved.  The  leucorrhea  was  gone,  but  everything  else 
remained  as  formerly.  General  massage  had  no  influence. 
The  constant  moaning  and  pain  led  to  an  examination  for 
stigmata,  for  even  this  patient  made  absolutely  no  hysterical 
impression.  The  examination  was  surprising.  We  found  anes- 
thesia of  the  pharynx  and  ocular  conjunctiva,  anesthetic  zones 
on  the  outside  of  the  left  thigh,  on  the  skin  to  the  left  of  the 
umbilicus,  on  the  right  upper  arm,  on  the  mucous  membrane  of 
the  left  cheek,  left  side  of  the  scalp,  and  nasal  mucosa.  On 
the  right  side,  extending  along  the  lower  border  of  the  ribs, 
the  skin  is  also  anesthetic  ;  here  she  complains  of  deep-seated 
pain  (pleuralgia),  which  she  considers  to  be  the  first  symptom  of 
consumption.  To  the  right  on  the  abdominal  skin  is  a  hyper- 
esthetic  zone,  which  is  favorably  influenced  by  the  galvanic 
current.  This  is  also  the  case  with  the  pleuralgia.  She  was 
cured  only  when  I  recommended  her  bicycle-riding.  A  quarter 
of  a  year  later  she  called  on  me  in  a  bicycle  costume,  free  from 
all  difficulties,  to  show  me  a  spot  on  the  knee  she  had  injured. 

Case  XXI. — Hyperesthesia  of  the  abdominal  walls  com- 
plicated tuith  small  cystic  tumor  of  the  same  side. 

Mrs.  X.,  age  40.  I  have  known  her  since  she  was  12  years 
old.  She  was  anemic  when  a  young  girl.  Menstruated  but 
rarely.  Gave  birth  to  two  children.  Had  one  abortion.  In 
connection  with  the  last  one  there  was  a  large  serous  perime- 
tritic exudate,  which  perforated  and  discharged  through  the 
bowel.  Five  years  later  there  was  a  small  cystic  tumor  at  the 
junction  of  the  left  tube  with  the  uterus,  which  reached  dur- 
ing the  following  month  to  the  size  of  a  goose  egf^  and  was 
punctured  through  the  vagina.  She  was  fairly  well  for  the 
next  four  years.  She  was  repeatedly  examined  and  no  tumor 
found.  Four  years  later  she  presented  herself  with  pain  to  the 
left  of  the  umbilicus,  which  could  be  traced  to  hyperesthesia 
of  the  abdominal  walls.  On  lifting  up  a  fold  of  the  skin 
the  patient  moaned  and  described  the  sensation  as  her  pain. 
At  this  time  no  tumor  could  be  found.  The  pain  was  consid- 
erably relieved  by  the  galvanic  current.  About  half  a  year 
later,  when  the  hyperesthesia  disappeared  and  the  pain  was 
almost  entirely  gone,  a  renewed  examination  proved  that  a 
small  tumor,  very  likely  a  peritoneal  cyst,  had  developed,  which 
was  similar  to  the  one  of  four  years  before,  and  was  removed 
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in  the  same  way.  One  and  one-half  years  after,  the  tumor 
had  not  reformed  ;  she  still  had  occasional  burning  pain  on 
the  left  side,  especially  at  the  time  of  her  menstruation,  but  it 
was  never  so  severe  that  medical  aid  was  required.  She  had 
taken  Blaud's  pills  and  had  eaten  well,  and  was  much  im- 
proved. The  first  recurrence  of  the  pain  was  brought  about  by 
the  emotion  caused  by  the  death  of  her  husband.  This  case  is 
especially  interesting,  because  there  was  undoubtedly  a  small 
sensitive  tumor  which  was  by  no  means  the  cause  of  all  the 
trouble  the  patient  presented.  The  pain  disappeared  almost 
entirely  under  galvanic  treatment,  while  the  tumor  was  grow- 
ing, and  when  the  tumor  was  removed  by  puncture,  and  did 
not  recur  for  the  past  year  and  a  half.  She  still  occasionally 
has  her  old  pains;  the  hyperesthesia  is  absent.  Conjunctivae  are 
anesthetic,  pharynx  normal. 

In  this  case  a  surgeon  would  very  likely,  considering  the 
history  of  repeated  puncture  and  the  persistent  pain,  have  per- 
formed laparatomy  ;  and  the  internalist,  just  missing  the  rela- 
tionship between  the  pain  and  the  disappearance  of  the  tumor, 
would  have  looked  for  neuralgia.  The  internalists  and  also 
surgeons  have  all  cause  to  remember  these  hyperesthesias  and 
to  guard  against  any  mistake.  We  have  repeatedly  mentioned 
that  Sticker  calls  attention  to  the  importance  of  hysterical  hy- 
peresthesia of  the  stomach,  and  has  given  an  example  of  it. 
Sticker  reminds  us  that  hysteria,  to  the  casual  observer,  "  is 
apt  to  take  the  semblance  of  an  ulcer  of  the  stomach,  a  heart 
lesion,  or  Basedow's  disease." 

Winscheid  emphasizes  the  risk  of  mistaking  intercostal  and 
pleural  affections  for  hyperesthetic  zones  lying  along  the 
course  of  the  ribs.  Rumpf ,  guided  by  his  large  experience  in 
this  field,  tells  me  that  the  skin  hyperesthesias  in  the  lower 
abdominal  regions,  and  especially  to  the  right,  are  known  to 
him,  because  they  frequently  are  mistaken  for  perityphlitis, 
and  he  also  says  that  he  does  not  know  of  any  publication  on 
the  subject  outside  of  Sticker's  work.  If  an  internalist  over- 
looks the  hysterical  nature  of  a  disease  there  are  not  the  serious 
consequences  that  follow  when  a  surgeon  errs.  Brody  cites 
three  cases  in  which  the  hip  joint  was  exarticulated,  and  on 
suspicion  of  Pott's  disease  hysteria  patients  have  been  kept 
in  bed  for  years  and  treated  with  moxa  and  hot  irons,  only 
because  they  had  a  hyperesthesia  of  the  skin  covering  the 
spinal  cord.  In  renal  surgery  the  view  of  Landau  must  be 
accepted  that  many  hysterics  with  movable  kidney  have  the 
organ  anchored  or  even  extirpated.  Furthermore,  knee  joints 
are  frequently  punctured  without  any  pathological  findings. 
30 
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Trigeminous  resections  have  been  made  in  hysterical  head 
cases.  In  short,  more  or  less  serious  operations  have  been 
undertaken  which  would  not  have  been  done  if  the  patients 
had  been  previously  examined  for  stigmata,  and  surgery  had 
in  the  meantime  endeavored  to  guard  against  such  mistakes 
by  coining  the  names  pseudo-Pott's  disease  and  hysterical 
coxalgia.  The  surgical  text  books  now  have  special  chapters 
on  this  subject,  and  gynecology  ought  to  have  the  same  in 
reference  to  hyperesthesias  of  the  abdominal  walls,  but  we 
find  nothing  concerning  this  in  gynecological  text  and  hand 
books.  At  least  I  have  hunted  for  such  literature  unsuccess- 
fully. A  special  chapter  on  hysteria  we  find  only  in  Fritsch's 
book,  and  here  Charcot's  stigmata  are  described.  He  also 
speaks  of  hemicrania,  hyperesthesia  of  the  scalp,  the  joints, 
intercostal  neuralgia,  muscular  neuralgia,  neck  and  shoulder 
pains,  and  sensitiveness  of  single  vertebrae,  coccygodynia, 
sciatica,  and  lumbar  neuralgia. 

I  have  looked  over  all  the  year  books  of  Frommel,  under  all 
headings,  and  do  not  find  anything  that  I  could  use  as  litera- 
ture. In  a  lecture  on  neuroses  of  the  female  genital  organs 
Olshausen  '  mentions  hysteria  in  one  place  only,  and  that  when 
talking  about  ovarian  neuralgia  (see  second  part  of  this  paper). 
Even  in  the  French  literature,  where  one  would  expect  that 
the  teachings  of  Charcot  would  have  had  a  beneficial  influ- 
ence on  gynecology,  I  find '  very  little  about  this.  Landau ' 
deserves  the  credit  of  having  first  called  attention  to  hysteri- 
cal pain,  but  his  publication  has  not  met  with  the  attention 
it  deserves.  Besides  Landau's  work  I  find  only  two  small 
pamphlets  by  Winscheid  *  on  hysterical  pains.  Here  he  calls 
attention  to  the  pain  in  the  abdomen  below  and  above  the 
navel  and  to  the  pain  in  the  inguinal  fold  and  the  adjoining 
parts  of  the  thigh.  He  says  that  he  could  find  nothing  in  the 
text  books  about  these  localizations.  I  did  not  find  these  pub- 
lications of  Winscheid's  until  my  work  was  almost  completed. 
I  am  sorry  about  this,  as  in  treating  my  patients  I  should  have 
paid  more  attention  to  certain  points  that  he  lays  stress  on, 
especially  on  the  increase  of  the  patellar  reflex  and  the  artificial 
excitability  of   the  ovaries  in  hysterics.     My  material  being 

1  Zeitschrift  f.  Geb.  und  Gyn.,  No.  22. 

2  Auvard's  "  Douleurs  d'Origine  genitale  chez   la    Femrae."     Arch,  de 
Tocol.,  April,  1896. 

"  By  his  case  mentioned  in  the  beginning  of  this  paper. 
*  Monatsschr.  f.  Geb,  und  Gyn.,  Bd.  ii. 
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purely  gynecological,  and  that  of  Winscheid  purely  neuro- 
logical, they  are  therefore  materially  different,  and  Winscheid 
should  have  accepted  my  work  as  a  desirable  addition  to  our 
knowledge  in  this  field.  I  would  mention  in  this  place,  as  I 
have  said  in  the  beginning  of  this  paper,  that  my  attention  was 
called  spontaneously  to  the  significance  of  the  hyperesthetic 
zones  of  the  abdominal  skin,  and  I  have  sought  in  vain  in 
gynecological  writings  for  an  explanation  of  my  findings. 
Seven  years  ago  I  spoke  to  Dr.  A.  Sanger  on  this  subject  and 
"told  him  of  a  few  of  my  experiences.  The  use  of  the  galvanic 
current  was  also  my  own  idea.  I  used  it  where  all  remedies 
had  failed  and  when  my  apparatus  was  accidentally  out  of 
order,  and  I  succeeded  in  getting  only  from  three  to  six  mil- 
amperes.  I  observed  that  just  this  strength  of  the  current 
could  be  used  to  better  effect  than  the  stronger  currents,  which 
■of  themselves  caused  pain.  I  will  now  continue  the  enumera- 
tion of  cases  in  which  hyperesthesia  was  coincident  with  gyne- 
cological disorder. 

Case  XXII. — Hyperesthesia  of  the  abdominal  wall  of  the 
left  side,  dependent  on  a  retroflexed  uterus.  Transient 
improvement  after  vaginal  fixation.  Hyperesthesia  of  the 
skin  and  contractions  of  the  abdominal  muscles.  Phantom 
iumor.     Pain  favorably  influenced  by  the  galvanic  current. 

Mrs.  M.,  22  years  old;  menstruation  at  15,  painful  and  irreg- 
ular. Was  very  chlorotic  as  a  girl.  Had  severe  attack  of 
typhoid  five  years  ago  {agent provocateur).  Vaginal  fixation 
was  done  by  some  one,  one  and  a  half  years  ago,  for  severe 
pain  and  constipation.  Half  a  year  after  the  operation  the  pain 
improved,  but  now  it  has  returned  gradually  and  is  worse  than 
before.  The  family  physician,  who  has  considerable  dexterity 
in  gynecological  examinations,  thought  he  could  feel  a  dis- 
tinctly painful  tumor  on  the  left  side  two  months  ago,  but  on 
•closer  examination  nothing  of  the  kind  can  be  found  (phantom 
tumor).  The  patient  is  sent  to  me  because  of  pain  on  the  left 
«ide.  She  designates  it  as  a  constant  burning,  especially 
severe  on  exertion  and  at  the  time  of  menstruation.  She  is 
constipated,  and  all  sorts  of  remedies  are  used  for  it.  She  has 
typical  hyperesthesia  of  the  skin  to  the  left  of  the  umbilicus 
down  to  Poupart's ligament.  When  the  skin  over  the  abdomi- 
nal muscles  is  touched  or  pressed  they  contract,  so  that  there 
is  a  distinct  sensation  of  a  thickening  or  tumor.  She  has  a 
vaginal  fixation  scar.  The  uterus  is  retroflexed  and  retroverted. 
The  retrouterine  folds  are  shortened  and  sensitive.  The  bulbar 
conjunctiva  and  even  the  cornea  are  anesthetic,  as  well  as  the 
pharynx.  Rapid  improvement  of  the  patient  after  the  use  of 
the  galvanic  current.  Bowels  move  spontaneously  without 
laxatives.     I  saw  the  patient  eighteen  months  after  this  treat- 
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ment,  and  she  told  me  the  pain  to  the  left  was  occasionally 
present,  but  was  never  so  severe  as  to  require  treatment.  The 
constipation  has  not  returned. 

Case  XXIII. — Has  distinct  agents  provocateurs.  Hyper- 
esthetic  zone  to  the  right.  Excessive  pain.  After  removal 
of  the  same  by  galvanic  treatment,  she  had  to  he  curetted 
because  of  irregular  bleeding  from  hypoplastic  endometri- 
tis. In  this  case  we  reverse  the  treatment.  First  we  re- 
move the  pain  and  then  relieve  her  gynecological  trouble. 
Proved  that  each  affection  ivas  from  an  independent  cause. 

Mrs.  X.,  widow,  32  years  old.  First  menstruation  at  15,  reg- 
ular, with  severe  pain.  Had  one  child  thirteen  years  ago;  three 
abortions,  two  since  the  last  confinement.  Since  the  last  mis- 
carriage, seven  years  ago,  menstruation  has  been  profuse,  in 
clots,  and  painful.  Her  mother  was  very  nervous,  also  her 
grandmother.  When  her  husband,  who  was  thirty-five  years 
older  than  she,  died  a  year  and  a  half  ago,  her  financial  situation 
became  very  complicated  and  uncertain  [agent provocateur, 
psychical  trauma).  Complains  constantly  of  pain  in  the  right 
side,  different  from  that  at  menstruation.  It  is  a  burning,  and 
dependent  on  psychical  excitement.  The  uterus  is  enlarged. 
The  combined  examination  on  the  right  side  is  made  difficult 
by  hyperesthesia  of  the  abdominal  walls,  because  on  pressure 
the  muscles  contract  at  once.  Anesthesia  of  the  cornea,  con- 
junctiva bulbi,  pharynx,  and  mucous  membrane  of  the  mouth 
and  of  the  nose.  The  hands  of  the  patient  are  cold,  but  she 
does  not  have  the  sensation  of  cold.  On  examination  with  a 
pin  the  hands,  forearms,  feet,  and  legs  prove  to  be  entirely 
analgesic.  Patient  knows  nothing  about  this  abnormality. 
She  does  not  appear  to  be  hysterical.  The  hyperesthesia  is 
relieved  after  a  few  applications  of  the  constant  current,  but  it 
is  evident  now  that  we  have  to  treat  her  pelvic  trouble.  On 
account  of  the  irregular  and  profuse  menstruation,  the  thick- 
ened endometrium  was  removed  with  the  curette.  To  keep 
away  the  sensation  of  fainting,  she  used  to  take  large  quanti- 
ties of  cognac  at  night;  she  drank  Wiirzburger  beer  in  order 
to  go  to  sleep.  The  effect  of  the  alcohol  attracted  attention  in 
this  particular  direction.  She  now  takes  syrup  of  the  hypo- 
phosphites,  is  abstinent,  and  rides  a  bicycle.  Her  relatives 
could  not  understand  how  such  a  severely  suffering  woman 
could  ride  a  bicycle,  but  it  agrees  with  her  very  well.  She 
learned  easily  and  finds  great  pleasure  in  it.  Does  not  now 
complain  of  pain. 

In  Case  24  I  could  find  no  other  signs  of  hysteria  than 
hyperesthesia  and  painful  pressure  points  in  the  back,  which 
were  quickly  relieved  by  the  galvanic  current.  Looking  over 
the  history  of  the  patient,  whom  I  have  known  for  the  past 
ten  years,  I  believe  that  I  would  have  relieved  her  suffering 
had  I  understood  her  case.     It  is  possible  that  stigmata  may 
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be  absent  just  at  the  time  when  we  are  looking  for  them.  Dr. 
A,  Sanger  states  that  they  disappear  very  quickly,  only  to 
appear  again.  They  are  supposed  to  be  absent  when  hyste- 
ria is  relieved,  to  reappear  when  new  agents  provocateur's 
act.  In  this  particular  case  Dr.  Sanger  found  limitation  of  the 
field  of  vision  while  her  daughter  was  being  treated  by  him 
for  grand  hysteria. 

Case  XXIV. — Mrs.  X.,  40  years  old.  First  menstruation  at 
13,  irregular,  with  pain;  inclination  to  fainting.  Gave  birth 
■fco  five  living  full  term  children.  At  the  first  confinement,  by 
forceps,  her  cervix  was  deeply  torn.  When  I  saw  her  she  had 
pain  in  the  right-  side,  extending  into  the  thigh,  appearing 
principally  at  night  and  disturbing  her  sleep.  There  was  a 
suspicion  of  hysteria,  because  of  hyperesthesia.  There  is 
leucorrhea  and  backache.  There  was  a  deep  cervical  tear,  a 
small  cervical  polyp,  a  retroflexed  uterus,  and  endometritis. 
The  erosions  and  the  leucorrhea  were  soon  cured  by  removal 
of  the  polypi  and  local  treatment  with  pyroligneous  acid,  but 
the  pain  persisted.  It  improved  occasionally  by  massage,  but 
was  not  influenced  by  belladonna  plasters  and  other  remedies. 
I  had  hoped  to  relieve  the  woman  by  Emmet's  operation.  It 
was  performed,  but  the  pain  persisted.  The  pains  were  not 
influenced  by  ichthyol  tampons  and  the  wearing  of  a  pessary. 
I  had  not  seen  the  patient  for  a  number  of  years  until  recently, 
when  she  came  to  me  again  for  a  pain  in  the  right  side.  I 
now  found  the  hyperesthesia  and  the  pseudo-ovarian  zone  to  the 
right,  and  on  pinching  the  skin  she  designated  without  hes- 
itation this  sensation  as  her  long-lasting  pain.  This  was  re- 
lieved by  the  usual  treatment.  In  this  patient  the  pharyngeal 
reflex  was  present  and  the  conjunctivse  were  not  anesthetic. 
A  few  sensitive  places  on  the  back  were  the  only  abnormal 
signs  I  could  find. 

Case  XXV. — Hyperesthesia  of  the  abdominal  skin  on  the 
right  side  tvas  attributed  by  another  physician  to  inflam- 
mation; was  then  treated  with  a  pessary;  laparatomy 
advised.  The  pain  and  the  persistent  constipation  dis- 
appear after  galvanic  treatment  and  iron  medication. 

Mrs.  X.,  28  years  old.  First  menstruated  at  15,  regular, 
painful,  excessive.  Married  three  years;  no  children.  Suffers 
from  migraine.  Says  that  she  has  been  treated  for  pain  in  the 
right  side.  Her  physician,  a  specialist,  considered  the  pain  at 
first  due  to  an  inflammation,  then  to  a  displacement  of  the 
uterus.  When  it  did  not  disappear  on  the  introduction  of  a 
pessary  and  other  therapeutic  measures,  he  said  that  if  the  pain 
persisted  an  abdominal  section  would  be  necessary  to  relieve 
her.  She  comes  to  me,  not  on  account  of  her  sterility,  but  for 
a  persistent  pain  in  her  right  side,  increased  by  walking  and 
exercise  of  any  kind.  It  is  present  at  night,  and  she  can 
therefore  not  lie  on  the  right  side.     Any  excitement  makes  it 
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more  severe.  She  is  constipated.  For  the  past  three  years  she 
has  had  a  bad  digestion  and  anemia.  Uterus  is  normally- 
placed;  the  external  os  is  the  size  of  a  pinhead,  right  perime- 
trium slightly  thickened.  Hyperesthesia  of  the  skin  from  the 
right  of  the  umbilicus  down  to  Poupart's  ligament.  The  con- 
junctivae are  anesthetic.  At  the  end  of  the  last  rib  on  the 
right  side  is  a  spot  sensitive  to  pressure.  After  the  first  appli- 
cation of  the  galvanic  current  the  patient  says  that  she  has  not 
had  as  little  pain  for  months.  In  the  course  of  the  treatment 
the  pain  disappeared  entirely.  Once  she  grew  slightly  worse 
when  she  took  a  relative  of  hers  to  an  aurist;  while  she  was- 
waiting  in  the  reception  room  she  suddenly  heard  some  one 
cry  in  narcosis.  She  was  frightened  and  felt  the  pain  at  once 
to  the  right  in  the  abdomen.  Several  months  have  passed  now 
since  the  treatment  and  the  result  remains  the  same.  She 
went  on  a  sea  voyage  with  her  husband  and  was  entirely  free 
from  pain.  She  can  walk  quite  a  distance  without  pain  and 
does  not  notice  any  on  climbing  stairs.  The  constipation  has 
disappeared. 

Case  XXVI. — The  principal  complaint  is  a  glandular  en- 
dometritis. After  recover^y  from  it  there  is  still  persistent 
burning  pain  to  the  right,  hyperesthesia  of  the  abdominal 
skin,  and  other  stigmata.  Immediate  relief  through  galvan- 
ization and  iron  7nedication. 

Mrs.  X.,  30  years  old.  Menstruation  at  13,  irregular,  fre- 
quent, of  long  duration,  profuse,  and  very  painful.  Chlorotic 
when  a  girl.  Menstruation  stayed  away  once  for  half  a  year. 
She  was  treated  for  rheumatic  headaches  and  migraine  in  a 
massage  institute,  for  neuralgia  by  a  neurologist,  and  for  in- 
sufficiency of  the  eye  muscles  and  limitation  of  the  field  of 
vision  by  an  oculist.  She  wears  prismatic  glasses .  Met  with  an 
accident  while  riding  a  bicycle:  the  bar  of  her  bicycle  was  forced 
against  the  left  side  of  her  abdomen  {agent  provocateur^). 
Since  then  she  has  had  pain.  Soon  after  that  she  had  a  se- 
rious phlegmon  in  the  neck,  which  necessitated  a  large  incision. 
She  was  treated  at  that  time  for  erosion  of  the  cervix.  Soon 
after  that,  when  I  saw  her,  she  had  no  erosion.  The  uterus 
was  distinctly  enlarged  and  sensitive,  so  that  I  made  a  diagno- 
sis of  endometritis.  Four  months  later  the  patient  came  to  me 
for  a  purulent  flow  and  clots  at  menstruation  of  seven  days' 
duration.  She  was  curetted  and  a  considerable  amount  of 
thickened  mucosa  removed  (glandular  endometritis).  She  was 
only  slightly  benefited,  and  after  a  few  months  she  was  curetted 
again  without  an  anesthetic,  and  but  little  removed  this  time. 
After  a  six  months'  journey  she  returned  to  me  again,  still 
complaining  of  pain  in  the  right  side.  Sea-salt  baths  were 
without  any  effect.  The  condition  of  affairs  led  nie  to  suspect 
hysteria.  The  patient  is  a  calm,  composed  woman,  but  she  is 
anemic,  and  a  distinct  hyperesthetic  zone  can  be  made  out  to 
the  left.  The  patient  is  surprised  that  I  discovered  the  pain 
when  pinching  the  abdominal  skin.     There  is  anesthesia  of  the 
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conjunctiva  and  pharynx,  epigastralgia,  painful  pressure  points 
at  the  end  of  the  last  left  rib,  and  right-sided  migraine.  Sen- 
sitiveness over  the  scalp  is  reduced.  Every  psychical  excite- 
ment increases  the  pain  in  the  left  side  of  abdomen,  the  pain  in 
the  region  of  the  stomach  and  the  left  lower  rib,  as  well  as  the 
migraine.  When,  for  example,  the  patient's  sister  died  unex- 
pectedly all  this  reappeared  with  great  severity.  The  first 
seance  with  the  galvanic  current  relieved  the  pain  at  once. 
By  her  frequent  visits  to  the  doctor  she  has  grown  to  be  very 
critical,  is  very  sceptical  about  entering  on  a  new  treatment, 
and  does  not  believe  that  there  will  be  any  success.  While  I 
relieved  by  galvanization  and  iron  the  hyperesthesia  of  the 
abdominal  walls  and  the  pain  radiating  from  it,  I  was  not  suc- 
cessful with  the  migraine  and  other  slight  difficulties. 

Case  XXVII. — Severe  dysmenorrhea,  endometritis,  pain 
persistent  after  curetting,  hyperesthetic  zone  to  the  right 
of  umbilicus.  Sleeplessness,  not  yielding  to  any  narcotic, 
was  favorably  influenced  by  the  galvanic  current,  but  the 
result  was  not  lasting. 

Mrs.  X.,  33  years  old.  An  eight-months  child.  Was  weakly 
during  her  first  years  of  life.  Father  highly  nervous.  Patient 
was  very  much  petted.  First  menstruation  at  19  and  without 
pain.  Since  her  nineteenth  year  she  has  had  increasing  pain  be- 
fore and  during  the  flow,  accompanied  by  headache,  sleepless- 
ness, and  loss  of  appetite.  The  dysmenorrhea  the  last  time  was 
so  excessive  that  the  patient  had  to  stay  in  bed  for  eight  days  and 
the  entire  house  was  held  in  alarm.  There  was  also  constant 
pain  in  the  right  side  of  the  abdomen.  Considerable  purulent 
fluor.  Anemic  girl.  Virgin.  Because  of  the  history  of  pain- 
ful menstruation,  which  had  resisted  all  remedies  of  the  fam- 
ily physician,  and  especially  because  of  the  purulent  fluor  and 
the  pain  in  the  right  ovarian  region,  an  examination  was  made 
under  narcosis.  We  found  an  erosion  (with  intact  hymen),  a 
purulent  cervical  catarrh,  and  endometritis.  Curetting  was 
therefore  done  (endometritis  interstitialis  and  glandularis). 
The  behavior  of  the  patient  after  this  operation  was  such  that 
we  regarded  the  endometritis  as  unimportant  and  recognized 
the  hysteria  as  the  principal  trouble.  She  had  the  same  pain 
on  the  right  side  as  before.  The  insomnia,  which  was  treated 
with  extreme  doses  of  bromide,  sulfonal,  and  morphine,  per- 
sisted until  she  was  told  that  it  did  not  amount  to  anything  and 
would  disappear  by  itself.  The  menstruation  which  appeared 
in  the  meantime  was  described  as  just  as  painful  as  before  the 
operation.  Her  constipation  disappeared  when  she  was  told 
that  her  intestines,  heart,  and  lungs  would  do  their  required 
work  without  assistance  if  they  were  not  interfered  with. 
This  suggestion  was  supported  by  massage.  I  found  on  the 
right  side,  from  the  ovarian  region  to  the  umbilicus,  an  exceed- 
ingly hyperesthetic  zone.  When  the  massaging  hand  pressed 
over  this  region  she  designated  it  as  the  site  of  her  constant 
right-side  pain,  rolled  her  eyes,  puckered  her  lips,  and  presented 
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a  typical  hysterical  face  {ovarie).  After  two  or  three  seances 
with  the  galvanic  current  the  pain  improved  considerably. 
She  was  put  on  Blaud's  pills  and  left  for  the  country.  The 
next  menstruation  was  slightly  less  painful,  and  now,  after 
eight  weeks,  it  is  considerably  improved.  She  has  gained  in 
weight,  sleeps  regularly,  has  splendid  digestion,  and  does  not 
complain  of  pain  in  her  abdominal  walls.  According  to  the 
latest  report,  the  success  in  this  case  was  not  lasting.  The 
pain  at  menstruation  and  the  pain  in  the  abdominal  wall 
recurred  with  the  old  severity.  I  have  to  mention  here  that 
neither  the  house  physician  nor  myself  was  successful  in  carry- 
ing out  a  rational  psychical  treatment.  In  this  very  much 
spoiled  young  girl  my  suggestion  that  when  she  improved 
slightly  she  should  take  bicycle  lessons  was  not  carried  out. 
We  were  not  even  able  to  meet  the  father  in  order  to  talk  over 
the  condition  of  his  daughter  with  him.  I  was  enabled  to 
persuade  her  to  return  to  me  only  two  or  three  times  for  gal- 
vanization, and  have  not  seen  her  since. 

If,  finally,  in  the  consideration  of  these  hyperesthesias  of  the 
abdominal  walls,  I  enter  rather  minutely  into  therapeutics,  I 
do  so,  not  in  order  to  copy  everything  known  from  the  text 
books,  but  to  give  my  personal  experience. 

Sanger,  with  whom  I  have  treated  a  few  cases,  believes  that 
I  have  special  good  fortune  with  hysterias,  and  this  has  in- 
duced me  to  state  my  methods  and  results.  First  of  all,  the 
physician  must  be  convinced  that  he  can  cure  the  patient;  for 
if  he  proceeds  with  the  conviction  that  a  hysteric  will  remain 
hysterical,  he  will  relieve  her  present  trouble  only  to  have  it 
recur  in  some  other  region  of  the  body.  I  think  the  histories 
I  have  cited  prove  that  we  can  relieve  these  patients  and  reduce 
their  active  hysteria  to  "normal  hysteria."  At  any  rate,  we 
can  banish  pain  for  years  and  make  happy  many  suffering 
women. 

I  come  now  to  the  special  therapeutic  remedies.  We  will 
first  consider  the  galvanic  current  in  its  special  relation  to  the 
hyperesthesias.  This  may  be  a  purely  suggestive  treatment, 
but  I  believe  in  its  specific  virtue  and  refer  to  the  following 
facts. 

First,  it  is  only  very  weak  currents  that  are  of  value.  A 
stronger  galvanic  current  irritates  and  increases  the  pain.  It 
is  the  same  with  the  application  of  the  faradic  current,  for  the 
latter  irritates,  while  I  find  an  explanation  for  my  success  in 
the  sedative  action  of  the  anode.  I  expressed  this  idea  in  con- 
sulting with   Sanger,  and  it   agrees  with   the  experiences  of 
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Boettiger/  Landau/  Winscheid/  and  Auvard/  all  of  whom 
hold  the  same  opinion. 

Second,  we  find  regularly  that  almost  all  hyperesthetic  areas 
are  comparatively  anesthetic  to  the  galvanic  current.  For  in- 
stance, if  on  the  healthy  side  a  current  of  six  milamperes  is 
felt,  we  have  to  use  a  greater  current  on  the  hyperesthetic  side 
to  cause  sensation.  This  is  the  more  remarkable  as  this  area 
is  very  sensitive  to  touch,  pressure,  prick  of  a  needle,  and  other 
things.  We  frequently  hear  the  remark  that  for  a  long  time 
after  the  local  application  of  the  current  the  sensation  remains 
in  the  skin  as  though  the  current  were  still  acting. 

Third,  the  currents  used  are  so  weak  that  the  patient  can 
hardly  feel  them,  or  does  not  feel  them  at  all.  The  imposing 
or  suggestive  factor  is,  therefore,  absent  in  this  treatment.  I 
have  been  successful  in  cases  where  I  did  not  use  this  current 
as  a  remedial  agent,  but  employed  it  in  the  same  way  under 
the  pretence  of  using  it  in  order  to  examine  the  nerves. 

Fourth,  according  to  Pitres,  the  hysterical  zones  lose  their 
temporary  irritability  if  the  patient  is  put  on  an  isolated  stool 
and  is  allowed  to  be  under  the  influence  of  static  electricity  for 
some  time. 

We  must  admit  that  in  all  these  treatments  the  influence 
of  suggestion  cannot  he  excluded.  Yet,  if  suggestion  in  this 
form  has  such  an  extraordinary  usefulness,  it  deserves  to  be 
employed.  Electricity  is  an  agent  to  prove  with,  whether  we 
accept  its  suggestive  or  its  specific  action.  We  have  positive 
results  with  electrotherapeutics,  notwithstanding  the  pessimism 
of  Mobius. 

Now  we  come  to  the  next  therapeutic  factor — "  suggestion.'* 
This  is  without  a  doubt  the  first  and  the  most  important, 
indeed  the  sovereign  remedy. 

The  "  suggestion  "  we  find  in  the  personality  of  the  doctor 
and  in  his  behavior  toward  the  patient.  By  this  only  can  we 
understand  the  success  of  charlatans  and  quacks,  who  have  so 
many  clients,  even  among  sensible  and  intelligent  people.  It 
can  be  explained  only  by  the  fact  that  we  have  an  innumerable 
number  of  normal  hysterics.  I  will  briefly  mention  a  similar 
result  from  my  own  practice.     The  patient,  an  educated  lady, 

'  " Mittheilungen  aus  d.  Grenzgebiet  der  Med.  u.  Chir.,"  Bd.  ii.,  p.  795. 

^  Zeitschr.  f.  Klin.  Med.,  Bd.  vi.,  p.  452, 

'  Monatsschr.  f,  Geb.  u.  Gyn.,  Bd.  ii.  ■*    Archives  de  Tocologie,  xxiii. 
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robust  and  active,  was  without  any  trace  of  hysteria;  indeed, 
she  was  so  healthy  that  she  did  not  complain  of  anything. 
Becoming  pregnant,  she  suffered  from  an  excessive  flow  of 
saUva,  using  daily  dozens  of  handkerchiefs.  While  she  was 
talking  to  me  the  thin  saliva  flowed  from  her  mouth.  She 
became  thin,  sleepless,  and  not  able  to  follow  her  work.  This 
brought  her  to  me.  I  tried  everything  imaginable — bromides, 
belladonna,  quinine,  opium,  the  faradic  and  the  galvanic  cur- 
rent— in  short,  everything  I  knew  of,  without  any  result.  I 
left  town  and  she  went  to  a  quack.  She  told  him  of  her  condi- 
tion, and  he  spoke  abusively  and  roughly  to  her.  He  told  her 
that  it  was  a  very  foolish  habit,  that  it  was  most  ridiculous, 
and  added  in  a  stentorian  voice  that  if  she  didn't  help  herself 
no  man  could  help  her.  The  lady  left  his  house  speechless 
with  indignation,  but  the  ptyalism  left  her  from  that  very 
moment. 

But  it  is  not  right  to  believe  that  we  can  treat  all  cases  in  a 
similar  manner.  Constant  advice  that  they  should  fight  against 
their  trouble,  that  they  should  not  regard  it,  discourages  most 
patients,  because  they  have  tried  to  fight  against  it  a  long  time 
and  know  that  it  is  useless.  We  should  treat  them  in  an  en- 
tirely different  manner.  There  is  an  indirect  method,  to  which 
my  attention  was  called  by  Sanger,  by  which  we  do  not  recall 
her  former  battles  with  herself;  in  fact,  we  do  not  appeal  to 
her  will  again.  We  simply  say,  "Do  not  work  against  it,  it 
is  useless;  when  you  improve  it  will  come  right  by  itself." 

It  is  also  improper  to  ask  the  patient  at  each  visit  how  she 
feels.  Such  questions  have  been  put  to  her  so  frequently  that 
she  begins  to  complain  habitually  on  being  asked  them.  She 
also  begins  to  mistrust,  if  the  doctor  has  first  to  ask,  *'  How  are 
you?"  that  he  may  have  some  doubt  of  his  cure.  It  is  to  be 
considered  as  absolutely  certain  that  she  will  be  relieved,  and 
this  conviction  the  patient  loses  if  the  conventional  question  is 
asked,  "  How  are  you?" 

When  a  slight  benefit  is  noted,  and  only  then,  can  we  appeal 
to  her  will  power  with  some  result,  but  we  will  frequently  hear 
the  answer,  ''I  have  already  tried  that  so  often."  Just  these 
patients  will  try  to  impress  upon  ufe  that  they  have  an  espe- 
cially strong  will  power  and  that  they  do  not  easily  give  up. 
Those  about  them  have  to  be  instructed;  the  patients  have  to 
learn  how  to  subdue  their  sensations,  get  them  under  control, 
and  hide  them  from  themselves.  If  this  point  is  reached,  and 
no  one  talks  of  them  to  themselves,  they  think  a  great  deal  less 
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about  their  ills.  All  this  by  itself  is  suggestive  therapy;  and  if 
the  patient  has  to  come  to  the  doctor's  office,  the  idea  that  she 
has  to  come  to  the  physician,  and  not  the  physician  to  visit  her, 
is  frequently  the  first  link  in  the  chain  of  later  results.  In 
cases  where  all  this  cannot  be  accomplished  I  prefer  to  give 
up  treatment.  In  such  cases  we  do  not  accomplish  anything, 
and  one  is  not  the  proper  physician  for  the  patient.  Even 
Charcot  has  told  hysterical  patients  to  go  to  Lourdes  when  he 
could  not  effect  a  cure  by  his  "  suggestions."  Under  these  con- 
ditions an  attentive  and  careful  going  into  the  history  and  a 
careful  examination  may  clear  the  way  to  successful  psychical 
treatment.  I  have  frequently  wondered  at  the  saying  of  some 
physicians  when  they  spoke  of  their  "disagreeable  hysterical 
patients."  No  human  being  considers  himself  to  be  suffer- 
ing from  pain  just  for  pleasure.  I  therefore  enter  carefully 
on  every  single  complaint,  even  if  their  enumeration  takes 
considerable  time,  and  I  am  under  the  impression  that  this  is 
part  of  my  success  in  such  patients.  In  general  too  much  stress 
is  laid  to-day  on  the  word  "suggestion";  psychical  influence 
designates  much  more  and  is  much  more  correct.  Boettiger 
says:  "One  would  believe  that  it  is  only  necessary  for  the 
physician  to  sit  in  front  of  the  patient  and  tell  her  something"; 
and  Goldscheider  speaks  of  that  old  art,  which  is  now  praised 
as  something  new,  and  is  marked  and  defined  by  the  name  of 
"  treatment  by  suggestion." 

The  third  therapeutic  means  is  removal  from  home  and 
family  and  treatment  in  an  institution.  There  are  families  in 
which  the  members  are  constantly  criticising  each  other,  are 
excited  and  quarrelsome.  In  others  they  constantly  sit  to- 
gether, pitying  each  other,  and  in  attempting  great  kindness 
give  in  to  every  whim  and  every  weakness. 

In  both  of  these  conditions  hysteria  may  be  aggravated. 
This  holds  good  especially  where  there  are  nervous  relatives. 
I  had  occasion  to  treat  two  daughters  of  a  hysterical  mother, 
who  was  constantly  in  bed.  One  had  a  myomotomy  done,  and 
imagined  that  she  could  sleep  only  under  an  expanded  um- 
brella; she  brought  it  with  her  to  the  clinic.  The  other  said 
that  she  was  suffering  from  heart  trouble  and  could  not  ascend 
any  stairs,  was  troubled  at  night  with  frightful  apparitions: 
but  she  had  no  heart  disease.  I  treated  both  of  them,  and 
relieved  them  as  long  as  they  could  be  kept  from  the  too  soli- 
citous care  of  the  mother.  The  Weir  Mitchell-Playfair  cures 
belong  here  (rest  and  food  cure),  which  might  be  useful  where 
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there  is  a  decided  emaciation;  however,  I  believe  less  in  exces- 
sive nutrition — this  will  follow  later  of  itself — than  in  the  effi- 
cacy of  isolation  and  thorough  discipline  of  the  patient,  and  the 
necessity  of  obeying  the  will  of  another.  The  cold-water  cure 
acts  in  a  similar  way  in  full-blooded  people.  It  is  important  to 
remove  the  exciting  cause  by  removing  the  gynecological  con- 
dition, but  no  promise  should  be  made  that  the  hysteria  will  be 
removed  at  the  same  time.  Certainly  some  operations  act 
through  their  moral,  mental,  psychical  influence,  i.e.,  '^sug- 
gestively." We  saw  this,  for  instance,  in  Case  14,  where  on 
removal  of  the  peritoneal  cysts  the  pain  suddenly  disappeared, 
to  recur  again  within  a  few  months  in  the  shape  of  pain  in  the 
scars.  We  can  easily  go  wrong  if  we  suggest  to  ourselves  that 
every  pathological  change  in  the  genitals  must  be  an  exciting 
cause  and  that  the  patient  should  be  operated  upon  to  remove  it. 
Landau'  says:  "From  a  diagnostic  and  therapeutic  stand- 
point, the  interpretation  and  localization  of  hysterical  pain  re- 
quires our  special  attention,  especially  if  it  be  within  the  domain 
of  the  female  pelvic  organs.  The  difficulty  arises  in  that  many 
pathological  conditions  (changes  of  the  position  of  the  uterus, 
inflammation  of  the  uterus  and  its  adnexa)  are  accompanied 
by  similar  sensations  of  pain,  which,  according  to  the  stand- 
point of  the  examiner,  can  be  interpreted  as  sources  of  the 
pending  disease;  since  it  lies  in  the  nature  of  things  that 
where  pain  is  complained  of,  coincident  pathological  changes 
are  looked  upon  as  the  cause  of  the  pain.  And  similar  diseases 
are  then  assumed  on  the  basis  of  analogical  conclusions  when- 
ever a  painful  sensation  happens  to  coexist  with  the  pain 
caused  by  an  organic  complaint."  This  source  of  error  will 
always  remain,  but  it  is  quite  sufficient  to  call  attention  to 
the  frequent  occurrence  of  hyperesthesia  in  order  to  make 
it  less  formidable.  In  this  respect  it  is  important,  in  order 
to  enable  him  to  judge  of  his  case,  for  the  physician  himself 
to  make  an  examination  under  an  anesthetic.  It  clears  up 
many  cases,  definitely  unmasks  phantom  tumors,  and  leads  to 
a  correct  diagnosis  of  hysteria.  It  is  especially  useful  if  the 
complaint  is  out  of  proportion  to  the  pathological  finding,  but 
even  for  pure  hysteria  the  narcosis  is  of  some  use.  If  one  can, 
after  such  an  examination,  positively  tell  the  patient  that 
there  is  nothing  to  be  found,  that  she  is  perfectly  normal  in 
the  pelvis,  we  frequently  find  that  things  have  changed  like 
magic.  The  patients  do  not  consider  their  sensations,  but  bow 
'  Med.  Wochensschr. ,  1884,  p.  263. 
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before  the  authority  of  the  careful  examination  in  narcosis.  We 
must  also  not  forget  that  the  genitals  are  not  the  only  region 
of  exciting  causes,  but  that,  on  the  contrary,  the  weakened 
general  organism  may  be  the  principal  source.  It  is  much 
more  diflBcult  to  reach  the  exciting  causes  if  they  are  in  the 
form  of  worry  and  the  aggravation  of  domestic  difficulties; 
against  these  occupation  acts  best.  It  is  not  necessary  to  give 
precise  advice  or  orders.  We  should  make  general  sugges- 
tions. Change  in  the  mode  of  living  is  frequently  favorable, 
and  some  patients  who  are  made  to  get  up  at  seven  in  place 
of  nine  o'clock,  and  go  out  for  a  walk  in  all  kinds  of  weather, 
feel  much  better.  Their  sleep  is  much  quieter  the  next  night. 
They  dream  less,  perhaps  because  the  prolonged  horizontal 
position  causes  hyperemia  of  the  brain.  Bicycle-riding  is  of 
great  use.  A  great  number  of  complaining  patients  who  came 
to  my  office  stayed  away  when  they  took  to  the  bicycle,  and  it  is 
remarkable  how  frequently  those  whom  we  trusted  least  in 
their  bodily  strength  show  themselves  as  the  most  active  dev- 
otees of  that  sport.  In  winter  I  recommend  indoor  gymnas- 
tics, long  walks,  and  ice-skating.  Various  other  occupations 
are  of  considerable  use,  as  learning  photography,  the  transla- 
tion of  a  book,  the  mastery  of  the  typewriter  or  stenography, 
or  the  study  of  a  foreign  language.  In  short,  advise  anything 
that  will  excite  a  new  interest  for  the  patient. 

If  we  let  suggestion  at  the  same  time  act  by  saying  that  if 
they  conquer  difficulties  in  their  work  they  will  learn  them- 
selves how  to  find  new  joy  in  life,  we  frequently  reach  sur- 
prising cures.  Occasionally  a  childless  couple  have  been  re- 
lieved by  adopting  a  child. 

Lastly,  we  have  to  speak  of  drugs,  of  which  the  most  im- 
portant is  iron.  Blaud's  pill  should  be  taken  persistently  for 
four  months,  and,  after  an  interval,  as  long  again.  We  cannot 
lay  too  much  emphasis  on  the  fact  that  chlorosis  or  anemia  is 
a  fertile  field  in  which  hysteria  occurs,  and  that  we  always 
strike  the  right  path  when  an  energetic  iron  medication  is  used. 
Occasionally  the  iron  may  be  combined  with  quinine  and  nux 
vomica,  or  alternated  with  the  syrup  of  the  hypophosphites, 
since  all  alcoholics  are  forbidden.  Narcotics  are  of  very  little 
use  in  hysterical  pain,  so  much  so  that  from  this  fact  we  are 
frequently  led  to  make  a  diagnosis  of  hysteria.  Valerian  and 
asaf etida  are  useful  in  convulsive  forms  of  hysteria. 

(To  be  continued.) 
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There  is  a  widespread  impression  among  general  practi- 
tioners that  a  uterine  polyp  is  a  comparatively  simple  condition, 
of  frequent  occurrence,  easily  recognized,  and  always  requiring 
the  same  treatment— avulsion.  Nothing,  however,  is  further 
from  the  truth.  There  is  scarcely  another  disease  of  women 
showing  such  a  variety  in  clinical  history,  termination,  and 
necessary  treatment. 

In  looking  over  my  case  books  for  the  last  eighteen  months 
I  find  an  unusual  number  of  intrauterine  tumors  recorded, 
showing  to  a  marked  degree  the  variety  which  these  growths 
exhibit  in  their  clinical  history.  It  is  convenient,  in  the  analy- 
sis and  study  of  these  cases,  to  divide  them  under  five  sub- 
heads. 

(1)  Complete  Myxomatous  Degeneration  of  a  Large  Sub- 
mucous Mijoma;    Abdominal  Hysterectomy.— This  woman 
was  married,  was  about  35   years  of  age,  and  had  never  been 
pregnant.     Two  years  before  my  first   examination   she  had 
begun  to  exhibit  uterine  symptoms,  which  increased  very  rap- 
idly in  severity.     There  was  great  pain   due  to  the  uterine 
distension,  and  profuse  hemorrhage,  with  constant  discharge  of 
what  she  described  as  a  watery  fluid.     An  examination  revealed 
a  symmetrical  growth,  apparently  of  the  whole  uterus,  which 
seemed  on  external  palpation  and  internal  exploration  to  be  the 
seat  of  a  myomatous  tumor  involving  the   body  of  the  uterus. 
After  the  removal  of  the  specimen  by  an  abdominal  hysterec- 
tomy, it  was  discovered  that  the  tumor  really  was  polypoid  in 
shape,  with  an  attachment  to  the  uterine  wall  scarcely  bigger 
than  one's  wrist.     It  might,  therefore,  have  been  possible  to 
remove  the  growth  by  enucleation  through  the  cervical  canal, 
but  the  operation  would  have  been  a  diflficult  one  on  account 
of  the  extensive  morcellation  required  and  the  necessity  for  a 
wide  dilatation  of  the  cervix.     The  tumor  had  undergone  com- 
'  Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, February  16,  1899. 
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plete  mucous  degeneration,  and  is  the  only  example  that  I 
have  seen  of  a  complete  mucous  degeneration  of  a  tumor  of 
such  a  size  (see  plate).  This  must  be  a  comparatively  rare 
event,  for  m  looking  over  the  latest  works  on  gynecology  I 
have  been  unable  to  find  the  record  of  just  such  a  case  While 
myxomatous  degeneration  of  fibroids  is  recognized  by  every 
one,  complete  degeneration  of  a  large  tumor  is  apparently  not 
a  frequent  occurrence.  The  patient  reports,  a  year  after  the 
operation,  that  she  is  perfectly  well. 

(2)  Gangrene  of  a  Fibromyomatous  Polyp  ■  Complete  In 
version  of  the  Uterus;  Amputation  of  the  Tumor;  Immedi- 
ate  Restoration  of  the  Uterus  to  a  Normal  Position  —The 
patient  is  a  single  woman,  age  35.     Nine  months  before  I  first 
saw  her  she  began   to  have  metrorrhagia  and  pain.      Three 
months  later  the  discharge  became  very  foul  and  she  was  con- 
scious of  a  mass  protruding  from  the  vagina.     She  rapidly  lost 
health  and  strength,  and  was  sent  into  the  hospital  as  a  case  of 
mahgnant  tumor  far  advanced.     She  was  extremely  emaciated 
profoundly  reduced  by  loss  of  blood,  and  presented  the  appear' 
ance  of  a  woman  in  the  last  stages  of  uterine  carcinoma      Pro- 
trudmg  from  the  vulva  was  a    sloughing  mass,    which   on 
microscopic  examination  proved  not  to  be  malignant      In  the 
operation,  under  ether,  it  was  discovered  that  the  tumor  was  a 
polypoid  growth  attached  to  the  fundus  and  that  the  uterus  had 
been  completely  inverted,  a  condition  of  affairs  which  made 
the  removal  of  the  tumor  exceptionally  easy.     The  attempt  to 
reinvert  the  womb  was  unexpectedly  successful,  and  this  feature 
of  the  case  alone  makes  it  worth  recording.     It  is  a  compara 
tively  rare  occurrence  to  restore  a  uterus  immediately  which 
has  been  inverted  for  some  months.     My  experience  with  in ver 
sion  of  the  uterus  in  obstetric  practice  helped  me  greatly  in  the 
restoration  of  this  womb.     I  have  now  had  four  cases  in  which  I 
have  succeeded  in  returning  an  inverted  uterus  to  its  proper 
position  at  one  sitting.     The  uterine  cavity  was  packed  with 
gauze  and  the  woman  made  an  excellent  recovery      Her  change 
in  appearance  was  so  striking  in  the  few  weeks  succeeding  the 
operation  thatshe  was  scarcely  recognizable  as  the  same  patient 
who  had  entered  the  hospital  a  short  time  before. 

(3)  Myomatous  Polyp  springing  from  the  Lower  Uterine 

Segment;  Malignant  Degeneration  of  its  Distal  Periphery  ■ 

?yf<^i^on-l  am   indebted  for  the  report  of  this  case  t^ 

IJr.  H.  L.  Williams,  to  whom  the  specimen  was  submitted  for 

microscopic  examination.      It  seemed  so  perfectly  possible  to 
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remove  the  tumor  at  a  long  distance  from  the  seat  of  the  malig- 
nancy that  I  was  content  with  enucleation.  Vaginal  hysterec- 
tomy would  have  been  difficult  on  account  of  a  long-standing 
pelvic  inflammatory  infiltration  with  dense  adhesions.  The 
patient,  a  year  after  the  operation,  remains,  I  believe,  free  from 
recurrence.  The  cauterization  of  the  cavity  in  the  cervical 
canal  with  chloride  of  zinc  unquestionably  contributed  to  the 
good  result. 


Fig.  1. 


-Adeno-fibromatous  polyp.    Enormous  elongation  oflcervix. 
cavity,  six  and  one-half  inches. 


Depth  of  the  uterine ', 


(4)  An  Intrauterine  Polijp  developing  long  after  the  Meno- 
pause and  simulating  Malignant  Disease;  Complete  In- 
version of  the  Vagina  and  Enormous  Elongation  of  the 
Supravaginal  Portion  of  the  Cervix;  Combined  Abdom- 
inal and  Vaginal  Hysterectomy;  Suspension  of  the  Vagina 
to  the  Abdominal  Wall.— In  this  patient  I  was  completely 
deceived  as  to  the  nature  of  the  trouble.  The  woman  was 
64  years  of  age.  She  had  had  the  menopause  fourteen  years 
before.     Two  years  before  I  first  examined  her  she  had  begun. 
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to  bleed,  and  the  bleeding  had  increased  steadily  in  amount. 
For  the  last  three  months  she  had  experienced  abdominal 
pain.  She  did  not  yet  show  cachexia,  nor  was  there  a  foul 
discharge.  On  an  exploration  of  the  uterus  with  a  curette 
and  a  curettement  forceps  I  failed  absolutely  to  discover  the 
polyp  shown  in  the  illustrations  (Figs.  1  and  2),  which  lay  so 
closely  adapted  to  the  uterine  wall  as  to  allow  the  instruments 


Fig.  2. 


-Adeno-flbromatous  polyp.    Polyp  turned  out,  showing'very  slender  pedicle 
attached  to  left  cornu. 


to  slip  over  it  without  difficulty.  I  submitted  the  scrapings  of 
the  endometrium  to  Dr.  H.  L.  Williams,  who  informed  me  that, 
while  there  was  no  distinct  evidence  of  malignant  trouble,  the 
appearance  of  the  endometrium  under  the  microscope  was  cer- 
tainly suspicious.  The  whole  uterus  was  accordingly  removed, 
and,  to  my  surprise,  nothing  was  discovered  in  it  but  a  simple 
mucous  polyp,  as  shown  in  the  illustration  (Fig.  3).  The 
woman,  however,  made  a  good  recovery,  and  the  prolapse  of  the 
vagina  has  been  satisfactorily  cured  by  suspending  the  vaginal 
31 
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vault  to  the  abdominal  wall.  A  mistake  in  diagnosis  in  such  a 
case  seems  almost  inevitable.  The  exploration  of  the  uterus  was- 
difficult  on  account  of  the  great  length  of  the  cervical  canal. 
The  whole  uterus,  from  external  os  to  fundus,  measured  inter- 
nally six  and  a  half  inches.  In  spite  of  this  fact,  however,  the 
cavity,  as  I  thought,  had  been  thoroughly  explored  and  the 
possibility  of  a  polyp  was  excluded.     This  case,  as  well  as  two 


:?  If' 


Fig.  3.— Section  of  adeno-flbromatous  polyp  of  fundus  uteri. 


more  to  be  mentioned  under  the  next  heading,  show  the  im- 
portance of  careful  examinations  in  the  diagnosis  of  all  cases- 
in  which  intrauterine  tumors  may  be  possible,  and  the  liability 
to  error  in  spite  of  every  precaution. 

(5)  Uterine  Polyps,  Myomatous  and  Mucous,  giving 
rise  to  Profuse  and  Continuous  Bleeding;  Difficulties  in 
their  Diagnosis. — Two  cases  from  a  number  of  this  kind  have 
been  selected  to  show  the  difficulties  in  the  diagnosis  of  what 
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is  usually  a  condition  easily  recognizable.  One  patient  had 
been  bleeding  profusely  for  two  years.  During  the  summer 
she  had  met  with  a  fall  while  descending  a  staircase,  which 
brought  on  an  alarming  uterine  hemorrhage.  Dr.  Fremont- 
Smith  was  called  to  see  the  patient,  and,  making  a  vaginal 
examination,  detected  a  polypus  protruding  from  the  os.  As 
soon  as  the  patient  was  in  condition  to  travel  she  was  referred 
to  me  for  operation.  On  making  a  careful  examination  there 
was  no  external  evidence  whatever  of  the  polyp,  which,  after 
being  displaced  downward,  no  doubt  by  the  fall,  had  again 
been  retracted  within  the  uterus.  A  careful  intrauterine  ex- 
ploration with  the  finger  would  have  been  necessary  in  this 
case  to  have  recognized  the  true  state  of  affairs,  and  the  exist- 
ence of  an  intrauterine  tumor  might  very  easily  hare  been 
overlooked,  though  it  was  the  size  of  an  English  walnut. 

In  another  case,  in  which  there  had  been  increasing  irregu- 
lar bleedings  with  expulsive  pains  for  a  year,  the  patient  ap- 
plied to  a  gynecologist  in  a  neighboring  city,  who  subjected 
her  to  a  most  thorough  examination  in  various  postures  and 
with  the  aid  of  electric  light.  He  declared  her  to  be  abso- 
lutely healthy  and  stated  that  there  was  no  necessity  for  any 
gynecological  treatment.  As  her  symptoms  continued  and 
steadily  grew  worse,  she  applied  to  me  a  few  months  after 
having  received  the  foregoing  opinion.  On  making  a  specular 
examination  a  mucous  polyp  was  found  protruding  from  the 
external  os,  which  had  unquestionably  been  in  existence  at  the 
time  of  her  previous  examination,  but  had  been  overlooked  by 
one  of  the  most  experienced  and  careful  gynecologists  in  the 
country. 


A  CONVENIENT  TECHNIQUE  FOR  THE  DELIVERY  OF  THE 
AFTERCOMING  HEAD  WHERE  GROSS   DISPROPORTION  EXISTS 

WITH  COMPARATIVE  CONSIDERATIONS. 


FRANK  A.  STAHL,  M.D., 
Instructor  in  Obstetrics,  Rush  Medical  College,  Chicago. 


(With  six  illustrations.) 


About  midnight  of  the  29th  of  July,  1898,  Mr.  A.  called  me 
to  see  his  wife,  saying  that  she  was  having  some  strong  pains, 
but,  as  it  might  be  a  false  alarm,  if  I  would  see  her  then  we 
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might  have  the  remainder  of  the  night  for  sleep.  His  home 
being  but  half  a  block  from  the  oflSce,  I  accompanied  him,  not 
taking  a  grip  with  me,  intending  to  send  for  it  should  it  be 
necessary. 

Previous  History. — Three  years  before  I  had  been  called  to 
Mrs.  A.  to  assist  her  in  her  first  confinement.  The  attendant 
stated  that  she  had  been  in  labor  thirty-six  hours,  and  that  the 
head,  L.  O.  A.,  had  been  down  on  the  perineum  for  two  hours. 
The  pains  having  become  very  weak,  and  she  being  tired  out, 
I  delivered  the  head  by  forceps  ;  the  neonatus  was  a  vigorous 
female  of  about  seven  and  a  half  pounds  weight.     The  delay  in 


Fig.  1.— Hydrocephalus  of  fetus  with  hydramnios  of  uterus. 


the  second  stage  was  not  due  to  any  disproportion  between  the 
cephalic  and  pelvic  diameters  ;  the  pelvic  proportions  were  nor- 
mal. 

Present  Case. — I  found  the  parturient  walking  about,  hold- 
ing her  hands  to  the  abdomen,  especially  over  the  left  lower 
quadrant  of  the  uterus.  Inquiry  elicited  that  that  spot  hurt 
her  "awfully,"  and  it  "  eased  her  to  hold  it  together." 

Examination. — Immediately  examining  her  internally  to  as- 
certain the  state  of  labor,  intending  to  examine  her  externally 
afterward,  I  found  her  in  the  first  stage  of  labor,  with  cervix 
dilated  to  a  diameter  of  five  centimetres,  soft  and  retractable, 
membranes  intact.     Though  the  contractions  were  strong  and 


stahl:  delivery  of  the  aftercoming  head. 


485 


very  painful,  yet  they  had  Httle  influence  in  forcing  much  of  a 
protrusion  of  waters  or  of  advancing  the  breech,  which  pre- 
sented L.  S.  A.     No  abnormalities  below. 

The  left  hand  externally  above  under  the  wrapper  immedi- 
ately suspicioned  a  hydramnios,  because  of  the  great  size  of  the 
abdominal  protuberance,  also  a  strong  cephalic  development ; 
but  at  this  time  I  did  not  diagnose  a  hydrocephalus,  merely 
stating  to  her  I  thought  her  increased  pain,  and  especially  the 
pain  below  and  of  the  left  side,  due  to  over-distension  because 
of  an  excess  of  liquor  amnii. 

As  I  turned  again  to  wash  my  hands  I  suggested  that  she 
walk  about  to  encourage  further  dilatation.     In    rising  the 


Fig.  3.— The  hydrocephalic  head  arrested  at  the  superior  strait;  dotted  lines  of  neck  to 
show  planes  of  skin  cuff  and  vertebral  disarticulation.    Transverse  relation  of  head. 

effort  caused  the  membranes  to  rupture  ;  there  followed  a  dis- 
charge of  a  much  larger  quantity  of  liquor  amnii  than  usual. 
In  the  short  time  it  took  me  to  cross  the  room  the  trunk  of  the 
fetus  had  been  expelled.  Had  the  fetus  had  a  normal  cephalic 
development  it  would  have  been  a  case  of  precipitate  labor,  so 
quickly  and  powerfully  did  the  uterus  contract.  While  she 
slowly  reclined  upon  the  bed,  supporting  the  fetal  trunk  with 
my  hand,  I  noticed  there  was  no  advance  of  the  trunk.  Now 
catching  sight  of  the  abdomen  for  the  first  time  and  palpating 
with  the  other  hand,  the  explanation  was  simple  :  the  medium- 
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sized  trunk,  bespeaking  a  seven  pound  infant,  made  no  further 
advance,  notwithstanding  strong  and  constant  contractions, 
because  of  a  large,  hydrocephalic  head. 

Fortunately  I  had  some  chloroform  with  me.  While  chloro- 
forming, my  mind  was  busy  with  the  problem,  What  is  to  be 
done  ?  I  thought  of  the  usual  method  for  extraction  of  the  dis- 
proportioned  aftercoming  head  by  perforation,  excerebration,  if 
necessary  craniotomy,  and  extraction.  But  as  I  was  alone,  with 
no  instruments  save  my  ordinary  pocket  case,  and  being  aware 
of  the  difficulties  probable  with  such  a  method,  I  determined 
rather  to  decapitate,  turn  the  head  to  a  vertex  presentation, 


Fig.  3.— The  aftercoming  hydrocephalic  head,  decapitated  and  turned,  that  more  favor- 
able advancing  head  (vertex)  condition  may  be  perforated  and  manually  extracted. 
Transverse  relation  of  head. 

perforate,  and  manually  extract.  As  soon  as  she  was  thor- 
oughly under  the  anesthetic  1  sent  the  husband  for  my  obstetric 
bag  and  a  senior  student,  that,  should  I  fail  in  my  anticipations, 
the  necessary  assistance  would  be  at  hand,  meanwhile  going  on 
with  the  operation. 

The  Operation.  Extraction  of  the  Arms. — The  anterioi 
arm  only  caused  some  difficulty  to  bring  down,  yet  both  were 
delivered  without  fracture  or  traumatism.  With  my  pocket 
scissors  I  severed  the  trunk  as  near  as  possible  to  the  labia. 
Several  times  I  was  compelled  to  stop  to  refresh  the  chloroform. 
To  disarticulate  the  column  was  no  trouble  whatever;  as  the 
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assistant  entered  the  room  I  was  cutting  the  last  particle  of  skin 
holding  the  trunk.  Handing  the  chloroform  to  the  senior,  I 
confined  myself  to  the  decapitated  head.  I  waited  a  moment 
to  observe  if  fluid  escaped  from  the  severed  end  of  the  vertebral 
canal,  but  there  appeared  none,  no  cerebro- spinal  fluid  escaping 
from  the  severed  upper  end,  even  when  firm  pressure  was  made 
upon  the  head  through  the  abdomen  above.  At  this  point  I 
thought  of  passing  a  catheter  through  the  canal  into  the  en- 
cephalon,  but  decided  not  to,  as  I  believed  it  would  consume 
too  much  time  and  was  doubtful  that  it  is  so  successful  of 


Fig.  4.— Head  of  hydrocephalus— manual  extraction  of  excerebrated  head. 


performance  as  it  seems  when  reading.  In  decapitating  I  made 
a  cuff  of  the  skin  of  the  neck  to  cover  the  vertebra  resected 
higher  up;  but  even  without  this  cuff  I  do  not  think  the  verte- 
bra thus  disarticulated  and  covered  with  its  soft  tissues  would 
abrade  or  lacerate  in  turning.  At  this  time  the  head  was 
transverse  in  the  superior  strait,  with  face  to  the  right.  Little 
difficulty  was  experienced  in  rolling  the  head  around  so  that 
the  face  was  to  the  left  with  the  vertex  presenting  and  the  sa- 
gittal suture  in  the  transverse  diameter  of  the  superior  strait. 
At  this  step  I  again  paused  a  moment  to  see  what  effect  firm 
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pressure  from  above  would  have  upon  the  scalp.  Would  it  rup- 
ture and  permit  evacuation  ?  Firm  pressure  had  no  other 
effect  than  to  tighten  the  skin. 

To  perforate  I  chose  the  ordinary  long,  blunt-pointed,  curved 
scissors.  Immediately  there  was  a  gush  of  a  considerable 
quantity  of  serous  fluid.  Withdrawing  the  scissors,  I  inserted 
the  index  finger  of  the  left  hand  to  break  down  the  brain  tissue. 
With  my  finger  in  the  cavity  I  could  feel  how  the  uterine  con- 
tractions now  produced  lateral  collapse  of  the  thin  bony  plates 
of  the  calvarium,  and  soon  found  no  difficulty  whatever  in  de- 
livering the  collapsed  head  by  slight  pressure  from  above, 
aided  by  simple  twisting  of  the  bones  of  the  vault  upon  them- 
selves, at  the  same  time  making  traction  by  means  of  the 
index  finger  within,  enforced  by  that  of  the  other  fingers  with- 
out the  calvarium,  'No  hemorrhage  followed  the  delivery  of 
the  head;  placenta  was  delivered  immediately  by  expression. 
Careful  inspection  showed  no  lacerations,  abrasions,  or  other 
signs  of  traumatism.  The  time  of  the  operation,  from  the  begin- 
ning of  the  extraction  to  the  completion  of  the  delivery  of  the 
placenta,  was  no  longer  than  fifteen  minutes.  The  physical 
effort  expended  in  the  complete  extraction  was  far  less  than 
I  have  often  expended  in  a  podalic  version  and  extraction. 
The  puerperium  was  uneventful,  the  temperature  running 
over  99°  only  on  the  fourth  day,  when  the  breasts  were  dis- 
tended and  painful. 

Given  another  such  case  as  this  one,  or  one  with  a  normal 
head  and  gross  pelvic  contraction,  would  I  adopt  a  similar 
technique  ?  Yes;  for,  as  a  criterion  of  success,  the  result  in  this 
case  leaves  nothing  to  be  wished  for.  Each  step  was  easier  to 
carry  out  than  I  had  anticipated;  the  dangers  evaded,  many; 
no  embarrassing  pauses  whatever  occurred  from  awkward 
engagements  of  the  resected  parts,  clumsy  interference  of  the 
trunk,  or  injuries  to  the  soft  parts. 

The  puerperal  chart  could  hardly  present  a  more  favorable 
record  under  the  most  convenient  of  conditions.  And  this 
record  is  all  the  more  interesting  because,  barring  soap  and 
warm  water,  no  other  aseptic  agent  was  used. 

With  the  exception  of  the  fourth  and  fifth  days,  the  tempera- 
ture and  pulse  bespeak  a  normal  course.  Even  the  slight  rise 
of  temperature  marking  these  days  (99°  to  99.6°)  is  very  favor- 
able, considering  that  it  so  closely  followed  so  serious  a  physi- 
cal and  mental  effort.  The  pain,  antepartum,  in  the  lower 
quadrant  of  the  uterus  was  undoubtedly  caused  by  over-dis- 
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tension.  Most  probably  had  rupture  of  the  uterus  taken  place 
it  would  have  occurred  in  this  region. 

Tlie  Fetus. — Not  having  had  time  to  make  external  exami- 
nation, I  did  not  learn  the  condition  of  the  heart  tones.  The 
patient  subsequently  informed  me  that  she  had  felt  fetal  move- 
ments that  afternoon,  but  they  were  weak  and  few  compared 
to  those  of  some  days  before,  ceasing  entirely  toward  evening; 
she  had  thought  that  something  must  ail  the  baby.  When  the 
trunk  came  down  its  appearance  was  that  of  asphyxia  pallida. 
There  were  no  signs  of  activity  or  life  in  the  trunk,  as  may  often 
be  seen  in  the  struggling  of  a  vigorous  fetus  whose  aftercoming 
head  is  impacted  above — that  wiggling,  pushing,  throwing  about 
of  arms,  legs,  and  trunk,  analogous  in  picture  to  that  of  the 
struggles  of  the  little  boy  who  pokes  his  head  through  the 
peep-hole  of  the  fence  and  is  collared  by  the  boy  on  the  other 
side.  The  struggles  of  the  boy  at  the  fence-hole  and  those  of 
the  impacted  aftercoming  head  of  the  fetus  at  the  outlet  in 
expression  are  alike,  differing  only  in  degree  of  strength; 
therefore  the  vagitus  uterinus  and  the  wiggling  of  an  im- 
pacted fetus  are  early,  but  not  the  earliest,  expressions  of 
prenatal  consciousness.  In  this  case  of  hydrocephalus  its  vital- 
ity was  of  a  low  degree,  as  is  characteristic  of  such  cases.  I 
was  surprised  at  the  ease  with  which  the  version  from  the 
resected  basic  vertebral  presentation  to  the  vertex  presentation 
(see  Pigs.  2  and  3)  with  sagittal  suture  in  the  transverse  of 
the  superior  strait,  was  accomplished,  nor  was  there  any  dan- 
ger of  a  uterine  laceration  or  rupture  because  of  its  firm  con- 
traction. The  first  attempt  at  rolling  the  head  around  was 
not  successful — my  fingers  were  covered  with  blood;  the  second 
attempt,  with  fingers  rinsed,  was  successful.  This  transverse 
relation  of  the  head  to  the  superior  strait  I  think  most  favor- 
able, even  when  it  is  to  be  attacked  in  an  aftercoming  con- 
dition.    Strassmann  prefers  an  antero  posterior  relation. 

With  the  head  in  the  transverse,  cephalic  pressure  upon  the 
soft  tissues,  uterus,  bladder,  etc.,  is  at  the  minimum;  it  is  at 
its  maximum  in  the  antero-posterior  relation.  With  the  head 
in  the' transverse,  lateral  collapse  of  the  excerebrated  head  is 
more  favored  by  both  cephalic  and  maternal  forces;  antero- 
posterior collapse  of  the  head  is  not  so  favored  by  these  forces 
nor  so  marked  when  the  head  is  in  the  antero-posterior  diam- 
eter. Spontaneous  evolution  is  far  more  favored  in  the  longer 
transverse  than  in  the  short  antero-posterior  diameter. 

The  Perforation. — In  perforating  I  avoid  the  sharp  special 
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perforators  whenever  possible,  as  the  risk  of  their  slipping 
from  the  point  attacked  and  into  one's  fingers  or  into  the  soft 
maternal  tissues  is  not  small.  The  extraction  of  the  collapsed 
head  with  manual  means  only  was  easy.  I  believe  the  blunt 
hook,  recommended  under  these  conditions,  is  always  a  dan- 
gerous instrument,  in  however  clever  hands,  and  can  never 
accomplish  so  well  or  so  intelligently  that  which  can  the  index 
finger. 

Choice  of  Operxition. — Given  an  emergency,  three  factors 
■are  involved  in  its  solution:  (a)  environment,  {h)  method,  and 
(c)  individuality.  The  environment  was  modest  and  clean, 
yet,  as  is  often  the  case,  without  any  conveniences.  The 
choice  of  method  was  one  of  several,  as  recognized,  all  of 
which,  under  the  circumstances,  I  felt  would  be  more  difficult 
and  tedious  of  execution  than  implied  by  their  authors;  there- 
fore I  decided  upon  a  different  course.  It  was  a  pleasure  to 
note  how  smoothly  and  evenly  the  operation  permitted  itself  to 
be  carried  out,  not  even  moderate  difficulties  or  inconvenient 
stops  of  any  nature  whatever  occurring. 

Other  Methods. — The  usual  manual  method  of  Veit-Smellie 
with  its  infrapubic  traction  principle,  and  the  Martin- Wie- 
gand-Winckel  method  with  its  suprapubic  pressure  principle, 
both  aided  by  the  finger  in  the  mouth  below,  so  successfully 
practised  in  the  average  case  of  extraction,  and  even  there 
where  there  is  moderate  disproportion,  in  this  case  were 
naturally  without  effect. 

The  forceps  likewise  would  be  without  effect,  though  they 
might  have  been  applied  to  try  if  by  compression  rupture  of 
the  thinned,  dilated  tissues  might  be  effected;  but,  unless  the 
case  were  a  macerated  hydrocephalus,  success  would  be  very 
improbable. 

Simple  puncture  and  evacuation  with  trocar  or  metal  cathe- 
ter through  a  postero-lateral  fontanelle  or  suture  or  foramen 
magnum.  I  did  not  have  either  instrument  with  me;  even  so, 
I  should  not  have  used  it  in  this  case.  It  must  be  remembered 
that,  with  so  large  a  cephalic  development,  access  to  the  head 
is  not  so  easy  or  smooth  as  it  reads.  Access  often  can  only  be 
had  if  the  trunk  be  firmly  (Kilian '  used  to  wrap  the  trunk  with 
a  towel  to  aid  this  purpose)  drawn  to  one  side,  that  the  poste- 
rior or  anterior  part  of  the  base  may  be  more  easy  of  approach. 
Some  time  elapses  and  some  difficulty  is  experienced  before 
such  a  favorable  point  of  puncture  is  found  and  entered; 
even  so,  the  trocar  or  catheter  is  often  plugged  up  with  brain 
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matter,  requiring  further  time  and  energy  to  correct.  Such 
evacuation  through  the  base  under  hydrocephahc  or  normal 
cephalic  conditions  (the  latter,  for  the  catheter,  still  more  diffi- 
cult) is  a  more  protracted  affair  than  when  accomplished 
through  the  vertex,  where  avenues  of  approach  are  so  plenty 
and  free  that  the  instrument  may  be  made  to  simply  fall  in 
and  is  easy  to  keep  clear.  But  all  this  time  the  traction  neces- 
sarily exerted  upon  the  trunk  to  draw  it  to  one  side  causes  a 
button-and-hole  traction  pressure  of  the  head  upon  the  soft 
tissues  of  the  inferior  parts  of  the  uterus,  the  bladder,  and  the 
pelvic  cellular  tissues  (see  Fig.  2),  encouraging  the  develop- 
ment of  pressure  inflammation,  necrosis,  and  later  on  fistula — 
unpleasant  sequelse  following  these  operations.  Where  nor- 
mal tissues  are  present  the  dangers  from  this  pressure  are  not 
so  great;  but  when  otherwise,  as  where  previous  inflammatory 
or  septic  cellulitis  had  been  and  now  was  latent,  how  easy  to 
thus  arouse  a  secondary  process!  These  dangers  and  the  but- 
tonhole traction  pressure  were  avoided  in  the  decapitation. 

De  Paul's  method  of  puncture,  subperiosteal,  through  a  fon- 
tanelle,  that  the  hydrops  escapes  into  the  cellular  tissues  of  the 
neck,  seemed  to  possess  little  of  advantage;  it  is  now  quite 
obsolete. 

Tapping  the  hydrocephalus  through  the  resected  vertebral 
column  and  spinal  canal,  as  suggested  by  Van  Heuvel  in  1849, 
is  a  method  which  shows  artistic  ingenuity  and  cleverness  of 
conception.  It  is  too  pretty  and  tedious  an  operation  to  be  of 
practical  service  in  the  lying-in  chamber.  This  operation  is 
yet  recommended  by  Tarnier  (originally  in  his  "These  de 
Concours/'  1860);  it  is  found  illustrated  and  described  in  most 
text  books.  Van  Heuvel's '  description  of  his  operation  and  of 
how  he  developed  it  are  of  interest.  A  translation  of  his  ar- 
ticle is  as  follows: 

"  Mme.  R.,  age  28  years,  temperament  lymphatic,  pregnant 
for  the  fourth  time,  experienced  about  the  middle  of  her  preg- 
nancy an  active  emotion,  which  was  followed  by  a  sensation  of 
discomfort  in  the  abdomen  and  loss  of  appetite.  However,  the 
gestation  continued  its  course  without  other  inconvenience. 
The  morning  of  February  24,  1848,  labor  declared  itself.  The 
abdomen  was  strongly  developed;  one  felt,  by  means  of  per- 
cussion and  palpation,  that  the  uterus  enclosed  a  large  quan- 
tity of  liquid.  The  amniotic  pouch  having  broken,  there 
flowed  away  a  quantity  of  water  which  inundated  the  whole 
apartment.     I   practised  immediately  the  touch;    the    infant 
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presented  itself  in  the  second  breech  presentation,  right  sacro- 
anterior. 

"  The  labor  augmenting,  the  fetus  descended  little  by  little  to 
the  hips;  there,  notwithstanding  strong  pains,  all  progress  was 
arrested.  I  thought  to  aid  Nature  in  drawing  with  the  fingers 
upon  the  fold  of  the  groins;  the  inferior  extremity  and  the 
trunk  were  disengaged  in  this  manner  as  far  as  the  umbilicus. 
It  was  only  with  much  difficulty  and  after  long  efforts  that  I 
succeeded  in  extracting  the  two  arms;  but  the  upper  part  of 
the  body,  the  neck,  and  the  head  rested  fixedly  engaged  in  the 
pelvis.  During  these  manipulations  the  infant  had  ceased  to 
live.  I  felt  above,  to  the  right  superiorly,  the  cranium  strongly 
developed.  Because  of  the  large  volume  of  the  head  the  occi- 
put was  situated  so  far  above  and  before  the  horizontal 
branches  of  the  pubis  that  it  was  impossible  to  attack  one  or 
the  other  fontanelle,  lateral  or  posterior.  I  carried  the  left  hand 
into  the  hollow  of  the  sacrum  and  introduced  the  curved  scis- 
sors of  Denman  before  the  body  of  the  fetus,  without  being 
able  to  plunge  the  point  into  the  sagittal  suture.  I  endeavored 
to  apply  the  forceps-saw;*  impossible  this  time  to  apply  it.  I 
introduced  then  the  small,  blunt  crotchet  into  the  left  orbit, 
hoping  by  traction  and  sudden  shocks  to  succeed  in  dislocating 
the  orbital  articulations  in  order  to  permit  this  intracranial 
serous  mass  to  escape.  '  Soon  a  little  fluid  moistened  the  vulva; 
but  all  these  attempts  had  continued  for  two  hours  without  the 
appearance  of  a  near  delivery.  In  order  to  finish  I  essayed 
again  with  the  forceps  of  Dubois;  the  handles,  after  the  lock- 
ing, offered  a  considerable  separation.  I  exercised  a  strong 
pressure  and  held  the  head  of  the  infant;  a  small  stream  of 
liquid  emptied  itself  without  interruption.  Little  by  little  the 
cranium  collapsed,  descended  into  the  pelvic  cavity,  and  was 
finally  brought  away  by  the  forceps,  which  were  quite  entirely 
closed. 

"  The  infant,  of  ordinary  volume,  had  the  eyelids  and  the 
left  orbit  lacerated,  disjointed;  it  was  through  the  sphenoidal 
fontanelle  that  the  liquid  had  escaped.  The  cranium  appeared 
enormous;  it  equalled  almost  in  size  that  of  an  adult.  In  spite 
of  this  delivery,  so  laborious,  Mme.  R.  had  the  most  happy 

*  Resection  of  the  head.  In  the  hands  of  their  inventors  these  appliances 
(forceps-saws  and  cephalotomes)  have  rendered  good  service,  but  they 
are  rarely  accessible  to  the  average  operator,  who  would  not  readily  com- 
prehend their  use.     "  American  System  of  Obstetrics,"  vol.  ii.,  p.  78. 
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of  childbeds.     A  year  afterward  she  was  delivered  of  another 
infant,  well  formed. 

"If  parallel  circumstances  presented  themselves,  one  could 
act  more  simply  and  more  promptly  than  I  had;  for  that  one 
would  make  a  transverse  incision,  one  to  two  inches  long,  in 
the  cartilaginous  tissue  of  a  dorsal  vertebra  of  the  fetus,  quite 
near  the  organs  of  the  mother.  If  this  incision  were  inade- 
quate to  sufficiently  open  the  vertebral  canal,  one  would  make 
a  second  one,  in  the  arc  of  a  circle,  above  or  below  the  first, 
finally  elevate  a  portion  of  the  posterior  wall  of  this  canal.' 
Then,  with  a  proper  gum  elastic  sound  provided  with  a  strong 


Fig.  5.-Van  Heuvel's  method  of  tapping  a  hydrocephalus  through  the  spinal  canal. 

mandrel,  one  could  easily  penetrate  through  the  vertebral  canal 
into  the  cranium.  The  mandrel  retired  would  permit  the  liquid 
to  almost  entirely  escape,  and  the  head,  setthng,  would  deliver 
of  itself  or  with  the  aid  of  methodical  tractions.  This  would 
be  also  a  means  to  employ  in  a  case  of  a  considerable  hydror- 
rhachis  where,  after  the  delivery  of  the  head,  the  trunk  remains 
engaged  in  the  pelvis.  In  opening  the  vertex  of  the  cranium, 
and  in  penetrating  with  the  sound  into  the  vertebral  canal 
through  its  superior  part,  one  could  reach  without  difficulty 
into  the  aqueous  pouch  forming  the  obstacle  to  the  complete 
delivery.^' 

Recognized    Methods    for  the  perforation   and  extraction 
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of  the  aftercoming  head. — In  general  they  present  the  same 
principles  of  technique — namely,  (a)  perforation  of  the  base  of 
the  skull;  (b)  excerebration  through  the  canal  of  perforation; 
(c)  extraction ;  (d)  if  necessary,  craniotomy  or  basiotripsy. 
They  differ  only  in  detail  of  execution.     They  are: 

1.  Perforation  through  one  of  the  lateral  fontanelles  (D.  W. 
Busch'). 

2.  Perforation  between  occiput  and  atlas  through  the  fora- 
men magnum  (G.  W.  Michaelis'). 

3.  Section  of  the  soft  parts  between  chin  and  vertebral 
column,  and  perforation  of  the  base  by  means  of  the  trepan  (H. 
F.  Kilian^).  "  After  having  wrapped  tightly  with  a  towel  the 
trunk  of  the  child,  the  assistant  elevates  or  depresses  the  trunk 
in  such  manner  that  the  trunk  is  removed  from  the  chin;  this 
done,  the  obstetrician  with  a  sharp  scalpel  cuts  in  sufficient 
extent,  between  the  chin  and  vertebral  column,  the  several  soft 
parts  of  the  neck,  the  pharynx,  and  as  far  as  the  base  of  the 
skull.  .  .  .  He  then  perforates  with  the  trepan.  .  .  .  As  every 
one  can  see,  one  should  not  make  such  traction  with  the  trunk 
that  one  risks  pulling  it  off.'' 

4.  Perforation  through  the  roof  of  the  mouth,  recommended 
in  the  more  severe  degrees  of  contractions  (Archibald  Donald ') : 
(1)  podalic  version  and  extraction  of  the  body;  (2)  after  chin 
is  drawn  down,  perforating  through  the  roof  of  the  mouth,  at 
first  with  perforator,  then  cephalotribe;  (4)  cephalotripsy  of 
the  aftercoming  head;  (4)  extraction  of  head  by  means  of 
cephalotribe. 

Alike  in  principle  is  the 

5.  Perforation  through  the  floor  of  the  mouth  (Paul  Strass- 
mann").  With  head  in  the  antero-posterior  diameter  of  the 
pelvis,  fixing  the  head  by  means  of  traction  on  chin  with  index 
finger  in  the  mouth,  the  body  is  elevated  toward  mother's; 
perforation  with  Naegele-Braun's  scissors,  operating  from  the 
hollow  of  the  sacrum;  with  finger  in  the  mouth,  the  point  of 
the  advancing  blades  may  be  felt  and  directed  toward  th& 
cavum  pharyngo-nasalis  to  the  base  of  the  skull,  thus  over- 
coming the  danger  Kilian  warned  against,  that  the  perforator 
be  not  allowed  to  take  a  course  directed  toward  the  bones  of 
the  face.  An  opening  is  then  made  continuous  with  the  fora- 
men magnum,  the  hand  remains  in  the  mouth,  the  scissors  are 
withdrawn,  and  a  catheter  inserted  with  which  the  brain  is 
broken  down  and  drained.  When  the  calvarium  is  empty  the 
head  is  delivered  in  the  usual  way  with  the  Veit-Smellie  or 
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Martin-Wiegand-Winckel  manual  method  of  traction  with 
finger  in  mouth  below  and  pressure  upon  head  above;  when 
necessary,  with  the  Auvard  cranioclast. 

6.  Here  is  seen  Van  Heuvel's  idea — primary  opening  of  the 
vertebral  canal,  followed  by  introduction  of  a  catheter  to  the 
brain  (J.  Cohnstein').  He  lays  the  spinal  canal  open  by 
resecting  four  to  six  arches  in  the  cervico-dorsal  region,  draws 
out  the  cord,  and  introduces  a  catheter  to  break  down  brain, 
irrigates  to  dilute.  Cohnstein  states  that  his  method  was  the 
outcome  of  manikin  experimentation.  He  had  not  performed 
it  at  the  bedside,  though  Ahlfeld,*  Magnus"  (a  case  of  hydro- 
cephalus), and  Zweifel '°  have  since  his  publication. 


Fig.  6.— Paul  i  Strassmann's    method  of  perforation  of   aftercoming'  head.     Antera 
posterior  relation  of  head. 

7.  Perforation,  if  necessary,  through  the  exposed  spinal 
canal  to  the  foramen  magnum,  in  some  respects  a  combination 
of  the  Michaelis  and  Cohnstein  methods  (Diihrssen").  In  his 
article  Diihrssen  advises  to  perforate  at  a  point  nearest  to  the 
vagina,  which  can  be  covered  and  protected  by  the  middle 
and  index  fingers  of  the  left  hand.  Should  the  occiput  slip 
above  because  of  attempts  made  with  the  manual  methods  for 
extraction  of  the  aftercoming  head,  so  that  lateral  fontanelle 
or  foramen  magnum  cannot  be  reached,  he  directs  the  perfora- 
tor upon  the  first  convenient  vertebral  arches,  resecting  these, 
then  first  pushing  on  through  the  foramen  magnum  into  the 
cranium.     For  the  extraction  he  prefers  the  Auvard  cranio- 
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clast,  devoting  much  of  his  article  to  a  detailed  description  of 
this  instrument,  which  he  highly  recommends.  He  refers  to 
five  cases.  His  last  case  seems,  from  his  figures  and  from  this 
distance,  hardly  a  crucial  case  to  test  the  merits  of  either 
method  or  instrument  (he  applied  the  Auvard),  since  the  dis- 
proportion was  very  slight.  The  measurements  as  he  gives 
them  are: 

Neonatus — Length 57.    cm. 

Weight 4130.    gr. 

Circumference 38.    cm. 

Occipito-frontal  diameter 11.      " 

Mento-occipital  "        13.      " 

Bitemporal  "        7.75" 

Biparietal  "        9.6   " 

Primipara  with  pelvis  flat — conjugata  diagonalis 11.2  cm. 

Less  for  soft  parts 2.      " 

Conjugata  vera •   9.3  cna. 

Biparietal  diameter 9.6   " 

Disproportion .4  cm. 

which  is  too  slight  to  be  of  obstetrical  importance.  As  the 
case  occurred  under  instructing  conditions,  the  senior  student 
having  been  permitted  to  do  a  podalic  version  from  a  primary 
first  occipital  presentation,  undoubtedly  this  technique  was 
adopted  for  demonstrative  purposes.  Were  it  necessary, 
would  not  perforation  of  the  primary  condition  with  subse- 
quent podalic  version  and  simple  manual  extraction  yield  better 
results  under  ordinary  conditions? 

8.  Litschkus,'^  in  a  case  of  hydrocephalus,  cut  down  on  the 
seventh  cervical  vertebra  and  dissected  subtegumentary  with 
his  finger  a  canal  to  the  atlo-occipital  interval,  introduced 
catheter,  drained  and  delivered. 

9.  Strom,*'  in  a  case  of  a  27-year-old  rachitic  primipara,  per- 
forated the  high  aftercoming  head  through  a  subcutaneous 
dissection  along  the  neck  to  the  foramen  magnum. 

Diihrssen,"  in  commenting  on  the  methods  of  Litschkus  and 
Strom,  thinks  Michaelis'  method  of  atlo-occipital  perforation 
the  better,  as  the  canal  is  not  so  long  nor  dangers  so  liable  to 
occur;  also,  that  the  catheter  is  prone  to  become  plugged. 

After  careful  consideration  of  the  original  communications 
of  these  authors,  it  would  appear  that  they  practically  agree 
upon  two  conclusions.  The  first  is  that  each  author  believes 
that  his  method  presents  distinct  advantages  over  other  methods 
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contemporaneous — a  general  admission  that  there  are  dis- 
advantages to  be  overcome;  the  second  is  that  they  all  agree 
that  the  inconveniences  and  the  dangers  to  be  avoided  are  the 
nagging  delays  due  to  the  stopping-up  of  the  canal  or  of  the 
catheter  in  the  excerebration,  and  the  various  traumatisms, 
such  as  rupture  of  the  uterus,  lacerations  and  perforations  of 
the  uterus  and  vagina  from  slipping  of  instruments,  and  tears 
from  spiculsB  of  bone;  hemorrhages;  pressure  inflammations 
leading  to  sepsis,  necrosis,  fistulse,  etc. — tacit  acknowledgments 
that  these  dangers,  to  a  greater  or  less  degree,  obtain  in  all 
such  cases  of  aftercoming  head  where  perforation  is  neces- 
sary. In  fact,  the  sum-total  conclusion  of  these  various  conti- 
nental and  maternity  writers  could  not  be  better  summarized 
than  in  the  words  of  our  own  American  authorities,'*  who,  in 
craniotomy  of  the  aftercoming  head,  conclude  as  follows: 

"  This  is  always  a  difficult  operation,  since  the  trunk  inter- 
feres with  the  necessary  manipulations.  Moreover,  the  tre- 
phine can  rarely  be  used,  the  scissors  perforator  is  apt  to  slip, 
the  thin  cranial  wall  is  out  of  reach  and  only  the  thicker, 
denser  portions  of  the  skull  are  accessible.  It  is  usually  rec- 
ommended to  perforate  through  a  lateral  fontanelle,  or  at  the 
articulation  of  the  occiput  and  atlas.  Practically  the  operator 
must  generally  be  content  to  perforate  at  any  point  behind  the 
ear  that  he  can  reach,  without  troubling  to  find  a  fontanelle  or 
suture. " 

It  is  to  be  noticed  that  American  opinion  inclines  to  the 
postvertebral  route  of  perforation,  a  far  more  convenient  one 
than  the  ante  vertebral  route  as  suggested  by  Kilian  and  others. 

Diverse  Opinions  as  to  Relative  Facility  to  Perforate 
and  Extract. — Spiegelberg  "  thought  operative  extraction  of 
the  aftercoming  head  extraordinarily  difficult;  Scanzoni,  ex- 
tremely difficult;  Kleinwachter,'°  impossible  without  the  cepha- 
lotribe;  Cameron,'*  always  a  difficult  operation.  On  the  other 
hand,  Fritsch  "  sees  an  advantage  in  making  traction  with  the 
trunk;  Schauta'*  thinks  not  at  all  difficult,  if  only  perforated 
through  foramen  magnum. 

Advancing  versus  Aftercoming  Head. — Donald  ''  states 
"that  the  advantages  of  craniotomy  on  the  aftercoming  head 
as  compared  with  the  forecoming  head  seem  to  be  as  follows: 

"  First,  the  base  of  the  skull  is  effectually  broken  up.* 

*This  is  rarely,  if  ever,  necessary.     In  the  after-head  condition  where 
only  moderate  disproportion  exists,  the  excerebrated  head  will  collapse, 
which  alone  will  suffice  to  develop  the  head;  where  the  disproportion  is 
32 
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''Second,  the  head  is  well  fixed  during  perforation  and  crush- 
ing.* 

"Third,  the  position  of  the  head  is  easily  altered,  f 

"The  object  of  this  [Donald's]  paper  is  simply  to  draw  at- 
tention to  the  advantages  ( ?)  of  craniotomy  of  the  aftercoming 
head  as  compared  with  the  forecoming  head." 

Fritsch  "  (as  above)  sees  advantages  in  favor  of  the  aftercom- 
ing head;  Schroder""  thought  perforation  and  delivery  of  the 
aftercoming  head  neither  more  difficult  nor  more  dangerous 
than  of  the  advancing  head.  On  the  other  hand,  Spiegelberg  '* 
thought  that  the  aftercoming  extraction  was  nearly  always 
more  difficult;  Krassowsky,'''  somewhat  more  difficult.  If  one 
hundred  opinions  were  gathered,  I  believe  the  majority  would 
incline  toward  Spiegelberg. 

Whether  to  reduce  the  decapitated  head  through  the  base, 
avoiding  version,  or  through  the  vertex  after  version,  I  think 
reduction  and  delivery  through  the  vertex  is  easier  to  accom- 
plish and  will  yield  superior  results. 

Given  one  hundred  cases  presenting  the  usual  malconditions 
as  to  pelvo-cephalic  disproportion,  I  think  that  one  will  find  the 
advantages  to  lie  with  the  perforation  and  extraction  of  the 
advancing  head  rather  than  with  the  perforation  and  extrac- 
tion of  the  aftercoming  head,  for,  however  masterful  the  obstet- 
rician, the  following  conditions  will  obtain: 

1,  The  cephalic  parts  in  the  aftercoming  head  are  more  diffi- 
cult of  access. 

2.  The  avenue  of  approach,  because  of  its  embarrassment,  is 
more  awkward  for  operation  than  when  clear  of  obstacles  like 
the  neck  and  trunk. 

great  the  excerebrated  head  should  be  encouraged  to  fold  somewhat  like 
the  covers  of  a  book,  the  base  of  the  head  forming  one  cover  and  the  oppo- 
site parietal  bone  and  tissues  the  other,  the  head  clearing  the  strait  much 
in  the  manner  of  a  broad  wedge,  with  apex  below,  and  base,  formed  by 
the  arched  parietal  bones,  above;  the  reverse  will  obtain  in  the  advancing- 
head  condition.  Winckel,''^  concluding  upon  basiotripsy,  states  "  that  the 
cephalotribe  is  an  instrument  which  can  be  dispensed  with,  and  the  time 
is  not  far  distant  when  it  will  no  longer  be  used.  My  assistants  and  I,  in 
the  past  fifteen  years,  in  about  fifteen  thousand  deliveries,  have  done  with- 
out it,  and  the  scanty  publications  about  this  operation  in  Germany  show 
further  that  its  use  is  steadily  decreasing." 

*  With  a  good  volsella  forceps,  could  it  not  be  fixed  more  conveniently 
and  more  safely,  more  particularly  if  the  trunk  has  been  removed? 

f  This  is  not  a  common  experience;  the  contrary  is  most  often  the  case, 
and  is  especially  mentioned  as  one  of  the  greatest  inconveniences  pre- 
sented ia  these  aftercoming-head  operations. 
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3.  The  assistance  required  is  greater  and  more  complicated. 

4.  The  length  of  time  of  operation  is  longer. 

5.  The  evacuation  and  breaking  down  of  the  brain  is  accom- 
plished with  less  facility. 

6.  Extraction  of  the  aftercoming  perforated  head  manually 
or  with  instruments  requires  greater  and  more  delicate  efforts. 

7.  The  dangers  from  slipping  of  instruments,  ruptures, 
lacerations,  and  pressure  inflammations  are  greater. 

8.  With  the  aftercoming  head  choice  of  vantage  puncture  is 
limited;  the  head  cannot  be  turned  or  adapted  as  emergency 
or  advantage  may  suggest.  In  the  advancing  head,  and  more 
especially  when  decapitated,  the  head  can  be  turned,  without 
difficulty  or  danger,  into  any  form  of  presentation  desired,  so 
that  any  point,  as  a  fontanelle  or  suture,  may  be  chosen  for 
attack. 

9.  The  extraction  of  the  aftercoming  head  presents  more  dif- 
ficulties for  the  general  practitioner,  as  well  as  for  the  special- 
ist, than  does  the  extraction  of  the  advancing  head. 

10.  As  Winternitz "  declared,  decapitation,  turning,  ex- 
cerebration,  and  extraction  (his  case  with  craniotomy)  requires, 
comparatively  speaking,  little  time.  A  short  excerpt  of  his 
case  is  as  follows:  Parturient,  33  years  old,  well  and  healthy 
appearing,  had  four  labors  within  four  years,  all  with  assist- 
ance. First  labor:  Forceps,  difficult,  at  pelvic  outlet;  neona- 
tus  died  a  few  hours  post  partum.  Second  labor:  Induction 
of  labor  at  thirty-third  week;  spontaneous  delivery  of  2,840 
gramme  child;  died  one  day  after.  Third  labor:  Prolapse  of 
cord  and  foot;  reposition;  spontaneous  delivery  of  premature 
child;  lived.  Fourth  labor:  Occipito-posterior  presentation; 
premature;  forceps  at  pelvic  outlet;  lives.  Fifth  labor, 
present  case:  A  generally  contracted  pelvis  with  a  conjugata 
diagonalis  of  9.9  centimetres;  conjugata  vera,  7.5  to  7.7 
centimetres;  position,  first  breech;  membranes  ruptured  at  12 
midnight;  breech  soon  appears;  extraction  of  trunk  difficult; 
right  arm  extracted  with  fracture;  head,  high  above  superior 
strait,  notwithstanding  strong  tractive  attempts,  does  not  de- 
scend; attempts  made  to  perforate;  finds  no  room  in  vagina  for 
perforator;  while  attempting  to  perforate  a  profuse  hemor- 
rhage occurred,  due  to  premature  separation  of  placenta;  pulse 
becomes  small,  face  blanched,  the  patient  threatens  to  collapse; 
decapitates,  turns,  perforates  through  vertex;  hemorrhage  still 
continues;  applies  cranioclast,  soon  delivers  head;  prematurely 
separated  placenta  immediately  follows  head;  uterus  contracts 
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firmly,  hemorrhage  ceasing;  one  hour  and  a  half  post  partum^ 
after  various  stimulation,  the  patient  can  safely  be  committed  to 
the  nurse's  care;  puerperium  normal;  neonatus  3,500  grammes. 

Kilian*  in  1849,  Fehling"  in  1889,  both  warned  against 
exerting  such  traction  upon  the  trunk  as  to  separate  it  from 
the  head.  Under  normal  conditions  and  under  moderate  dis- 
proportion this  suggestion  is  a  very  good  one.  Here,  if  the 
head  be  not  spontaneously  delivered,  manual  methods  alone 
usually  develop  it.  But  where  gross  disproportion  exists  this 
objection  need  not  stand,  as  decapitation  with  perforation, 
etc. ,  may  be  performed  as  readily,  more  so,  I  think,  than  per- 
foration, etc.,  of  the  aftercoming  head  with  trunk  still  at- 
tached. 

Query.— Will  this  method  of  decapitation  and  extraction 
prove  as  successful  when  dealing  with  the  normal  head  as 
with  the  hydrocephalic  ?  I  think  so,  and  that  it  should  yield 
as  favorable  results.  If  it  were  necessary  the  turned,  per- 
forated, collapsed,  thus  advancing  head  could  readily  be  dis- 
articulated and  extracted  with  the  Kght,  small  Meigs  or  Mes- 
nard  forceps,  and  with  less  embarrassment  than  when  crushed 
and  spiculated  with  the  heavier  machinery  of  the  cephalotribe. 

Since  the  child  is  already  dead  or  soon  succumbs— a  condition 
equal  in  both  methods,  ethically  considered— I  doubt  whether 
a  clean-cut  and  less  cruel  decapitation  and  extraction  would 
not  find  greater  favor  with  the  parents  than  the  more  gruesome 
and  drawn-ovLi  Zei^stuckelung  of  the  craniotomy  or  basiotripsy. 
In  private  practice,  and  more  especially  under  emergency  con- 
ditions, this  method  will  be  found  favorable,  as  here  more  espe- 
cially exist  the  crucial  tests  of  merit  of  any  method  of  opera- 
tion, namely:  (a)  superiority  in  result;  (b)  that  the  method  is 
as  convenient  and  successful  of  practice  for  the  general  prac- 
titioner of  obstetrics,  under  his  more  trying  private  practice 
conditions,  as  for  the  specialist  with  his  more  perfect  and  less 
trying  maternity  conditions;  (c)  that  the  method  possesses  ease 
of  technique  and  simplicity  of  execution;  (d)  that  it  is  of 
ready  appHcability  to  those  obstetrical  emergencies  which,  as 
a  rule,  arise  suddenly  and  must  be  combated  single-handed. 
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PHTHISIS  IN  PREGNANCY  AND  LABOR. 


W.  REYNOLDS  WILSON,  M.D., 
Philadelphia. 


Tubercular  invasion  of  the  lungs  occurs  frequently  in 
women  during  pregnancy  who  present  a  phthisical  tendency, 
the  infection  taking  place  either  at  this  period  or  preceding 
gestation.  The  disease  develops  actively  in  some  cases,  while 
in  others  it  remains  apparently  dormant.  In  the  majority  of 
cases  it  assumes  an  overwhelming  activity  during  childbed 
and  in  the  period  succeeding  this.  Such,  however,  may  not  be 
the  case  after  the  first  pregnancy,  but  with  each  successive 
pregnancy  the  disease  advances,  and  in  such  strides  as  to  make 
it  evident  that  pregnancy  and  parturition — of  all  predisposing 
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causes  in  the  female— have  to  do  most  directly  with  the  devel- 
opment of  phthisis.  The  chronicity  of  the  disease  partly 
explains,  no  doubt,  the  apparently  dormant  character  of  its 
course  sometimes  observed  during  pregnancy.  The  localiza- 
tion of  the  lesion,  the  chest  expansion  of  the  patient,  and  the 
maintenance  of  the  digestive  and  other  functions  of  the  body 
also  control  the  expression  of  the  disease  at  this  time.  In 
addition  to  this,  respiratory  compensation  due  to  lateral  expan- 
sion of  the  chest  walls,  together  with  a  tendency  to  cardiac 
hypertrophy,  offers  a  compensation  for  the  loss  of  lung  tissue 
due  to  the  progress  of  the  invasion. 

The  symptoms  of  the  various  stages  in  pulmonary  phthisis 
are  not  sufficiently  defined  to]  make  it  possible  to  assert  any 
theoretical  conclusions  as  to  its  course  during  pregnancy.  One 
fact  remains  beyond  doubt,  however,  and  that  is  that  the 
progress  of  the  disease  is  hastened  by  the  occurrence  of  gesta- 
tion. In  considering  the  development  of  phthisis  the  pre- 
existing condition  of  the  patient  should  be  taken  into  account: 
conception  occurring  in  the  early  stage  of  the  infection  may 
find  the  woman  in  a  state  of  comparatively  good  nutrition; 
whereas,  on  the  other  hand,  an  anemic,  poorly  nourished 
woman,  the  subject  of  tuberculosis,  whose  vitality  has  been 
depressed  by  the  nervous  disturbance  and  derangement  of  the 
digestive  function  of  early  pregnancy,  offers  but  poor  resist- 
ance to  the  disease. 

As  to  the  special  symptoms  occurring  in  phthisis,  we  may 
consider: 

1.  Dysjonea.— This  is  more  marked  toward  the  end  of  preg- 
nancy, owing  to  the  impairment  in  respiratory  efficiency  of  the 
abdominal  muscles,  the  latter  being  called  into  use  at  this 
time  as  muscles  of  support  by  the  constant  pressure  of  the 
gravid  uterus  in  its  tendency  to  forward  displacement.  Dysp- 
nea, however,  does  not  assume  threatening  proportions  unless 
it  be  from  the  rapid  advance  of  the  broncho-pneumonic  process. 

2.  Cough.— U  the  cough  be  constant  or  markedly  parox- 
ysmal, as  in  the  formation  of  cavities,  it  contributes  to  the 
asthenic  condition  of  the  patient.  Danger  to  the  interruption 
of  gestation  from  coughing  is  not  great,  even  though  this  be  a 
persistent  symptom. 

3.  Hemoptysis.— Fregnancy  is  not  a  predisposing  factor  in 
inducing  pulmonary  hemorrhage,  beyond  the  general  influence 
of  gestation  upon  the  development  of  the  disease  in  women 
who  present  a  tendency  thereto.     Hemoptysis  as  an  initial 
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symptom  in  phthisis  may  occur  in  pregnancy.  If  it  be  present 
during  gestation  it  is  apt  to  abate  temporarily  with  delivery. 

4.  Fever. — The  initial  fever  of  phthisis — that  which  occurs 
with  the  deposit  of  tubercles — may  be  present  early  in  preg- 
nancy with  the  onset  of  the  disease,  if  this  be  consequent  to 
the  occurrence  of  pregnancy;  while  the  fever  of  absorption 
may  be  present  later,  as  the  disease  becomes  hastened  in  its 
progress. 

As  to  the  interruption  of  pregnancy  in  phthisis,  the  propor- 
tion of  abortions  and  miscarriages  is  comparatively  small. 
Vinay  presents  a  compilation  of  the  statistics  of  Grisolle, 
Dubreuille,  and  Bourgeois,  based  upon  159  cases;  of  these, 
delivery  at  term  occurred  in  139  instances,  premature  delivery 
occurred  in  9  instances,  abortion  occurred  in  11  instances 
(one  patient  having  died  in  her  seventh  month  undelivered). 

The  interruption  to  pregnancy  is  more  apt  to  occur  in  pluri- 
parous  than  in  primiparous  women.  It  is  to  be  anticipated  in 
the  more  advanced  cases  of  tuberculosis. 

Phthisis  does  not  belong  to  those  diseases  the  degree  of 
infection  of  which  is  sufficient  in  itself  to  interrupt  the  course 
of  pregnancy.  The  gravity  of  the  disease  in  this  particular 
lies  in  its  depressing  effect,  due  to  wasting,  and  in  the  intensity 
of  its  special  symptoms.  The  possibility  of  any  one  of  the 
latter  of  itself  producing  abortion  or  miscarriage  is  doubtful. 
Taking  them  separately,  for  instance:  First,  as  to  fever,  we  may 
consider  that  hyperpyrexia  is  scarcely  sufficient,  per  se,  to  ter- 
minate labor.  The  elevation  in  temperature  is  not  likely  to  be 
great  enough  or  continuous  enough  to  determine  the  death  of 
the  fetus  or  to  excite  uterine  contractions,  as  may  be  the  case, 
for  instance,  in  pneumonia.  Secondly,  hemoptysis  and  cough 
are  not  symptoms  of  sufficient  gravity  in  themselves  to  produce 
abortion.  Improper  blood  composition,  such  as  may  be  found 
in  either  the  anemia  of  tuberculosis  or  in  conditions  of  improp- 
erly oxygenated  blood,  in  cases  of  greatly  reduced  lung  capa- 
city due  to  excavation,  has  a  directly  depressing  effect  upon 
the  vitality  of  the  fetus.  It  is,  however,  unusual  for  pregnancy 
to  be  interrupted  through  such  a  cause,  or  even,  in  cases  pro- 
ceeding to  term,  for  the  infant  to  show  signs  of  imperfect 
nutrition. 

The  question  of  direct  infection  of  the  fetus  by  means  of  the 
transmission  of  the  bacillus  tuberculosis  from  the  maternal  to 
the  fetal  blood  is  of  interest  as  bearing  upon  the  production  of 
abortion  and  miscarriage.     Ahlfeld  believes,  with  the  earlier 
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writers,  that  the  placenta  offers  a  certain  impermeability  to 
the  invasion  of  micro-organisms.  The  researches  of  Schmorl 
and  Kockel  in  the  histogenesis  of  tuberculosis  of  the  placenta 
partly  support  this  view.  They  have  described  two  forms, 
which  are  usually  associated.  In  the  first  the  alterations 
begin  by  the  appearance  of  granulation  tissue  in  the  inter- 
villous spaces;  the  villi,  which  appear  to  be  the  point  of  resist- 
ance to  the  invading  bacillus,  finally  lose  their  epithelial  cover- 
ing and  become  invaded  by  bacilli,  their  demarcation  being 
lost  by  the  spread  of  the  granulation  tissue.  In  the  second 
form,  which  is  rare,  the  tubercular  granulations  develop  in  the 
tissue  of  the  villi  itself.  This  attempt  at  resistance,  however, 
does  not  prove  the  impermeability  of  the  placenta,  as  Bar  and 
Renon  have  been  able  to  inoculate  guinea-pigs  by  the  injection 
of  blood  obtained  from  the  umbilical  vein.  Many  other 
observers,  Gartner  among  others,  have  obtained  positive 
demonstrations  of  the  inoculation  of  successive  litters  of  white 
mice  from  females  treated  by  intraperitoneal  injections.  The 
present  stage  of  investigation  brings  us,  therefore,  to  the  con- 
clusion that  there  exists  a  possibility  of  transmission  of  bacilli 
from  the  mother  to  the  fetus,  although  clinical  evidence  goes 
to  prove  that  this  transmission  is  exceptional. 

The  possibility  of  infection  of  paternal  source  must  not  be 
overlooked,  for  the  ability  of  the  fetus  to  survive  in  utero  may 
be  influenced  by  an  infection  received  from  the  father.  As  to 
this  point,  direct  paternal  infection  (tuberculization  of  the 
ovule)  has  not  been  demonstrated,  although  bacilli  have  been 
found,  not  only  in  the  spermatic  fluid  of  patients  suffering 
from  genital  tuberculosis,  but  in  that  of  tuberculous  subjects 
supposed  to  be  free  from  local  manifestations. 

In  considering  the  influence  of  parturition  upon  the  condi- 
tion of  a  tuberculous  woman,  it  may  be  asserted  that  it  is 
distinctly  unfavorable.  During  pregnancy  there  seems  to  be 
established  a  certain  physiological  equilibrium  which  assures 
an  equalization  in  the  various  functions  of  the  body,  and 
which,  although  it  cannot  be  counted  on  as  a  protection  against 
the  invasion  of  tuberculosis,  offers  an  apparent  barrier  to  its 
spread.  No  such  influence  is  present,  though,  in  parturition; 
the  pain  and  nervous  tension,  the  loss  of  blood,  and  the  sudden 
relaxation  following  delivery  are  inseparable  conditions  in 
labor,  and  are  all  contributory  to  the  physical  exhaustion 
which  belongs  to  the  more  or  less  advanced  stages  of  phthisis. 
The  effects  of  the  traumatism  incident  to  labor  also  seem  to 
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give  fresh  impetus  to  the  pulmonary  lesion.  Even  a  general 
dissemination  of  tubercles  apparently  dating  from  delivery  has 
been  observed. 

The  puerperium  presents  equally  unfavorable  conditions. 
As  a  rule  phthisical  women  who  have  come  to  term  with  an 
elevation  in  temperature,  or  those  who  have  developed  a  hyper- 
pyrexia in  childbed,  succumb  rapidly.  The  establishment  of 
lactation  offers  a  favorable  influence  to  the  development  of  the 
tubercular  lesions.  In  fact  no  other  set  of  circumstances  could 
place  the  woman  in  a  more  receptive  condition  for  the  further 
invasion  of  the  disease.  As  to  -  the  liability  of  septicemia  as  a 
complication  in  the  puerperium,  it  is  apparently  not  increased, 
the  local  resistance  of  the  pelvic  tissues  to  mycotic  invasion 
not  being  diminished. 

Huguier,  Gueniot,  and  Budin  have  reported  instances  of  fatal 
hemoptysis  occurring  in  parturition. 

Treatment. — Prophylaxis.  Unfortunately  the  period  of  life 
in  women  in  which  they  are  most  likely  to  marry  corresponds 
to  that  of  the  development  of  tuberculosis.  The  child-bearing 
period  thus  comes  at  an  age  when  the  subject  of  possible  in- 
fection is  least  likely  to  resist  the  disease  under  the  predispos- 
ing conditions  of  pregnancy.  The  general  rule,  in  which  all 
writers  concur  notwithstanding  the  differences  of  opinion  as  to 
the  influence  of  pregnancy  upon  tuberculosis,  is  that  a  patient 
suffering  from  distinct  evidences  of  disease — the  local  signs  of 
infection  and  the  presence  of  bacilli  in  the  sputum — should  not 
marry.  Beyond  this  it  is  difficult  to  lay  down  any  rule.  He- 
reditary tendency  is  not  a  factor,  to  the  extent  of  serving  as  a 
guide  in  prognosis,  in  the  question  of  the  development  of  tuber- 
culosis. If  the  disease  be  present  usually  some  clinical  evi- 
dence of  it  will  have  made  its  appearance  before  the  marriage- 
able age. 

In  the  matter  of  further  treatment  the  general  supervision  of 
the  case  is  most  important.  The  selection  of  a  suitable  climate 
comes  first.  This  should  be  made  at  a  proper  time  in  the  case, 
before  the  distress  and  discomfort  of  the  patient  prohibit  travel. 
Systematic  examination  of  the  urine  should  be  made.  AVhere 
albuminuria  is  present  milk  should  be  given  in  such  quantity 
as  to  serve  as  a  basis  of  diet — one  and  a  half  to  two  quarts  in 
twenty-four  hours.  The  relief  of  gastric  catarrh,  the  correc- 
tion of  the  enteritis  accompanying  tubercular  ulceration,  and 
sedative  treatment  for  cough,  cover  the  therapeutic  measures. 

Obstetrical  Treatment. — The  question  of  the  interruption  of 


506         WILSON:   PHTHISIS   IN   PREGNANCY   AND   LABOR. 

pregnancy  can  have  no  bearing  upon  the  treatment  of  the  dis- 
ease, unless  it  be  under  exceptional  conditions,  as,  for  instance, 
extreme  dyspnea  and  anasarca— conditions  which  call  for  treat- 
ment to  save  the  patient,  and  which  are  therefore  directed 
rather  toward  the  preservation  of  the  child's  Hfe  than  toward 
limiting  the  disease  in  the  mother.  Upon  the  part  of  the  fetus 
the  only  instance,  outside  of  the  threatened  destruction  of  the 
mother,  in  which  the  induction  of  labor  is  indicated,  is  in  cases 
of  miliary  tuberculosis,  in  which  the  acuteness  of  the  symptoms 
threatens  the  existence  of  the  child. 

As  to  the  management  of  labor  in  phthisical  subjects,  nar- 
cosis to  control  the  physical  strain  is  indicated  in  the  second 
stage.  In  cases  of  pelvic  deformity  sufficient  to  offer  obstruc- 
tion to  the  passage  of  the  presenting  part,  early  operative  in- 
terference is  indicated,  in  order  to  save  the  patient  unnecessary 
exhaustion.  Hemorrhage,  as  far  as  possible,  must  be  pre- 
vented. Strong  supportive  treatment  should  be  commenced 
early  in  the  puerperium. 

Both  on  account  of  the  tendency  to  the  development  of  the 
disease  in  the  puerperium  and  on  account  of  the  low  nutritive 
quality  of  the  milk,  especially  in  the  later  stage  of  lactation, 
nursing  should  be  prohibited.  It  is  sometimes  difficult  to  hold 
precisely  to  this  rule,  as  it  often  happens  in  the  early  stage  of 
the  disease,  or  even  in  the  more  advanced  conditions,  that  the 
supply  of  milk  is  abundant.  In  such  cases  the  period  of  lac- 
tation should  be  curtailed,  according  either  as  to  the  conve- 
nience to  the  mother  with  which  the  milk  may  be  suppressed, 
or  as  to  the  general  condition  of  the  patient.  As  to  the  dan- 
ger of  transmission  of  the  disease  in  lactation,  the  presence  of 
bacilh  in  the  milk  is  so  exceptional  that  infection  from  this 
source  can  hardly  serve  as  a  danger  to  the  child.  The  fact 
that  tubercular  infection  by  means  of  the  intestinal  tract  in  the 
newborn  is  the  exception  also  promises  immunity  to  the  infant. 
112  South  Twentieth  street. 
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THE    TREATMENT    OF    ASPHYXIA  IN  CHILDREN  BY  THE  USE 

OF  A  SOFT-RUBBER  CATHETER. 

report  of  two  cases. 


BY 

S.   ORMOND  GOLDAN,  M.D., 
New  York. 


Case  I. — Ten  months  ago  I  was  asked  by  Dr.  V.  to  anesthe- 
tize a  child  suffering  with  pyothorax.  History  as  follows:  C. 
A.,  age  4  years,  general  condition  poor,  type  of  patient  anemic, 
marked  venous  congestion,  respiration  40,  pulse  140  and  full, 
temperature  103°.  Urine  analysis  showed  albumin  and  hya- 
line casts.  The  patient  had  been  aspirated  twice  without  im- 
provement. It  was  decided  to  excise  an  entire  rib.  I  deemed 
chloroform  preferable  and  administered  it  to  complete  narcosis 
with  no  untoward  symptoms.  Upon  turning  the  child  upon 
the  side  she  ceased  breathing;  the  pulse  was  just  perceptible. 
I  quickly  inverted  her,  performed  artificial  respiration,  and 
after  a  few  moments  breathing  commenced.  Thinking  possibly 
the  anesthetic  was  at  fault,  the  surgeon  requested  changing 
to  ether.  The  operation  was  proceeded  with,  and  just  as  the 
pus  cavity  was  opened  the  child  again  ceased  to  breathe.  The 
same  measures  to  restore  respiration  were  again  employed,  but 
without  effect.     I  then  quickly  introduced  a  soft-rubber  cathe- 
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ter  into  the  larynx  and  continued  artificial  respiration,  exhaling 
forcibly  through  the  catheter  during  the  inspiratory  phase. 
The  child  commenced  to  breathe,  first  in  gasps  and  then  with 
normal  rhythm.     Recovery  complete. 

Case  II. — February  10  I  was  suddenly  called  to  administer 
chloroform  in  a  case  of  hemorrhage  during  labor.  Upon  reach- 
ing the  patient  I  suggested  that  ether  would  be  far  safer,  she 
having  lost  considerable  blood,  and  thereupon  administered 
that  anesthetic,  preceded  by  nitrous  oxide.  The  narcosis  was 
induced  in  three  and  one-half  minutes.  Version  was  per- 
formed, the  child  extracted  and  laid  to  one  side  as  dead.  After 
discontinuing  the  narcosis  I  asked  permission  to  try  resuscita- 
tive  measures  in  the  child,  and  first  tried  artificial  respiration, 
with  absolutely  no  result ;  used  hot  and  cold  stimulation,  hot 
cloths  over  heart,  then  the  Koenig-Mas  rapid  compression  of 
the  chest,  with  no  better  result.  As  a  last  resource  I  intro- 
duced a  soft-rubber  catheter,  keeping  the  child's  head  slightly 
extended  ;  and  then  performed  artificial  respiration,  first  for- 
cibly compressing  the  chest,  then  relaxing,  at  the  same  time 
exhaling  actively  through  the  catheter.  After  doing  this  about 
thirty  times  the  breathing  began  by  gasps,  at  the  same  time 
the  color  changed  from  an  ashy  gray  to  a  gradual  red.  Upon 
removal  of  the  catheter,  after  about  fifteen  minutes,  I  used  alter- 
nate hot  and  cold  stimulation,  and  respiration  soon  commenced 
with  the  normal  rhythm.  This  case  is  interesting  because  arti- 
ficial respiration  alone  did  not  seem  to  be  of  any  benefit;  com- 
bined with  forcible  inflation  of  the  lungs  (which  the  child  was 
not  capable  of  doing  unaided),  it  produced  the  desired  effect. 
The  irritation  of  the  catheter  in  the  larynx  may  possibly  have 
been  of  some  use  in  stimulating  respiration  reflexly  through 
afferent  impulses. 

In  regard  to  the  first  case,  the  cessation  of  breathing  at  both 
times  was  of  an  asphyxial  character.  The  heart  was  only  sec- 
ondarily affected.  Neither  of  the  anesthetics  was  a  factor  in 
causation  of  respiratory  failure.  It  frequently  happens  that 
patients  who  have  obstructive  diseases  of  the  larynx,  great 
abdominal  distension,  large  tumors,  any  condition  causing  im- 
perfect interchange  of  the  gases  of  the  blood,  often  show  signs 
of  respiratory  failure  just  at  the  time  the  condition  is  relieved. 
At  this  time  the  anesthetic  should  always  be  removed,  espe- 
cially chloroform  (which  was  done  in  the  above  case),  for  the 
reason  that  when  an  obstruction  to  respiration  is  removed  the 
patient  will  first  take  a  deep  inspiration  and  stop  breathing. 
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Respiration,  after  a  few  seconds,  in  most  cases  is  spontaneously 
resumed.  It  can  readily  be  seen,  were  a  saturated  chloroform 
mask  over  the  patient's  face  during  the  deep  inspiration,  he 
might  take  in  an  amount  which,  if  actually  measured,  would 
be  very  small,  yet  sufficient  to  cause  death  from  overdosage. 
225  West  Forty-fifth  street. 


INFLUENZA  COMPLICATING  UTERINE  AND     PELVIC    DISEASE 
AND  PREGNANCY.  1 


F.   C.  AMEISS,    M.D., 

Clinical  Professor  of  Gynecology,  Missouri  Medical  College, 

St.  Louis,  Mo. 


That  influenza  ever  occurs  de  novo  in  the  female  genitalia 
is  a  doubtful  question  and  probably  an  impossible  matter  to 
positively  diagnosticate,  but  it  is  certain  that  very  serious  in- 
flammatory complications  of  the  uterus  and  pelvic  organs  are 
often  found  in  cases  of  influenza  infection.  Menorrhagia  and 
metrorrhagia  are  of  frequent  occurrence,  and  even  acute  salpin- 
gitis and  pelvic  peritonitis  are  occasionally  met  with.  Engel, 
of  Hungary,^  observed  265  cases  of  menstrual  anomalies 
amongst  903  influenza  infections  (39^  per  cent),  and  remarks 
that  he  considers  this  even  a  smaller  percentage  than  the 
actual  one,  as  many  a  menstrual  irregularity  certainly  had 
been  overlooked  by  the  attending  physician. 

A  very  grave  case  of  the  hemorrhagic  type  above  referred 
to  came  under  my  observation  at  a  time  when  little  was  known 
of  the  specific  effect  this  disease  exerts  on  the  female  genera- 
tive apparatus.  A  girl  of  17  years,  in  good  general  health, 
was  attacked  with  influenza  during  our  first  severe  epidemic 
about  ten  years  ago.  The  disease  affected  the  respiratory 
organs  from  the  outset,  developing  into  a  bad  case  of  pneu- 
monia. When  she  took  sick  her  menstruation  was  due,  but 
was  delayed  a  couple  of  days;  on  its  appearance  it  developed 
into  a  hemorrhage  which  at  times  seemed  dangerous  to  life, 
and  resisted  all  treatment  for  five  weeks  until  the  chest  symp- 
toms subsided.     The  hypogastrium   and  iliac   regions    were 

'  Read  before  the  St.  Louis  Obstetrical  and  Gynecological  Society,  Janu- 
ary 19,  1899. 
*  Centralbl.  fur  Gyn.,  No.  24,  1897. 
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slightly  tympanitic  and  swollen;  the  uterus  was  very  painful 
on  vaginal  examination,  and  the  right  tube  was  enlarged  to 
the  size  of  a  small  finger,  felt  soft  and  doughy,  whilst  the 
left  one  seemed  embedded  in  a  diffuse,  semi-solid,  inflamma- 
tory exudate.  I  suppose  that  the  hemorrhage  originated  not 
only  from  the  uterine  endometrium,  but  also  from  the  tubal 
cavities.  Some  blood  may  have  oozed  into  the  peritoneal 
cavity,  causing  the  circumscribed  left  pelvic  exudation  de- 
scribed above,  but  most  of  the  flow  was  discharged  through 
the  uterus. 

To  check  the  hemorrhage,  ergot,  sulphuric  acid,  gallic  acid, 
hydrastis,  and  other  remedies  were  administered,  but  without 
the  least  relief;  in  fact,  later  use  of  these  drugs  has  convinced 
me  that  they  are  of  no  benefit  whatsoever  in  uterine  hemorrhage 
■caused  by  influenza  infection.  The  only  drug  which  to  some  ex- 
tent assisted  in  reducing  the  flow  when  dangerous,  was  nitrate 
of  strychnia  hypodermatically  administered  in  doses  of  one- 
twenty-fifth  of  a  grain  each.  I  had  used  this  drug  successfully 
in  other  forms  of  severe  uterine  hemorrhage,  and  it  again  acted 
well  and  quickly.  Its  physiological  action  in  these  cases,  I 
believe,  depends  on  the  stimulation  of  the  vasomotor  system, 
which  causes  contraction  of  the  arterioles  in  the  uterine  wall. 
In  addition,  a  hot  two  per  cent  acetic  acid  solution  was  used  as 
vaginal  douche,  and  during  severe  bleeding  attacks  the  injection 
was  given  at  a  temperature  of  120°,  which  probably  was  the 
main  factor  in  checking,  at  least  temporarily,  the  dangerous 
hemorrhage.  The  intense  pelvic  pain  was  somewhat  relieved 
by  one-third  grain  doses  of  codein  combined  with  ten  of  phe- 
nacetin;  but  it  is  only  in  the  beginning  of  this  prostrating 
malady  that  I  dare  give  a  couple  of  full  doses  of  any  of 
the  coal-tar  products.  Of  course  the  systemic  treatment, 
which  is  of  paramount  importance,  consisting  mainly  in  alco- 
holic and  strychnia  stimulants  and  concentrated  fluid  foods 
with  plenty  of  milk,  was  properly  observed.  The  patient 
convalesced  slowly,  but  not  satisfactorily,  and  eight  or  nine 
months  later  pulmonary  tuberculosis  developed,  to  which  she 
succumbed  two  years  ago.  After  the  subsidence  of  the  acute 
chest  symptoms  the  uterine  hemorrhage  ceased,  and  three 
weeks  later  all  uterine  and  tubal  inflammation  had  completely 
disappeared,  the  local  examination  giving  an  entirely  normal 
condition. 

The  peculiar  and  interesting  feature  in  this  case  was  the  com- 
plete restoration  of  the  pelvic  organs,  contrary  to  the  general 
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experience  in  similar  cases.  Usually  it  is  noted  that  such 
cases  develop  chronic  inflammatory  complications  involving 
the  entire  pelvic  organs,  more  or  less.  The  thorough  local 
recovery  can  very  likely  be  explained  by  the  assumption  that 
the  pelvic  structures  were  absolutely  healthy  and  normal  when 
the  girl  took  sick,  and  that  when  the  general  systemic  influenza 
infection  had  run  its  course  the  local  complication  also  sub- 
sided. It  may  be  noted  here,  in  connection  with  uterine  and 
pelvic  disease  induced  by  influenza,  that  women  are  most  liable 
to  this  infection  when  the  attack  occurs  at  the  time  of  men- 
struation. 

Another  dreadful  effect  of  influenza  is  the  interference  it 
causes  with  the  normal  progress  of  pregnancy.  Abortions  and 
premature  labors  frequently  occur,  are  generally  accompanied 
by  excessive  loss  of  blood,  and  usually  demand  instrumental 
interference.  Miiller  '  records  157  cases  of  influenza  in  women; 
21  of  these  occurred  during  pregnancy,  17  of  which  aborted. 
This  is  by  far  a  higher  percentage  of  abortions  than  given  by 
any  other  authority  on  the  subject.  As  to  the  causations  of 
these  abortions,  it  is  impossible  to  say,  with  our  present  know- 
ledge, whether  the  influenza  virus,  the  high  fever,  or  the  ex- 
cessively severe  and  heavy  coughing  forms  the  main  factor  in 
the  production  of  the  miscarriage. 

An  instructive  case  of  this  kind  (at  least  personally  instruc- 
tive) came  under  my  care  at  the  Polyclinic  in  1891.  Many 
more  have  been  observed  and  treated  since,  but  it  was  the  first 
case  of  abortion  I  attended  which  left  no  doubt  in  my  mind  as 
to  the  particular  intensity  of  uterine  symptoms  induced  by  the 
accompanying  influenza  infection.  A  woman,  age  31,  mar- 
ried, had  three  children,  the  youngest  2^  years  old.  She  had 
not  menstruated  for  three  and  a  half  months,  and  had  taken 
sick,  four  days  before  I  saw  her,  with  acute  influenza  symptoms 
of  the  general  throat  and  chest  type,  with  the  usual  pains  in 
head  and  back  and  ''all  over."  Her  temperature  on  the  fourth 
day  was  105°,  with  a  pulse  of  125.  She  was  intensely  pros- 
trated. For  two  days  she  had  noted  a  slight  bloody  discharge 
but  no  uterine  pains.  On  examination  I  found  the  cervix  and 
entire  body  of  the  uterus  extremely  sensitive,  with  no  other 
sign  but  the  constant  oozing  of  beginning  abortion.  The  next 
day  free  bleeding.  On  the  sixth  day  the  profuse  bloody  dis- 
charge became  offensive.  Even  now  there  was  hardly  any 
dilatation  of  the  os,  with  complete  absence  of  uterine  pains,  the 
'  Miinch.  Med,  Wochenschr. ,  No.  41,  1S95. 
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patient  complaining  only  of  extreme  soreness  on  bimanual  ex- 
amination. I  dilated  and  emptied  the  uterus.  The  decom- 
posed fetus  and  placenta  were  easily  taken  away  en  masse,  as- 
they  had  been  lying  apparently  loose  in  the  uterus.  A  free, 
stinking,  bloody  discharge  followed.  After  washing  out  th& 
uterine  cavity  with  1  :  2000  formalin  solution,  I  tamponed 
lightly  with  ten  per  cent  iodoform  gauze,  the  removal  of  which, 
after  twenty-four  hours,  was  followed  by  rather  free  bleeding, 
which  was  quickly  checked  by  a  hypodermatic  of  one-twentieth 
of  a  grain  of  strychnise  nitras.  On  the  second  day  after 
emptying  the  uterus  I  placed  gauze  in  the  vagina  only,  which 
was  removed  the  next  morning,  and  ordered  a  hot  vaginal 
formalin  douche  of  1  :  6000  every  eight  hours.  The  offensive 
odor  of  the  discharge  ceased  entirely  after  removing  the  ute- 
rine contents,  but  the  bloody  flow  lasted  more  or  less  for  four 
weeks.  The  temperature  continued  high,  ranging  between 
102°  and  104°,  for  a  week  longer,  when  it  gradually  subsided. 
The  patient  was  confined  to  bed  for  five  weeks,  and  then  it  took 
half  a  year  before  she  was  again  fully  restored. 

When  influenza  attacks  a  woman  about  to  be  confined  the 
labor  frequently  proves  a  very  tedious  one  with  considerable 
uterine  inertia.  Excessively  bloody  and  offensive  lochia '  at 
times  continue  for  weeks  beyond  the  normal  duration,  induced 
very  likely  by  a  diminution  of  the  normal  postpartum  involu- 
tion of  the  uterus.  Lactation  "^  is  frequently  diminished  and 
at  times  completely  checked,  and  occasionally  it  is  even  neces- 
sary in  severe  cases,  when  milk  is  present,  to  cease  nursing  the 
babe  so  as  to  save  the  mother^s  strength  and  to  prevent  infection 
of  the  child. 

The  high  temperature  and  extreme  prostration '  of  a  severe 
case  occurring  shortly  after  labor  reminds  one  strongly  of  puer- 
peral sepsis,  particularly  as  it  starts  abruptly  with  a  heavy 
initial  chill;  but  a  differential  diagnosis  can  generally  be 
arrived  at  by  the  accompanying  throat  and  chest  symptoms 
and  the  general  la  grippe  pains  in  the  limbs,  back,  and  head, 
not  forgetting  the  characteristic,  I  would  say,  almost  pathog- 
nomonic, symptom  of  this  epidemic  infection — namely,  the  con- 
stantly rapid  interchange  of  the  sensation  of  chilliness  and 
heat.  But  when  you  are  attending  a  case  of  the  abdominal, 
the  intestinal  type  of  influenza  it  is  almost  impossible  to  tell 

'  Miiller:  Mimchen.  Med.  Wochenschr. ,  No.  41,1895. 

5  Lefour:  Gaz.  med.  de  Paris,  No.  11,  1894. 

^  Abrahams :  American  Journal  of  Obstetrics,  June,  1895. 
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whether  or  not  you  are  dealing  with  the  dreaded  puerperal 
infection.  A  short  time,  though,  will  generally  clear  up  the 
doubt.  In  puerperal  septicemia  its  characteristic  symptoms 
soon  develop  a  positive  diagnosis,  while  the  influenza  case  will 
usually  recover  after  four  to  eight  days  of  excruciating  suffer- 
ing; although  at  times  a  fatal  case  may  be  met  with,  as  oc- 
curred to  Hintze,  who  reported  (before  the  Obstetrical  Society 
of  Leipzig,  May  18,  1896)  eight  labor  cases  sick  with  influenza 
when  labor  began;  all  eight  occurred  during  one  week;  all 
gave  characteristic  catarrhal  symptoms.  Five  were  light  cases 
and  recovered  nicely.  One  was  sick  twenty-six  weeks;  the 
child,  born  prematurely,  was  dead  and  macerated.  Two  cases 
died  within  a  week  after  labor;  both  children  were  prematurely 
born.  The  autopsy  in  both  cases  gave  empyema,  and  in  one 
purulent  peritonitis.  The  genital  organs  were  of  healthy  ap- 
pearance. 

When  influenza  affects  a  woman  sick  from  a  chronic  uterine 
or  pelvic  disease,  it  is  almost  certain  that  an  acute  exacerbation 
of  the  local  affection  will  result.  A  case  of  endometritis,  at  the 
point  of  recovery,  in  which  the  discharge  had  almost  ceased, 
again  took  on,  during  an  influenza  infection,  the  symptoms  of 
acute  inflammation,  pain,  profuse  and  purulent  discharge 
which  became  hemorrhagic.  Another  case  of  chronic  pelvic 
cellulitis  with  circumscribed  pelvic  peritonitis,  which  for  a 
year  was  syraptomatically  well  and  needed  no  treatment,  now, 
under  the  influenza  attack,  redeveloped  an  intensely  painful 
inflammatory  exudate  behind  the  uterus,  which  terminated  in 
an  abscess  pointing  in  the  cul-de-sac  of  Douglas,  where  it  was 
easily  evacuated  per  vaginam.  Tumors,'  benign  and  malig- 
nant, are  frequently  considerably  increased  in  size,  and  prob- 
ably may  even  undergo  degenerative  changes.  A  case  of  ova- 
rian cystoma  increased  at  so  rapid  a  rate  and  developed  such 
serious  symptoms  of  inflammation  that  the  writer  hardly  dared 
wait  with  the  operation  until  the  fever  was  reduced  to  the  nor- 
mal. 

On  operating  this  case  the  cyst  wall  was  found  considerably 
adherent  to  omentum  and  bowel,  highly  congested,  and  trav- 
ersed by  numerous  small  blood  vessels,  which  conditions 
probably  may  be  accredited  to  the  preceding  influenza  inflam- 
mation, as  on  former  examination  the  growth  had  been  found 
freely  movable  and  not  at  all  sensitive  to  manipulation. 

2804  Olive  street. 

'  Sequel:  Centralbl.  f.  Gyn.,  No.  13,  1896. 
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Stated  Meeting,  February  16,  1899. 
R.  C.  ISToRRis,  M.D.,  in  the  Chair. 

Dr.  J.  M.  Baldy  reported  a  case  of 

INTRAUTERINE  SMALL  ROUND  CELLED  SARCOMA. 

The  specimen  which  I  have  to  present  is  an  interesting  one, 
and  it  is  probably  more  interesting  than  I  originally  antici- 
pated, from  a  pathological  standpoint.  It  is  a  large  tumor 
removed  from  a  patient  sent  to  the  hospital  for  operation.  On 
a  rather  hasty  examination  the  condition  was  diagnosed  as  ute- 
rine fibroid.  There  was  evidence  of  a  large  abdominal  tumor, 
well  rounded  out.  On  closer  examination  it  was  very  clear 
that  it  was  something  else  besides  a  fibroid.  The  tumor  was 
attached  to  the  bowel  at  two  points  by  what  seemed  to  be  an 
infiltration  of  long  standing,  and  the  parts  were  apparently 
bound  together  for  good  and  all.  Realizing  that  many  such 
cases  turn  out  to  be  malignant,  I  hesitated  about  finishing 
the  operation.  I  have  seen  many  of  these  patients  who  are  so 
badly  shocked  from  a  fifteen  or  twenty-minute  operation  that 
their  recovery  was  rendered  doubtful.  However,  I  finally 
decided  to  complete  the  removal.  Realizing  that  any  attempt 
to  tear  away  the  bowel  meant  to  tear  it  open,  I  made  the 
separation  with  scissors,  leaving  a  piece  of  the  tumor  on  the 
bowel.  I  then  removed  the  diseased  portion  from  the  bowel 
and  whipped  bleeding  points  on  the  intestine  with  catgut  to  stop 
oozing.  One  point  of  attachment  was  very  far  over  in  the 
groin,  and  it  was  difficult  to  get  between  the  abdominal  wall 
and  the  pelvic  brim.  Hysterectomy  was  finally  accomplished 
after  much  difficulty.  After  getting  rid  of  the  neoplasm  and 
the  uterus,  the  question  arose  as  to  what  to  do  with  tne  bowel. 
In  the  meantime  I  had  cut  the  specimen  open  and  found  the 
tumor  was  all  intrauterine.  The  wall  was  an  inch  thick,  and 
the  large  intrauterine  growth  had  an  anterior  broad  base  of  at- 
tachment. The  tumor  was  evidently  malignant,  to  the  ey^e. 
If  the  points  of  bowel  attachment  were  involved  in  the  malig- 
nancy it  meant  a  double  resection;  from  the  manipulation 
which  the  patient  had  received  I  did  not  believe  she  had  any  show 
of  surviving  such  a  procedure,  and  therefore  finished  the  ope- 
ration without  resecting  the  intestine.  Dr.  Williams  has  not 
yet  completed  the  pathological  examination  of  the  points  where 
the  bowel  was  attached. 
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On  the  one  side  of  the  uterus  there  was  no  portion  of  the 
attachment  of  the  neoplasm  underlying.  At  the  other  point 
it  was  directly  overlying  the  basal  attachment.  It  is  possible 
that  this  may  not  be  infiltrated.  The  tumor  turns  out  to  be 
small  round-celled  sarcoma  with  myxomatous  degeneration. 
It  is  a  rare  condition. 

I  have  several  other  specimens  removed  from  patients  to-day 
at  the  Gynecean  Hospital.  They  present  several  points  of 
interest,  and  I  thought,  as  the  specimens  were  fresh,  I  would 
present  them  to  the  Section.     The  first  is  a  simple 

DERMOID    CYST   ENUCLEATED,    WITHOUT   ANY   PEDICLE. 

It  lay  over  the  top  of  the  uterus,  crowding  it  posteriorly,  and 
both  tubes  and  ovaries  also  lay  over  in  front  of  and  on  top  of  the 
uterus.  The  only  peculiar  clinical  feature  is  the  attachment  of 
the  bladder.  The  bladder  rode  up  over  the  dermoid,  and  when 
everything  was  cleared  up  and  the  peritoneum  was  brought  to- 
gether the  bladder  was  found  to  be  an  oozing  mass.  It  was  one 
of  the  class  of  adhesions  which  any  one  could  deal  with  readily 
— not  very  firm,  but  very  widespread.  The  question  then  arose 
of  removing  the  uterus.  I  did  a  hysterectomy  by  amputation. 
The  question  arises,  Why  remove  the  uterus  after  such  an  ope- 
ration? At  the  last  meeting  of  the  Section  I  took  occasion  to 
show  you  a  uterus  removed  a  year  after  the  appendages  had 
been  removed,  which  illustrated  clearly  one  of  the  many  rea- 
sons for  performing  hysterectomy  where  double  ovariotomy 
had  been  made.  Where  both  appendages  are  sacrificed  the 
uterus  had  better  go  also. 

In  this  case  the  trouble  is  that  the  inflammation  has  been  set 
up  by  the  dermoid,  and  the  result  of  the  inflammation  has  been 
that  both  tubes  are  occluded.  The  ovaries  are  not  in  too  bad 
condition  to  have  been  left  had  there  been  any  desire  to  do  it. 
The  uterus,  although  large,  I  believe  was  only  an  inflammatory 
uterus  with  small  fibroid  nodules  scattered  through  it.  The 
woman  had  a  history  of  bleeding  very  profusely  and  was  well 
on  to  43  years  of  age;  both  tubes  were  destroyed  and  there  was 
an  enormously  large  uterus.  On  the  posterior  aspect  it  was 
one  continuous  surface  of  oozing  and  bleeding.  There  could 
be  no  good  in  leaving  it  in  the  pelvis,  and  leaving  such  a  uterus 
adds  to  the  danger  of  the  patients,  both  as  to  primary  recovery 
and  subsequent  damage.  In  many  ways  they  cause  trouble. 
The  woman  was  sterile,  and  the  only  point  in  leaving  some 
ovarian  tissue  would  have  been  for  the  ovarian  influence,  but 
I  am  not  as  yet  thoroughly  convinced  of  the  propriety  of  that 
procedure.  Where  we  have  this  inflammatory  condition  it 
seems  to  me  there  are  points  of  caution  to  be  thought  of  in 
leaving  parts  of  ovaries.  We  do  not  know  what  causes  ovarian 
cysts  to  grow,  but  when  the  uterus  has  been  surrounded  by  in- 
flammatory condition  we  do  know  that  the  ovaries  are  more  apt 
to  undergo  cystic  degeneration,  and  the  amount  of  good  which 
is  obtained  by  leaving  them  is  problematic.  At  any  rate  the 
age  of  this  patient  settled  this  question.     The  questions  with 
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regard  to  the  hysterectomy  were  those  of  adhesions,  the  com- 
plete occlusion  of  the  tubes,  and  the  added  risk  by  leaving  the 
bleeding  uterus  (as  to  the  oozing  and  drainage).  From  the 
age  of  this  woman  I  had  no  hesitation  in  doing  a  complete 
hysterectomy. 

The  next  specimen  is  a  simple 

MONOCULAR   CYST   WITH   OCCLUDED   TUBES, 

a  possible  hydrosalpinx.  It  has  no  fluid  in  it.  This  case  is 
quite  the  antithesis  of  the  previous  one.  It  is  that  of  a  girl  of 
23  years  of  age,  engaged  to  be  married.  Of  course,  the  desire 
was  that  she  should  be  left  in  condition  in  which  impregnation 
might  occur.  When  I  came  to  the  operation  I  found  this  cyst 
and  the  occluded  condition  of  the  tubes.  Everything  was 
densel}"  adherent,  quite  as  much  so  as  in  the  case  of  the  der- 
moid cyst.  The  ovary  on  the  opposite  side  is  comparatively 
healthy.  I  resected  the  tube  in  the  first  place  near  the  fimbri- 
ated end,  and  found  the  mucous  membrane  diseased.  I  contin- 
ued to  resect  piece  bj^  piece,  going  toward  the  uterus,  until  about 
the  middle  of  the  tube  I  found  healthy  membrane.  I  then 
stitched  the  mucous  membrane  to  the  serous  membrane  about 
the  mouth  of  the  tube.  The  tube  was  washed  out  thoroughly 
with  sterile  water  by  means  of  a  syringe.  I  have  little  faith  in 
the  tube  remaining  patulous,  but  it  gives  her  the  only  chance 
for  future  impregnation.  The  operation  leaves  the  whole  pel- 
vis in  a  condition  of  adhesions,  and  the  chances  are  that  the 
opening  will  become  occluded  and  glued  up  almost  at  once. 
The  specimen  is  of  no  interest  other  than  to  show  the  condition 
of  the  tube  which  I  dealt  with  by  resection.  Both  tubes  were 
alike.  I  washed  out  the  tube  to  prevent  any  chance  of  infection 
of  the  wound.     The  patient  is  doing  excellently. 

Dr.  J.  G.  Clark.— The  first  case  reported  by  Dr.  Baldy,  of 
hysterectomy  for  sarcoma  of  the  uterus,  is  of  twofold  interest: 
first,  because  of  its  rarity,  for,  as  is  well  known,  the  proportion 
of  sarcomata  to  other  new  growths  of  the  uterus  is  exceedingly 
small;  and,  second,  because  the  question  arises  of  the  possibilitj^ 
of  there  having  been  a  sarcomatous  transformation  of  the 
fibroid  or  mj^omatous  tumor.  If  the  latter  is  the  case  it  seems 
to  me  the  chances  for  complete  recovery  are  moderately  good, 
notwithstanding  the  malignant  nature  of  the  growth;  for  the 
probabilities  are,  from  what  I  see  of  the  specimen  macroscopi- 
cally,  that  there  is  but  one  tumor  and  it  is  apparently  well  cir- 
cumscribed and  was  in  process  of  extrusion  into  the  uterine 
cavity  at  the  time  of  operation.  Under  these  circumstances  it 
is  conceivable  that  the  sarcomatous  elements  were  being  farther 
and  further  removed  hj  Nature  herself  from  the  uterine  wall. 
The  majority  of  these  cases  of  sarcomatous  transformations,  as 
reported  by  Williams,  Pick,  and  Ruge,  are  of  the  spindle-celled 
variety.  From  Dr.  Williams'  preliminary  study  of  this  case  it 
would  appear  likely  that  it  is  a  round-celled  sarcoma,  in  which 
event  it  has  no  doubt  been  from  the  start  a  sarcoma  and  is  in 
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no  sense  a  transformation  of  a  benign  to  a  malignant  growth. 
These  remarks  are  of  course  purely  speculative,  for  the  final 
decision  as  to  the  nature  of  the  growth  and  the  prognosis  in 
the  case  must  be  determined  by  a  careful  microscopic  exam- 
ination. 

Round-celled  sarcoma  of  the  uterus,  as  Dr.  Baldy  has  said, 
is  rare,  as  indeed  are  all  sarcomata  of  this  organ.  Of  the 
many  malignant  growths  of  the  uterus  which  have  come  under 
my  observation  I  recall  but  one  case  of  this  kind. 

From  the  clinical  standpoint  the  dermoid  cyst  removed  by 
Dr.  Baldy  presents  a  noteworthy  diagnostic  point.  One  of  the 
classical  signs  of  dermoid  cysts,  first  called  attention  to  by 
Kiistner,  is  said  to  be  a  pushing  of  the  uterus  backward  while 
the  cyst  occupies  a  position  anterior  and  toward  the  middle  of 
the  pelvis.  In  this  instance  the  uterus  was  posterior  to  the 
cyst  and  therefore  follows  this  law,  which,  however,  must  not 
be  considered  infallible,  for  there  are  many  exceptions  to  it. 

With  regard  to  the  prospect  of  a  restoration  of  the  lumen 
of  the  tube  in  the  third  case  an  interesting  question  arises.  It 
seems  to  me  decidedly  commendable  in  all  inflammatory  tubal 
diseases  in  young  women  to  practise  almost  ultra-conservatism, 
thus  restoring  as  far  as  possible  the  chances  for  fecundation, 
as  Dr.  Baldy  has  done  in  this  instance.  As  a  result  of  this 
course  the  operator  is  not  infrequently  rewarded  by  finding 
that  his  patients  conceive  and  bear  children.  In  this  connec- 
tion I  recall  the  history  of  a  case  in  which  the  patient  had  most 
persistent  dysmenorrhea  and  an  infinite  amount  of  pain  in  the 
pelvic  organs.  She  was  the  wife  of  a  physician,  and  they  were 
both  anxious  to  have  children.  The  ovary  of  one  side  was  so 
badly  diseased  as  to  leave  practically  no  chance  for  any  plan  of 
successful  treatment  short  of  extirpation.  The  Fallopian  tube, 
however,  appeared  to  be  moderately  healthy,  with  an  open 
fimbriated  end.  Whether  the  tube  was  patulous  throughout  its 
entire  length  it  was  impossible  to  determine.  In  this  instance 
the  diseased  ovary  was  removed  and  the  tube  left,  while  ex- 
actly the  reverse  course  was  adopted  on  the  opposite  side,  for 
the  tube  was  diseased  and  the  ovary  healthy.  A  short  time 
subsequent  to  the  patient's  discharge  from  the  hospital  she  be- 
came pregnant  and  was  delivered  at  full  term  of  a  healthy 
child.  In  this  case  the  ovum  was  evidently  picked  up  by  the 
Fallopian  tube,  or,  as  is  more  likely,  underwent  transmigra- 
tion from  the  ovary  to  the  tube  through  the  peritoneal  lymph 
current  and  thus  gained  access  to  the  uterus. 

An  evidence  of  the  persistence  with  which  Nature  attempts 
to  restore  an  occluded  tube  is  shown  in  cases  where  the  tube 
has  been  ligated  and  cut,  according  to  the  plan  suggested,  I 
think,  by  Hof meier,  for  the  purpose  of  rendering  women  sterile 
upon  whom  Cesarean  section  has  been  performed.  As  a  sequel 
to  this  so-called  sterilizing  operation  two  or  three  patients  have 
subsequently  become  pregnant  through  the  re-establishment  of 
the  lumen  of  the  tube. 

In  conservative  operations  where,  so  far  as  possible,  adhe- 
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sions  are  broken  up  and  the  fimbriated  ends  are  opened,  thus 
giving  every  opportunity  for  the  woman  to  regain  a  healthy 
tube,  one  would  naturally  presuppose  that  the  chances  for 
conception  would  ultimately  be  much  better  than  in  the  above- 
noted  instance. 

In  Dr.  Baldy's  last  case,  in  which  the  uterus,  tubes,  and 
ovaries  were  entirely  removed,  the  only  possible  criticism,  or 
rather  question,  which  arises  is  as  to  the  propriety  of  leaving 
the  healthy  ovary.  From  my  own  observations  of  the  post- 
operative course  of  cases  in  which  the  ovaries  have  been  left,  I 
am  quite  firmly  convinced  that  this  is  decidedly  the  better 
plan.  The  symptoms  of  the  menopause  are  much  less  severe, 
and  in  many  instances  have  not  occurred  until  the  time  for  the 
natural  climacteric.  In  inflammatory  cases  where  there  is  a 
marked  perioophoritis  the  question  is  still  open  to  discussion. 
Although  this  woman  was  43  years  old  and  no  doubt  rapidly 
approaching  the  menopause,  I  nevertheless  feel  that  it  would 
have  been  well  worth  the  attempt  to  have  left  the  healthy 
ovary,  thus  perhaps  alleviating  that  much  the  postoperative 
climacteric  symptoms. 

Dr.  B.  C.  Hirst  read  a  paper  entitled 

THE   CLINICAL   HISTORY   OF   UTERINE   POLYPS,' 

and  reported 

TWO   CESAREAN   SECTIONS 

and 

NINE  OPERATIONS  FOR  EXTRAUTERINE  PREGNANCY, 

as  follows: 

Eeport  of  Two  Cesarean  Sections. — The  first  of  these  ope- 
rations was  performed  on  a  young  woman  with  a  rachitic 
pelvis,  conjugata  vera  7f  centimetres.  She  had  been  delivered 
once  before  of  a  mutilated  dead  baby  after  a  very  difficult  and 
prolonged  operation.  She  had  been  in  labor,  when  I  saw  her, 
for  two  or  three  days,  though  the  pains  had  not  been  very 
severe  for  more  than  twenty-four  hours.  Two  physicians 
of  skill  and  experience  had  tried  axis-traction  forceps  in  vain. 
On  examination  the  head  seemed  larger  than  normal,  as  it 
proved  to  be  (occipito-frontal  circumference,  36^  centimetres). 
A  Porro  operation  was  determined  upon  after  consultation  with 
the  patient,  her  husband,  and  the  physicians.  The  mother  and 
child  made  a  good  recovery.  The  second  case  was  a  woman 
pregnant  for  the  fourteenth  time.  She  was  43  or  44  years  old. 
Two  or  three  of  her  children  survived  their  birth  and  were 
grown  up.  She  had  a  rachitic  pelvis  with  a  conjugata  vera 
of  a  trifie  over  8  centimetres.  The  child  was  presenting  by  the 
breech,  and  two  physicians  had  tried  in  vain  to  extract  it  for 
many  hours.  After  a  careful  examination,  which  revealed  an 
unusually  large  child,  I  tried  to  bring  down  one  leg,  but  was 
unable  to  insert  my  hand  into  the  lower  uterine  segment  to 

'  See  original  article,  p.  478. 
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grasp  it,  even  with  the  woman  in  the  Trendelenburg  position. 
Next  I  tried  the  application  of  a  fillet  to  the  breech,  without 
success.  It  was  evident  by  this  time  that  one  buttock  alone 
could  enter  the  pelvis,  and  that  the  child,  therefore,  must 
be  gigantic,  as  it  proved  to  be,  weighing  after  birth,  dressed, 
alive,  and  in  good  condition,  fifteen  pounds,  which  means 
about  fourteen  and  a  quarter  pounds  stripped.  Cesarean 
section  was  performed  after  many  hours  of  exhausting  labor, 
with  the  woman  in  a  bad  condition.  She  died  about  eight 
hours  later,  apparently  from  pulmonary  embolism — the  first 
death  I  have  had  from  a  Cesarean  section  in  five  or  six  years. 
There  was  a  sharp  postpartum  hemorrhage  during  the  opera- 
tion, from  a  relaxed  uterus,  but  I  paid  little  attention  to  it,  as  it 
took  but  a  few  minutes  to  ligate  the  broad  ligaments  and  effec- 
tually to  control  it.  The  hemorrhage,  however,  I  believe,  pre- 
disposed to  the  fatal  accident.  Hereafter,  in  a  woman  inclined 
to  bleed  in  a  Cesarean  section,  I  shall  use  an  Esmarch  rubber 


Fig.  1. — Hirst.  Ruptured  tubal  pregnancy,  not  further  advanced  than  fourteen  days. 
Enormous  intra-abdominal  hemorrhage.  Corpus  luteum  in  opposite  ovary.  Internal 
transmigration  of  the  ovum. 

tube,  which  will  surely  prevent  it.  I  used  to  employ  this 
agent  routinely,  but  have  of  late  years  neglected  it,  as  it  is  not 
often  necessary. 

Report  of  Nine  Abdominal  Sections  for  Extrauterine 
Pregnancy. — At  one  of  the  meetings  last  year  I  reported  21 
operations  for  extrauterine  pregnancy.  I  have  had  since 
then  0  more,  making  a  total  experience  of  30  operations. 
These  last  cases  teach  no  new  lessons.  There  were,  however, 
several  interesting  cases  among  the  number.  Two  were  appa- 
rently only  fourteen  days  advanced,  judging  from  the  size  of 
the  tumor  and  the  clinical  history.  An  illustration  of  one  of 
the  specimens  (enlarged,  Fig,  1)  shows  a  swelling  of  the  tube 
not  over  half  an  inch  in  its  longest  diameter,  and  yet  the 
amount  of  blood  in  the  abdominal  cavity  in  this  case  was  as 


520      TRANSACTIONS   OF   THE   SECTION   ON   GYNECOLOGY, 

large  as  I  have  ever  seen.  In  another  case,  in  which  the 
woman  had  already  given  birth  to  twins  twice,  there  was  and  is 
every  evidence  of  a  coincident  intrauterine  pregnancy,  which 
has  not  yet  been  interrupted  by  the  operation.  The  patient 
has  not  menstruated  since  the  operation,  and  the  uterus  is 
steadily  enlarging,  but  it  is  too  early  to  elicit  positive  signs  of 
pregnancy.  One  of  the  cases  had  an  extraordinary  history. 
I  operated  for  a  pus  tube  on  one  side.  The  other  tube  and 
ovary,  carefully  inspected  during  the  operation,  were  dropped 
back  unmolested,  as  they  appeared  perfectly  healthy.  Four  and 
a  half  weeks  later  there  were  symptoms  which  under  any  other 
circumstances  I  should  have  recognized  as  those  of  tubal  preg- 
nancy, but  such  an  idea  never  entered  my  head.  After  three 
or  four  such  seizures  in  the  next  five  or  six  days  a  mass  ap- 
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Fig.  2.— Hirst.  Tubal  abortion.    Abdomen  filled  with  blood  without  rupture  of  tvibe  walls. 

peared  in  the  pelvis  involving  what  had  been  the  healthy  tube 
and  ovary.  I  supposed  an  infection  had  travelled  up  from  the 
uterine  cavity,  and  I  reopened  the  abdomen.  To  my  astonish- 
ment I  found  a  ruptured  extrauterine  pregnancy.  The  woman 
must  have  been  impregnated  immediately  before  entering  the 
hospital,  and  I  had  handled  in  the  first  operation  a  tube  with 
an  impregnated  ovule  in  it,  naturally  without  suspecting  it. 
Of  my  30  patients  3  died,  one  of  cirrhosis  of  the  liver  and  gas- 
tritis, a  chronic  drunkard,  in  the  Philadelphia  Hospital;  the 
other  two  of  acute  anemia — they  had  practically  bled  to  death 
before  the  operation  was  attempted. 

Dr.  H.  L.  Williams  gave  a  pathological  report  of  the  speci- 
mens referred  to  in  Dr.  Hirst's  paper:  The  first  specimen  to 
which  Dr.  Hirst  referred  in  his  paper  he  removed  last  winter 
in  the  University  Hospital.     When  it  was  fresh  I  remember 
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distinctly  that  it  was  about  the  size  of  the  tumor  which  Dr. 
Baldy  showed,  and  I  think  it  would  be  interesting  to  notice 
these  two  specimens  in  relation  to  one  another.  Each  of  them 
is  attached  by  a  very  large  base,  and  they  both  undoubtedly 
began  as  a  simple  fibroid  growth.  A  microscopical  examina- 
tion with  thionin  gave  in  each  the  mucoid  reaction.  There 
was  no  evidence  of  malignancy.  The  result  of  the  pathologi- 
cal examination  was  as  follows: 


FiG.  3.— Hirst.    Ruptured  tubal  pregnancy  with  extrusion  of  embryo. 

Pathological  Report  (mucoid  degeneration  of  fibroid  polyp 
of  the  uterus). — The  specimen  consists  of  the  uterus  with 
adnexa  attached.  The  uterus  has  been  amputated  at  a  point 
just  below  the  internal  os.  The  specimen,  which  is  now  con- 
siderably shrunken  by  the  alcohol,  measures  16  centimetres  in 
length,  14  centimetres  in  width,  and  10  centimetres  in  thick- 
ness. The  tubes  are  somewhat  elongated  and  tortuous,  meas- 
uring 13   centimetres   and    13   centimetres   respectively.     The 
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left  ovary  measures  1^x3^x1^  centimetres;  the  right  measures 
2x3xl|  centimetres.  The  specimen  has  been  opened  anteriorly, 
disclosing  a  large  submucous  fibroid  which  entirely  fills  the 
uterine  cavity.  This  grows  from  a  broad  pedicle  which  meas- 
ures 26  centimetres  in  circumference.  The  length  of  the  fibroid 
is  15  centimetres;  its  width  is  11.5  centimetres.  The  outer 
surface  is  smooth  and  glistening.  The  growth  is  enveloped  in 
a  distinct  capsule.  Anteriorly  the  tissue  has  been  cut,  reveal- 
ing the  interior  of  the  tumor.  This  appears  soft,  watery,  and 
gelatinous,  and  appears  to  have  undergone  mucoid  degenera- 
tion.    The  uterine  wall  measures  2. 1  centimetres  in  thickness. 

Microscopical  Examination. — Sections  were  made  from 
the  uterine  wall  and  from  the  body  of  the  tumor.  The  uterine 
wall  is  made  up  of  fibrous  and  muscular  fibres  and  appears 
entirely  normal.  The  tumor  is  composed  of  unstriped  muscu- 
lar fibres  loosely  joined  together,  and  contains  diffuse  areas 
which  give  the  typical  mucoid  reaction  when  stained  with 
thionin. 

The  second  specimen  (carcinomatous  polyp  of  the  cervix)  to 
which  Dr.  Hirst  referred  was  also  removed  at  the  University. 
It  arose  as  a  polyp  from  the  upper  side  of  the  cervix,  on  the 
left.  It  is  a  rare  and  interesting  specimen,  and  I  will  read  the 
history: 

History. — Mrs.  C,  set.  48  years,  has  been  married  twenty-four 
years.  She  has  had  no  children  and  no  miscarriages.  Menstru- 
ation has  always  been  regular  and  has  lasted  from  five  to  seven 
days.  For  the  last  three  years  the  menstrual  flow  has  lasted 
but  two  days  and  has  been  painful  the  entire  time.  Leucor- 
rhea  has  been  profuse  and  recently  of  a  bad  odor.  The 
patient  has  complained  of  pain  in  the  back,  pain  in  both  sides, 
and  pain  along  the  lines  of  Poupart's  ligaments  and  across  the 
abdomen.  Micturition  has  been  frequent,  imperative,  and 
painful.  The  abdomen  has  been  somewhat  enlarged  upon  the 
left  side,  the  bowels  chronically  constipated.  The  patient  first 
noticed  pain  upon  the  left  side  three  years  ago,  followed  by 
painful  menstruation  and  abdominal  enlargement. 

On  the  examination  upon  admission  to  the  hospital  a  large, 
soft,  sloughing  cauliflower-like  mass  was  found  just  inside  the 
external  os  and  completely  filling  the  cervical  canal. 

At  the  operation  the  polyp,  about  the  size  of  a  large  horse- 
chestnut,  was  found  to  be  attached  by  a  firm  pedicle  to  the 
upper  left  wall  of  the  cervical  canal.  The  cervical  canal  was 
enormously  dilated  and  the  walls  only  a  few  millimetres  in 
thickness.  The  mucous  membrane  of  the  right  side  of  the 
canal,  against  which  the  polyp  rested,  was  ulcerated  and 
sloughing. 

Macroscopical  Examination. — The  specimen  consists  of  a 
soft,  sloughing,  irregular  polypoid  mass  measuring  1:|:  inches 
in  length  and  3  inches  in  circumference.  The  cut  surface  of 
the  pedicle,  which  is  firm,  white,  elastic,  and  healthy  in  ap- 
pearance, measures  -^  of  an  inch  by  ^  inch.  Sections  were  m^de 
from  various  parts  of  the  body  of  the  growth  and  from  the 
cut  surface  of  the  base  of  the  pedicle. 
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Microscopical  Examination. — The  preparations  from  all 
the  lower  portions  and  from  the  centre  of  the  growth  show 
large  nests  of  epithelial  cells  in  a  somewhat  glandular  arrange- 
ment, separated  by  narrow  septa  of  connective  tissue.  All 
normal  tissue  structure  has  been  destroyed,  and  the  fields 
present  a  typical  picture  of  medullary  carcinoma.  The  entire 
growth  has  been  infiltrated  with  these  nests  of  epithelial  cells 
to  within  a  quarter  of  an  inch  of  the  cut  surface  of  the  pedicle. 
No  cervical  glands  can  be  found  in  the  preparations.  The  sec- 
tions cut  from  the  surface  of  the  base  of  the  pedicle  show 
apparently  healthy  fibrous  connective  tissue  and  unstriped 
muscular  fibres  closely  bound  together,  similar  in  structure  to 
the  normal  uterine  wall,  except  at  edges,  where  a  few  small 
nests  of  epithelial  cells  can  be  distinctly  seen.  One  small  nest 
of  epithelial  cells  is  also  found  at  a  considerable  distance  from 
the  margin  of  the  health}'-  tissue,  so  that  a  prognosis  of  com- 
plete eradication  of  malignant  tissue  must  be  guarded 

The  third  specimen  is  shown  nicely  in  the  pictures.  It  shows 
a  distinct  polyp,  which  is  attached  to  the  upper  left  cornu  by  a 
very  small  base.  The  cervix  is  enormously  elongated.  There 
are  a  considerable  number  of  small  subserous  fibroids  and  a 
large  subserous  fibroid  on  the  posterior  wall,  and  also  one  in 
the  broad  ligament  between  the  ovary  and  the  tube. 

Microscopical  examination  showed  a  typical  adeno-fibroma- 
tous  polyp.  The  surface  epithelium  has  been  destroyed,  bui 
there  is  absolutely  nothing  malignant  about  the  specimen. 
The  very  interesting  feature  is  the  exceedingly  long  cervix. 
The  report  of  examination  of  the  specimen  in  detail  is  as 
follows: 

Pathological  Report  (adeno-fibromatous  polyp  filling  ute- 
rine cavity). — The  specimen  consists  of  the  uterus,  tubes,  and 
ovaries.  The  uterus  had  been  opened  anteriorly  and  the  cavity 
and  cervical  canal  exposed  from  fuadus  to  portio  vaginalis. 

Both  tubes  and  ovaries  are  small  and  atrophied,  but  other- 
wise normal,  with  abdominal  ostia  patulous. 

The  posterior  surface  is  smooth  and  glistening.  Beneath 
the  peritoneum  are  seen  several  subserous  fibroid  growths. 
Behind  and  below  the  right  uterine  cornu  we  find  a  fibroid 
nodule  about  the  size  of  a  pigeon's  egg.  Above  and  slightly  in 
front  of  the  isthmus  of  the  left  tube  are  three  subserous  fibroids 
the  size  of  peas.  At  a  similar  point  upon  the  right,  one  small 
fibroid  nodule  is  also  found.  In  the  uterine  wall  there  are 
also  several  small  interstitial  fibroids.  The  length  of  the  entire 
uterus,  from  fundus  to  portio  vaginalis,  is  14  centimetres;  the 
width  at  the  widest  portion  of  the  body  is  6  centimetres,  and 
the  antero-posterior  diameter  4^  centimetres.  The  length  of 
the  cervical  canal,  from  internal  os  to  portio  vaginalis,  meas- 
ures 8  centimetres  (more  than  half  the  length  of  the  whole 
specimen).     The  thickness  of  the  uterine  wall  is  1^  centimetres. 

At  the  internal  os  the  cervix  measures  3  centimetres  in 
width,  at  a  point  half-way  down  the  canal  its  width  is  3^  centi- 
metres, and  at  the  external  os  3J  centimetres. 
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The  entire  uterine  cavity  is  completely  filled  by  a  polyp^ 
which  grows  from  a  small  pedicle  projecting  from  the  fun- 
dus at  the  left  cornu.  The  pedicle  measures  8  millimetres  in 
diameter.  The  general  shape  of  the  polyp  is  triangular.  Its 
length  is  4.4  centimetres,  its  width  3.5  centimetres,  and  its 
thickness  1.3  centimetres.  It  is  firm,  tough,  and  fibrous  in 
feel. 

Microscopical  Examination. — Sections  were  made  from  the 
top  and  from  the  centre  of  the  growth.  No  epithelium  covered 
the  free  surface,  and  in  the  lower  portions  the  tissue  near  the 
surface  is  slightly  inflamed  and  infiltrated  with  small  round 
cells. 

The  main  body  of  the  polyp  is  made  up  of  a  dense  fibrous 
stroma,  which  is  riddled  in  all  parts  by  glands  such  as  are 
normally  found  in  the  uterine  cavity.  These  are  lined  by  a 
single  layer  of  low  columnar  epithelium  with  nuclei  near  the 
base.  The  epithelial  cells  are  not  proliferated,  and  the  section 
presents  the  typical  picture  of  the  fibro-adenomatous  polyp 

Dr.  J.  M.  Baldy. — I  do  not  know  that  there  is  much  more 
to  say,  except  to  speak  of  the  difficulty  of  diagnosis.  It  is  not 
at  all  strange  that  one  should  overlook  a  small  polyp  at  the  top 
of  the  fundus.  It  is  almost  impossible  to  detect  them  at  times. 
There  is  only  a  possible  chance  of  curetting  them  away  with 
a  sharp  curette,  if  one  is  not  sure  they  exist.  I  think  in 
these  cases  we  have  to  depend  very  largely  upon  our  clinical 
history. 

The  specimen  with  fibroid  intramural  nodules  is  of  consider- 
able interest  in  view  of  the  subject  of  myomectomy,  and  is  one 
more  illustration  of  the  ground  I  have  taken  with  regard  ta 
myomectomy  as  the  operation  of  choice.  There  are  two  cases 
in  Philadelphia  in  which  operation  for  the  removal  of  appen- 
dages was  done,  and  subsequently,  in  spite  of  operation,  fibroid 
tumors  developed  and  required  operation. 

Dr.  Hirst  has  subdivided  his  cases  of  polypi  into  five  heads. 
It  hardly  seems  to  me  that  the  large  uterine  tumor  and  the 
fibroid  tumors  which  are  submucous,  with  very  large  bases  of 
attachment  to  the  uterine  wall,  come  under  the  head  of  polypi, 
but  rather  under  the  head  of  intrauterine  tumors. 

The  extrauterine- pregnancy  group  was  very  interesting  be- 
cause of  the  number  falling  into  one  man's  hands  in  a  limited 
time.  These  things  run  in  groups.  I  think  it  is  unusual  for 
one  man  to  have  a  dozen  extrauterine  pregnancies  inside  of  one 
year.  Oftentimes  one  is  apt  to  think  there  is  probably  an  ex- 
cess of  the  disease  developing  at  this  particular  time;  but  I 
think  when  one  man  is  having  that  number  of  cases,  other  men 
are  having  a  smaller  group,  and  in  this  way  they  equalize 
themselves  generally.  I  have  also  had  an  extraordinarily  large 
number  in  the  last  four  or  five  months,  but  I  dare  say  many 
operators  have  had  but  few  in  the  same  time. 

An  extrauterine  pregnancy  of  fourteen  days  is  an  exceed- 
ingly rare  case.  Three  weeks  is  as  early  as  I  have  ever  seen 
one. 


COLLEGE   OF   PHYSICIANS   OF   PHILADELPHIA.  525 

In  the  case  that  was  pregnant  at  the  time  of  operation  and 
afterward  developed  symptoms  of  extrauterine  pregnancy,  one 
can  hardly  wonder  that  the  clinical  symptoms  did  not  strike 
the  obstetrician  as  significant  of  the  disease.  One  could  hardly 
expect,  three  or  four  weeks  after  having  the  tubes  or  ovaries  in 
one's  hands,  that  such  a  thing  could  have  occurred. 

Dr.  Richard  C.  Norris. — While  Dr.  Hirst  was  reading  his 
paper  I  ran  over  in  my  mind  my  experience  with  extrauterine 
polypi  since  last  April,  and  recall  eight  cases  in  my  experience 
in  that  time,  some  of  them  with  rather  curious  and  interesting 
complications.  I  think  the  important,  practical  subject,  when 
we  consider  intrauterine  polypi,  is  the  question  of  diagnosis. 
Unless  the  polyp  happens  to  be  hanging  out  of  the  uterus  tbe 
average  practitioner  will  usually  fail  to  make  the  diagnosis, 
and  the  same  failure  is  true  of  many  gynecologists.  That  fact 
leads  me  to  make  the  statement  that  we  too  infrequently  ex- 
plore the  interior  of  the  uterus  with  our  finger.  I  believe  that 
when  a  case  of  persistent  hemorrhage  presents  no  signs  of 
cancerous  or  malignant  change  in  the  cervix  or  in  the  body  of 
the  womb,  we  should  invariably  dilate  the  cervix  and  explore 
the  interior  with  our  finger  before  resorting  to  a  radical  opera- 
tion. There  are  some  men  who  do  this,  and  I  happen  to  know 
personally  of  the  record  of  one  man  who  does  it  systematically, 
and  he  has  discovered  these  tumors  when  other  men  had  failed 
to  find  them.  Another  means  of  diagnosis  of  which  Dr.  Baldy 
has  spoken,  and  which  requires  some  comment,  is  the  use  of 
the  curette.  Besides  using  the  curette,  the  curette  forceps 
should  always  be  employed,  otherwise  a  small  polyp,  which  I 
have  seen  occasion  profuse  hemorrhage,  may  be  overlooked. 
I  have  had  cases  which  have  been  curetted  by  physicians  out 
of  town,  and  I  have  used  the  curette  and  failed  to  find  any- 
thing like  a  polyp,  but  as  soon  as  the  curette  forceps  was  in- 
troduced and  the  interior  of  the  uterus  explored  the  polyp  has 
been  found. 

Of  eight  cases  of  polypi  which  I  have  seen  since  last  April, 
two  of  them  were  in  pregnant  women,  and  both  of  them  were 
operated  upon.  One  was  quite  a  good-sized  polyp,  the  other 
quite  small.  In  the  case  of  the  larger  one  it  was  removed  from 
the  cervical  canal  by  incising  the  base  of  its  pedicle  and  closing 
the  wound  with  one  stitch.  There  was  no  interruption  of 
pregnancy. 

One  other  case  was  particularly  interesting  because  it  was  my 
first  experience  with  the  obstetric  forceps  to  deliver  a  tumor. 
The  entire  vagina  was  occupied  by  the  tumor,  which  had  been 
extruded  from  the  uterus.  I  had  the  interesting  experience  of 
applying  the  obstetric  forceps  and  doing  a  double  episeiotomy 
and  extracting  the  tumor  from  the  birth  canal,  exactly  as  one 
would  an  infant's  head.  The  pedicle  was  then  clamped  and 
cut  away,  and  the  base  of  the  pedicle  thoroughly  curetted. 

A  case  was  referred  to  me  for  removal  of  the  uterus  for  ma- 
lignant disease.  The  patient  had  the  waxy,  almost  saffron  color 
which  results  from  prolonged  bleeding  and  severe  anemia.     She 
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was  brought  to  operation,  and  I  thought  I  might  be  called 
upon  to  do  hysterectomy;  but,  bearing  in  mind  the  need  of 
exploration,  I  dilated  the  cervix  and  introduced  my  finger  to 
the  fundus  of  the  uterus,  when  I  discovered  a  mucous  polyp 
and  removed  it.  The  patient  steadily  improved  and  is  now  re- 
stored to  health. 

Another  case  of  malignant  degeneration  of  a  polypoid  tumor 
was  referred  to  me.  and  on  the  strength  of  the  microscopic  diag- 
nosis I  subsequently  did  a  vaginal  hysterectomy.  Another 
case  was  treated  by  a  physician  as  a  case  of  miscarriage.  The 
bleeding  persisted  for  several  weeks.  The  patient  finally  fell 
into  my  hands.  I  made  an  intrauterine  exploration  with  my 
finger  and  removed  a  polyp. 

I  think  we  should  insist  upon  a  more  accurate  diagnosis  with 
the  finger  and  the  careful  use  of  the  curette  forceps.  The  dila- 
tation of  the  cervix  with  the  introduction  of  the  finger  will 
avoid  many  errors  in  diagnosis. 

So  far  as  the  extrauterine-pregnancy  cases  which  Dr.  Hirst 
has  reported  are  concerned,  I  have  met  with  but  one  case  in 
which  the  clot  was  as  small  as  that  of  the  first  Dr.  Hirst  has 
shown  to-night.  This  patient  I  saw  with  Dr.  Boyd  and  as- 
sisted him  at  the  operation.  He  did  not  even  remove  the  tube 
and  ovary,  but  the  clot  was  removed  and  the  tube  stitched  up. 
This  patient  has  since  borne  a  child  at  term.  This  was  the 
earliest  extrauterine  pregnancy  I  have  ever  seen,  and  Dr.  Boyd, 
I  believe,  had  the  specimen  studied  microscopically,  so  that  no 
mistake  could  have  been  made. 

I  was  exceedingly  interested  to  hear  Dr.  Hirst's  report  of  his 
series  of  Cesarean  sections.  My  own  experience  in  this  opera- 
tion has  been  limited.  At  the  Preston  Retreat,  in  a  series  of 
about  twelve  hundred  confinements,  it  has  been  my  fortune 
never  to  find  a  case  in  that  number  which  seemed  to  require 
the  Cesarean  operation.  I  have  usually  had  the  opportunity, 
which  comes  to  a  man  in  my  position  in  that  hospital,  to  induce 
labor.  I  see  most  of  the  cases  early,  and  I  think  that  fact 
affords  the  explanation. 

Once  in  a  while  cases  are  brought  in,  in  active  labor,  with  pel- 
vic deformities,  the  true  conjugate  diameter  ranging  down  to 
eight  centimetres.  I  have  reported  in  a  discussion  before  this 
Section  last  April  twenty-five  cases  of  pelvic  deformity  with  the 
results.  The  very  small  infantile  mortality  of  that  series  and 
of  subsequent  cases  has  not  been  of  such  a  character  as  to  make 
me  change  my  plan  of  treatment.  I  have  delivered  some  of 
these  cases  by  version,  others  by  forceps  Where  opportunity 
has  been  offered  to  induce  labor  that  operation  has  been  per- 
formed. 

I  was  very  glad  to  hear  Dr.  Hirst  speak  of  the  great  desira- 
bility of  surrounding  the  lower  segment  of  the  uterus  with  the 
tubing.  I  could  never  quite  understand  why  that  should  be 
given  up.  As  a  precautionary  measure,  I  believe  it  would 
be  far  more  efficient  than  the  hands  of  an  assistant,  however 
efficient  that  assistant  might  be.     The  constricting  tube  is  par- 
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ticularly  useful  when  about  to  perform  hysterectomy,  since 
there  is  no  disadvantage  in  having  the  lower  segment  of  the 
uterus  constricted. 

SPECIMENS   OF   PUERPERAL   SEPSIS. 

Dr.  Hirst. — I  read  that  Dr.  Deaver  was  to  present  a  paper 
on  ''  Hysterectomy  in  Puerperal  Sepsis'*  and  on  the  propriety  of 
operating  in  such  cases,  so  that  I  came  to  the  meeting  in  rather 
an  argumentative  frame  of  mind,  armed  with  these  specimens, 
with  which  I  hoped  to  refute  anything  Dr.  Deaver  might  say 
against  the  operation. 

The  specimens  are  typical.  I  find,  upon  looking  over  my 
records,  that  I  have  averaged  for  the  last  three  years  at  least 
four  hysterectomies  for  puerperal  sepsis  a  year.  I  have  had 
this  winter  already  three  such  operations,  and  in  addition  I 
have  had  a  number  of  other  operations  for  puerperal  sepsis. 
Only  a  few  days  ago  I  had  a  case  in  which  I  made  an  incision 
over  the  groin  and  another  in  the  loin,  washing  out  a  quart  of 
pus  by  through-and-through  drainage.  There  is  no  such  thing 
as  specific  operation  for  puerperal  sepsis.  One  is  occasionally 
obliged  to  remove  a  necrotic  or  gangrenous  uterus,  just  as  he 
would  be  obliged  to  remove  a  foot  of  gangrenous  intestine. 
He  might  as  well  expect  a  patient  to  get  well  with  such  a  ute- 
rus left  in  the  body  as  to  expect  her  to  recover  without  remov- 
ing a  gangrenous  portion  of  gut.  These  necrotic  uteri  have 
the  consistence  of  cheese.  Nothing  holds  in  them.  They  are 
perforated  easily  by  the  finger  tip.  The  whole  uterus  is  one 
vast  nest  of  streptococci,  and  it  would  be  just  as  sure  to  kill  a 
woman,  left  in  her  body,  as  an  enormous  injection  of  a  virulent 
culture.  I  have  had  twelve  hysterectomies  for  puerperal  sepsis 
with  one  death  in  the  last  three  years,  and  I  think  this  is  a  good 
illustration  of  what  can  be  done  by  operation.  One  of  the 
cases  was  brought  into  the  hospital  with  a  temperature  of 
104°,  pulse  140.  She  was  intensely  emaciated  and  had  that 
grayish  color  of  the  skin  which  we  see  in  advanced  cases  of 
septicemia.  There  was  a  large  mass  filling  up  the  whole  of 
the  pelvis.  I  opened  the  abdomen  and  found  tubes  and  ovaries 
involved,  the  broad  ligament  an  inch  thicker  than  normal,  and 
the  uterus  so  soft  that  it  could  be  pinched  through  between  the 
thumb  and  forefinger.  I  took  out  everything — the  tubes,  ova- 
ries, and  as  much  of  the  broad  ligament  as  I  could  get  away. 
The  woman  made  a  tedious  but  good  recovery  and  is  now  per- 
fectly well.  These  cases,  of  course,  need  the  freest  kind  of 
drainage  with  both  gauze  and  tube. 

Another  case  was  one  of  criminal  abortion.  The  patient 
came  into  the  Howard  Hospital  with  a  rapid  pulse  and  hectic 
fever.  I  operated  on  her  and  found  the  uterus  perforated  in 
one  place.  The  whole  pelvis  was  full  of  stinking  pus.  All  the 
pelvic  organs  were  taken  out.     She  made  a  good  recovery. 

In  another  case  the  patient  had  a  temperature  of  104°,  the 
pulse  was  140,  and  the  woman  was  almost  comatose.  She 
seemed  to  recognize  nobody  and  only  replied  to  questions  asked 
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in  a  very  sharp  tone  of  voice.  She  was  as  far  gone  as  any 
patient  in  sepsis  whom  I  have  ever  seen  recover.  I  opened  the 
abdomen  and  took  out  the  uterus  and  the  other  pelvic  organs. 
The  wound  was  drained  with  both  gauze  and  tube.  The  broad 
hgaments  were  so  thick  that  no  mass  hgature  could  be  applied. 
The  bases  of  the  broad  ligaments  were  left  open.  The  whole 
pelvic  cavity  was  packed  with  gauze  and  a  large  glass  tube 
was  placed  in  Douglas'  pouch.  This  was  replaced  in  forty- 
eight  hours  by  a  rubber  tube,  through  which  the  pelvic  cavity 
was  irrigated  daily  with  sterile  water.  Within  twenty-four 
hours  of  the  operation  the  woman's  temperature  was  below 
100°,  consciousness  returned,  and  her  pulse  was  under  110,  and 
from  that  moment  she  had  no  bad  symptoms.  A  sinus 
remained  for  some  months,  but  gradually  closed,. and  she  is  now 
perfectly  well. 

These  are  types  of  cases  which  need  hysterectomy,  and  with- 
out that  operation  they  are  absolutely  doomed.  I  think  this 
proposition  is  unassailable. 

The  woman  whose  uterus  I  have  here  was  no  worse  than 
many  I  have  seen  get  well.  It  is  the  only  case  that  I  have  lost 
from  an  operation  for  puerperal  sepsis  in  the  last  three  years. 
That  uterus  had,  when  I  took  it  out,  the  characteristics  which 
have  been  described.  In  spite  of  the  fact  that  I  removed  the 
seat  of  infection  and  the  operation  was  quickh"  done,  the  un- 
fortunate patient  died.  The  result  in  this  case  is  no  argument 
against  the  procedure.  It  is  impossible  to  be  successful  invari- 
ably in  such  desperate  cases.  That  woman  could  not  have 
recovered  without  the  operation;  it  gave  her  the  only  chance 
she  had. 

Dr.  J.  G.  Clark. — I  would  like  to  ask  Dr.  Hirst  what  he 
considers  the  indication  for  operation,  and  what  cases  he  allows 
to  go  without  operation.  A  report  by  W.  A.  Freund,  of 
Strassburg,  on  excision  of  the  ovarian  veins  in  puerperal  cases, 
they  being  usually  the  seat  of  infected  thrombi,  has  recently 
come  to  my  notice.  In  this  report  it  is  stated  that  the  ovarian 
veins  had  been  dissected  up  to  the  point  of  their  entrance  into 
the  large  venous  trunks,  and  in  that  way  the  operator  hoped  to 
get  rid  of  the  septic  matter.  In  addition  to  this  extensive  dis- 
section he  did  a  total  hysterectomy  and  also  excised  the  broad 
ligaments.  In  both  instances  the  patients  died.  On  account 
of  the  high  mortality  usually  attending  operations  in  puerperal 
infected  cases,  Freund  stands  by  no  means  convinced  as  to  the 
advisability  of  the  operative  treatment.  It  seems  to  me  espe- 
cially important,  therefore,  to  know  the  indications  that  Dr. 
Hirst  establishes  for  the  operation  from  which  he  has  secured 
such  splendid  results. 

Dr.  J.  M.  Baldy. — The  whole  subject  of  hysterectomy  in 
puerperal  sepsis  has  alwa5's  been  one  of  interest  to  me.  I 
remember  some  years  ago  reading  a  paper  before  the  Obstetri- 
cal Society  on  this  subject,  and  the  opposition  which  was  met 
in  Philadelphia  and  the  country  around  when  the  paper  and 
the  discussion   were  reported  was    almost  universal.     I   am 
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gratified  to  learn  that  Dr.  Hirst  has  come  to  take  pretty  much 
the  same  view  that  I  have  iiad  for  a  good  many  years.  While 
my  results  have  not  been  nearly  so  good  as  those  reported  to- 
night by  Dr.  Hirst,  still  they  have  been  sufficiently  good  to 
justify  my  practice  of  operating  in  certain  of  these  puerperal 
cases. 

The  question  asked  by  Dr.  Clark  (as  to  when  you  will  ope- 
rate) is  one  almost  impossible  to  answer.  What  will  be  true 
in  one  case  will  not  be  true  in  the  next.  The  cases  from  abroad 
mentioned  by  him  belong  to  a  class  different  from  those  under 
discussion  by  Dr.  Hirst.  Those  cases  were  cases  of  lymphan- 
gitis and  phlebitis.  I  have  reported  one  such  in  which  I  ope- 
rated and  had  a  cure,  a  case  in  which  there  was  nothing  in 
the  uterine  cavity  at  the  time  of  the  operation  to  account  for 
the  infected  veins. 

The  whole  gist  of  the  subject  comes  to  this,  that  there  is  a 
point  of  local  infection,  which  is  in  the  uterus.  The  broad 
ligaments  at  times  become  as  much  infected  as  the  uterus. 
The  freer  the  drainage  the  better,  and  ligation  en  masse  is  a 
thing  to  be  avoided  where  the  broad  ligaments  are  involved. 
The  less  compression  of  the  broad  ligaments,  it  seems  to  me, 
the  more  fortunate.  The  fact  that  the  patient  gets  well  in 
spite  of  the  fact  that  the  disease  has  passed  beyond  where  the 
ligature  can  be  placed,  is  only  an  argument  in  support  of  the 
position  that  it  is  not  necessary  to  get  rid  of  all  of  the  infected 
tissue.  But  to  get  rid  of  any  considerable  portion  of  that  tissue 
is  so  much  gain.  The  point  is  to  get  as  far  beyond  the  seat  of 
original  infection  as  possible;  the  further  away  the  better 
chance  for  recovery.  Quite  a  large  number  of  cases  can  be 
saved.  I  believe,  by  prompt,  clean  operation  and  free  drainage. 
I  would  not  attempt  to  draw  a  line  symptomatically  of  when 
you  shall  operate.  A  temperature  of  JU2°in  one  woman  might 
mean  more  than  a  temperature  of  105°  in  another.  You  can 
only  tell  from  the  effect  it  is  having  upon  the  woman.  Often- 
times the  trouble  is  in  wailing  until  they  are  beyond  the  point 
where  anything  can  be  done  for  them,  because  we  hesitate  to. 
say  this  woman  must  have  her  appendages  sacrificed. 

There  is  a  large  field  in  puerperal  cases  for  good  work,  for  life- 
saving  work,  much  larger  than  in  the  ordinary  pelvic  infec- 
tions. However,  great  good  judgment  is  necessary  in  picking 
them.  There  is,  in  the  hands  of  a  good  and  conscientious  sur- 
geon, I  believe,  more  danger  of  too  long  delay  than  too  much 
hurry  in  operating  on  this  class  of  patients.  No  man  wants 
unnecessarily  to  operate  on  dying  women. 

Dr.  Hirst. — The  question  asked  by  Dr.  Clark,  and  which 
Dr.  Baldy  has.  I  think,  very  wisely  answered,  is  the  most  in- 
teresting one  in  this  connection.  It  is  a  dangerous  thing  to 
generalize  in  any  complicated  medical  situation,  and,  as  Dr. 
Baldy  has  said,  there  are  no  hard-and-fast  rules.  My  own 
feeling,  so  far  as  it  can  be  expressed,  is  that  there  are  two 
classes  of  puerperal  septic  cases  in  which  one  must  operate. 
In  one  case  a  sudden  change  for  the  worse  in  the  course  of  the 
34 
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disease,  which  to  an  experienced  man  means  death  in  a  short 
time  unless  some  radical  relief  is  afforded,  demands  operation 
if  there  are  physical  signs  of  inflammation  in  the  abdomen  or 
pelvis.  In  the  other  kind  of  case  the  long  continuance  of  fever, 
with  a  pelvic  exudate,  indicates  an  operation.  I  can  best  ex- 
press my  meaning  by  two  illustrative  cases.  One  I  saw  in 
consultation  about  ten  days  after  her  deliver}^.  She  had  had  a 
rise  of  temperature  three  or  four  days  before,  but  when  I  saw 
her  she  impressed  me  as  a  patient  in  good  condition,  and  I  felt 
sure  that  she  would  make  a  good  recovery.  We  agreed  on 
the  ordinary  line  of  treatment.  Within  five  days  I  was  sent 
for  to  see  the  patient  again,  with  the  statement  that  she  was 
very  much  worse.  I  went  immediately  and  found  that  within 
the  last  twenty-four  hours  the  whole  condition  of  the  woman 
had  changed.  She  had  almost  fallen  away  before  the  phy- 
sician's eyes.  The  cheeks  were  hollow,  the  lips  covered  with 
septic  herpes,  and  the  whole  pelvis  was  filled  with  exudate. 
It  is  obvious  that  a  woman  suddenly  developing  such  symp- 
toms will  probably  die  in  a  day  or  two.  At  the  operation  I 
found  the  uterus  so  soft  that  it  could  be  punctured  with  the 
fingers.  The  uterus,  necrotic  throughout,  the  appendages  and 
the  broad  ligaments  were  removed.  Notwithstanding  the  des- 
perate appearance  of  the  woman,  she  recovered. 

Another  patient  in  this  same  category  was  the  victim  of 
conscientious  delay.  Every  effort  was  made  to  avoid  a  radi- 
cal operation,  until  finally  it  was  obviously  necessary.  When 
I  first  saw  the  patient  there  was  a  large  exudate  on  one 
side  of  the  pelvis.  The  symptoms  were  not  bad.  The  pulse 
was  under  115,  the  temperature  never  above  102^°.  On  the 
day  after  several  consultants  first  saw  her  the  temperature, 
apparently  in  response  to  treatment,  sank  to  normal  and  the 
other  symptoms  improved.  On  the  following  da}^  she  became 
suddenly  very  much  worse.  Her  temperature  rose  rapidly; 
the  intestines  were  markedly  distended;  the  pulse  was  rapid 
and  feeble.  It  was  obvious  that  she  was  in  danger  of  a  fatal 
•collapse.  Preparations  were  made  for  operation  on  the  follow- 
ing morning.  In  this  case,  unfortunately,  the  operation  came 
too  late.  It  was  the  only  fatal  result  in  an  operation  for  puer- 
peral sepsis  which  I  have  had  in  three  years. 

There  is  another  class  of  cases  in  which  operation  is  demanded 
which  are  slightly  more  common.  In  these  the  symptoms 
continue  so  long  that  there  is  evidently  pus  in  the  pelvis  This 
was  illustrated  in  one  of  my  cases  this  winter  after  a  criminal 
abortion.  Seven  or  eight  weeks  after  the  abortion,  when  I 
first  saw  the  patient,  the  temperature  was  102|°.  There  was 
a  hectic  appearance  of  the  face,  the  pelvis  was  filled  with 
exudate,  and  the  abdomen  was  tympanitic  and  tender  upon 
pressure.  After  keeping  her  under  my  observation  in  the  hos- 
pital for  a  few  days  and  finding  that  her  symptoms,  according 
to  her  history,  had  persisted  for  several  weeks,  it  was  obvious 
that  the  woman,  who  was  not  gaining  at  all,  could  not  stand 
the  strain  of  an  operation  if  it  was  put  off  much  longer.     It  is 
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plain  in  such  a  case  that  there  is  pus  in  the  pelvis  and  that  an 
•operation  cannot  be  avoided.  I  found  in  this  case  a  large  pel- 
vic abscess  and  the  necrotic  condition  of  the  uterus  already 
described.  I  was  obliged  to  perform  a  hysterectomy.  The 
woman  recovered. 

So  far  as  we  can  generalize  as  to  indications  for  operation,  I 
would  say,  operate  in  cases  which  suddenly  become  worse — so 
much  worse  that  to  all  appearances  the  patient  is  going  to  die; 
that  is,  if  there  are  physical  signs  of  inflammation  in  the  pelvis 
or  abdomen  As  to  the  form  of  operation,  no  one  can  decide 
until  the  abdomen  is  opened,  but  must  be  prepared  to  do  a 
hysterectomy,  or  anything  else  short  of  it  which  may  be  re- 
quired. Operate  also  in  long-continued  fever  with  a  pelvic 
exudate. 

Official  transactions.  John  B.  Shober,  M.D., 

Clerk  of  Section. 
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Meeting  of  January  19,  1899. 
The  President,  W.  B.  Dorsett,  M.D.,  in  the  Chair. 
Dr.  F.  C.  Ameiss  read  a  paper  on 

INFLUENZA  COMPLICATING  UTERINE  AND  PELVIC  DISEASE   AND 

PREGNANCY,' 

which  elicited  the  following  discussion: 

Dr.  Glasgow  said:  I  have  observed  in  grippe  epidemics  a  ten- 
dency to  uterine  hemorrhage.  This  is  no  surprise,  for  there  is 
generally  in  grippe  a  tendency  to  profuse  venous  hemorrhage 
from  other  sources.  The  menstrual  flow  is  always  more  pro- 
fuse when  occurring  during  or  about  the  time  of  the  disease,  I 
never  have  had  occasion,  however,  to  resort  to  local  treatment 
for  the  bleeding.  I  have  not  noticed  that  purulent  inflamma- 
tory trouble  in  the  pelvis  is  especially  apt  to  occur  during  an 
epidemic  or  an  attack  of  grippe.  I  have,  however,  attended 
two  cases  of  labor  during  an  epidemic  of  influenza,  both  of 
which  developed  a  purulent  endometritis.  I  had  myself  at  the 
time  a  purulent  bronchitis,  to  which  I  attribute  the  infection  of 
my  patients,  rather  than  to  any  influence  the  prevailing  epi- 
demic might  be  supposed  to  have  exerted.  The  first  patient 
had  a  gush  of  blood  with  the  placenta,  but  this  was  controlled 
without  putting  the  hand  into  the  womb.  Although  my  man- 
'  See  original  article,  p.  509. 
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agement  of  this  case  was  with  all  due  care  in  regard  to  asepsis^, 
the  patient  developed  such  unfavorable  sjanptonis  as  to  necessi- 
tate intrauterine  douching  on  the  third  day,  with  later  the  intro- 
duction of  spiral  wire  drain.  The  labor  in  the  second  case  was 
perfectly  normal,  although  the  patient  had  at  the  time  a  small 
ovarian  tumor.  There  was  no  special  hemorrhage  nor  other 
symptoms  demanding  the  presence  of  the  finger  internally,  and 
no  douche  was  used,  yet  tlie  case  developed  the  complication 
referred  to.  All  pelvic  inflammation  subsided  under  intraute- 
rine douches,  and  subsequently,  when  I  removed  the  ovarian 
tumor,  the  pelvic  organs  appeared  normal.  I  believe  that 
presentinfections  are  unfavorably  influenced  by  the  coincidence 
of  grippe,  either  in  the  individual  or  as  an  epidemic.  I  suggest 
a  hysterical  origin  in  the  case  of  the  young  girl  referred  to  by 
the  essayist.  I  have  read  of  many  cases  where  all  minor  and 
major  surgical  operations  had  been  performed  for  relief  of  these 
obstinate  hemorrhages.  One  case  under  my  care  I  believed, 
due  to  ungratified  sexual  demands.  The  woman  when  single, 
and  later  when  widowed, suffered  irregularly  from  menorrhagia, 
bat  during  a  happy  married  career  functionated  normally.  I 
tried  to  influence  the  trouble  by  various  procedures,  such  as 
dilating  the  sphincter  ani,  cervix,  etc.,  but  with  unsatisfactory 
results.  Used  antipyrin  locally  with  no  result  to  further  recom- 
mend its  trial.  No  intrauterine  or  extrauterine  trouble  founds 
except  hemorrhoids. 

Dr.  Dorsett  noticed  an  increase  in  the  number  of  cystitis 
cases,  as  well  as  an  increase  in  severity  in  old  cases. 

Dr.  Moore  saw  a  patient  with  menorrhagia  lasting  eight 
days.  When  he  was  called  in  there  had  been  alarming  hemor- 
rhage and  there  was  much  depression.  All  hemostatics  had 
been  used  except  strychnine  nitrate.  The  sulphate  had  been 
used  in  small  doses.  Hot  injections  had  been  used.  There 
was  no  pain  or  tenderness.  External  os  was  patulous,  prob- 
ably as  result  of  a  tampon  applied  the  day  before.  Cavity  of 
womb  was  empty.  This  menorrhagia  began  a  week  after  an 
attack  of  grippe.  He  gave  full  hypodermatic  doses  of  strych- 
nine nitrate  and  applied  to  the  uterine  cavity  tincture  of  iodine 
with  carbolic  acid.  After  twelve  hours  there  had  been  no  re- 
turn, and  he  believed  the  relief  permanent,  as  he  had  heard 
nothing  from  the  case.  Believes  this  hemorrhage  was  due  to 
the  antecedent  grippe.  The  important  point  is  the  treatment. 
Believes  the  essayist's  indorsement  of  the' use  of  strychnine 
nitrate  is  not  the  least  valuable  lesson  emphasized  by  his  paper. 
Dr.  Moore  related  a  case  of  cystitis  in  a  merchant  of  good  habits 
occurring  after  an  attack  of  grippe.  He  inferred  rather  than 
proved  that  the  influenza  was  more  of  an  etiological  factor  than  a 
coincident.  Dr.  Moore  argued  against  the  indiscriminate  use  of 
proprietary  preparations,  expressing  the  conviction  that  their 
use  has  a  tendency  to  destroy  familiarity  with  materia  medica. 
He  had  prescribed  lithia  water  in  this  case.  In  forty-eight 
hours  all  symptoms  and  indications  of  cystitis  had  subsided. 
Dr.  Lutz  believed  there  was  no  doubt  about  all  surgical  con- 
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ditions  being  unfavorably  affected  by  the  prevalence  of  an 
epidemic  of  gdppe.  Healing  is  retarded,  suppuration  is  en- 
couraged, and  resolution  is  interfered  with.  In  illustration,  an 
attorney  suffering  for  three  years  with  syphilitic  tabes  was  at- 
tacked five  weeks  ago  with  grippe,  which  lasted  two  weeks, 
daring  which  time  he  was  faithfully  nursed  by  his  wife,  who 
has  a  boy  of  five  years  and  has  had  two  miscarriages  and  now 
has  a  lacerated  cervix.  When  the  husband  recovered  the  wife 
was  attacked  and  had  a  coincident  menorrhagia.  She  would 
not  submit  to  local  treatment,  but  was  relieved  by  strychnine 
nitrate.  She  developed  bronchial  catarrh  and  in  two  days  had 
innumerable  frothy  stools  resembling  cholera  passages.  She 
once  had  rheumatism  and  endocarditis,  and  now  has  a  heart 
lesion.  He  recalled  three  other  cases,  all  in  women  with  a  severe 
involvement  of  the  mucosa  of  the  small  intestine.  Drugs  did 
little  good,  but  diet  tending  to  relieve  the  intestine  of  its  work 
was  most  effective.  In  men  had  had  bladder  and  kidney  com- 
plications, which  he  treated  as  if  grippe  were  not  present. 

Dr.  Neville  was  called  to  see  a  case  which  he  believed  Dr. 
Ameiss'  paper  would  explain.  A  woman  of  73  had  pain  about 
the  eyes,  head,  and  limbs,  no  appetite,  and  a  temperature  of 
103°.  She  was  menstruating,  an  experience  she  had  not  had 
since  her  forty-ninth  year.  The  flow  lasted  three  days,  dur- 
ing which  time  there  was  considerable  tenderness  over  abdo- 
men, particularly  the  lower  part.  Examination  showed  atro- 
phied uterus  and  no  pathological  condition  to  account  for  the 
bleeding.     Believed  it  a  case  of  grippe. 

Dr.  Brown  — Six  weeks  after  attending  a  doctor's  wife  in 
her  first  labor,  which  was  instrumental,  and  in  which  the  peri- 
neum was  torn  and  repaired  with  uneventful  recovery,  she  had 
profuse  hemorrhage  from  a  not  unusually  large  uterus  for  that 
stage  of  involution.  Used  nothing  locally,  as  nitrate  of  strych- 
nine gave  the  desired  relief.  Was  convinced  that  this  drug  is 
usually  given  in  too  small  a  dose. 

Dr.  Glasgow  was  reminded  by  Dr.  Lutz's  remarks  that 
he  had  seen  much  intestinal  catarrh  with  grippe.  One  woman 
had  as  many  as  forty  eight  profuse  frothy  stools  in  twenty- 
four  hours.  In  these  he  gives  morphine  and  strychnine  hypo- 
dermatically.  Had  found  benzoate  of  soda  to  be  excellent, 
especially  when  catarrhal  pneumonia  is  present.  He  warned 
against  the  use  of  salol,  which  he  believed  causes  nephritis  in 
grippe  cases. 

Dr.  Dorsett  had  heard  of  several  cases  operated  on  during 
prevalence  of  grippe  in  which  healing  was  unsatisfactory.  In 
one  of  his  own  cases  the  abdominal  incision  refused  absolutely 
to  repair.  (3bserved  a  fistulous  track  in  one  case  which  was 
almost  healed;  an  attack  of  grippe  came  on,  and  the  hemor- 
rhage from  the  fistula  was  so  profuse  as  to  require  packing  to 
control  it.  In  one  case  of  grippe,  cystitis  developed  with  tenes- 
mus so  severe  as  to  require  the  use  of  morphia.  Recently  was 
prepared  to  do  an  abdominal  section,  but,  the  night  before,  the 
patient  had  a  sudden  temperature  of  100°  with  unmistakable 
signs  of  grippe,  so  that  the  operation  was  postponed. 
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In  contemplating  operations  he  believed  the  presence  of 
grippe,  as  an  epidemic  or  in  the  individual,  should  have 
weighty  consideration.  He  related  a  case  of  hemorrhage 
coming  on  several  days  after  accouchement,  due  to]  an  attack 
of  grippe. 

Dr.  Lutz  related  a  case  of  cystitis  occurring  in  a  patient 
after  he  had  performed  a  ventrofixation  for  retroflexion.  There 
were  no  other  symptoms  of  grippe.  He  asked  an  explanation  of 
the  bladder  symptoms. 

Dr.  Ameiss  closed  by  saying  that  in  cystitis  coincident  with 
grippe  the  bladder  complication  very  likely  is  caused  by  the- 
Pfeiffer  bacillus. 

He  frequently  gives  benzoate  of  soda  in  twenty-grain  doses, 
diluted  in  a  tumblerful  of  water,  every  three  or  four  hours. 

He  had  seen  acute  nephritis  in  influenza  cases  where  salol 
had  not  been  given.  In  a  case  of  metrorrhagia  with  grippe 
pneumonia,  albumin  and  casts  were  still  found  after  the  pul- 
monary and  uterine  inflammation  had  subsided. 
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Meeting  of  March  23,  1899. 
Brooks  H.  Wells,  M.D.,  Chairman. 

UTERINE   FIBROID;   BILATERAL   PYOSALPINX. 

Dr.  J.  A.  ScHMiTT  presented  specimens  removed  from  pa- 
tients in  the  St.  Francis'  Hospital.  The  first  was  a  mass  of 
uterine  fibromata.  The  speaker  said  that  even  if  the  true  pel- 
vis were  choked  by  these  tumors,  it  was  always  possible  to  lift 
the  uterus  far  enough  to  allow  of  reaching  the  uterine  vessels. 
The  other  specimen  was  a  bilateral  pyosalpinx  removed  from  a 
woman  afflicted  with  chronic  gonorrhea.  The  tubes  and  ova- 
ries had  been  found  embedded  in  old  exudate,  but  their  removal 
had  been  effected  without  rupturing  the  pus  sacs.  The  uterus- 
had  not  been  extirpated,  as  he  took  the  ground  that  when 
Infected  with  gonorrhea  it  could  be  restored,  by  proper  treat- 
ment, to  a  comparatively  healthy  condition. 

SPLENECTOMY. 

Dr.  H.  J.  BoLDT  presented  an  enormous  spleen  which  he  had 
removed  some  months  ago  from  a  case  of  leukemia.  He  said 
that  according  to  statistics  splenectomy  had  given  good  results, 
in  cases  in  which  the  extirpation  had  been  done  for  traumatism. 
A  few  favorable  results  had  been  reported  in  cases  of  larda- 
ceous spleen, but  ordinarily  splenectomy  could  not  be  considered 
a  justifiable  operation  for  other  diseases  of  the  spleen,  not  even 
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for  malignant  disease.  Remembering  that  carcinoma  was  an 
epithelial  disease,  one  would  not  naturally  expect  it  to  be  a 
primary  growth.  His  case  had  been  hopeless  from  the  start, 
and  he  would  not  advise  such  operations  hereafter  in  these 
cases.  His  patient  had  died  of  exhaustion  three  days  after 
operation. 

Dr.  E.  W.  Peet  referred  to  a  case  which  had  been  diagnosed 
by  a  number  of  physicians  as  splenic  leukemia,  but  the  post- 
mortem study  of  the  case  had  shown  the  spleen  to  be  the  seat 
of  syphilis. 

Dr.  Boldt  also  presented  a 

LARGE   FIBROMATOUS   UTERUS, 

which  was  interesting  because  of  the  enormous  blood  supply 
and  the  large  number  of  adhesions. 

OVARIAN   CYST   WITH   TWISTED   PEDICLE. 

Dr.  H.  N.  Vineberg  presented  the  report  of  a  case  which  had 
certain  points  of  interest  in  connection  with  the  diagnosis. 
The  patient,  a  woman  53  years  of  age,  had  had  eleven  children 
and  several  miscarriages.  At  no  time  had  there  been  any 
serious  pelvic  trouble,  but  for  five  years  past  there  had  been 
more  or  less  pain  in  the  ovarian  region.  The  patient  when  first 
seen  had  had  a  temperature  between  102"  and  103°  F.  and  a 
rather  rapid  pulse,  associated  with  some  vomiting.  She  was 
very  anemic.  Palpation  showed  a  spherical  tumor  occupying 
the  median  and  right  lower  quadrant  of  the  abdomen.  It  was 
rather  doughy  in  consistence.  His  diagnosis  had  been  ovarian 
cyst  with  twisting  of  the  pedicle.  The  abdomen  was  flaccid 
and  not  tender.  The  consultant  was  of  the  opinion  that  the 
case  was  a  soft  myoma,  and  felt  certain  that  after  thorough 
evacuation  of  the  bowel  the  acute  symptoms  would  disappear. 
The  patient  had  been  temporarily  relieved  by  the  evacuation 
of  the  bowel,  but  on  the  following  day  she  had  looked  more 
anxious  than  before  and  had  complained  of  a  constant  pain  in 
the  mid-sternal  region.  There  was  now  a  distinct  mass  in  the 
left  ovarian  region.  The  first  consultant  having  admitted  that 
he  had  been  mistaken  and  consenting  to  an  operation,  lapa- 
ratomy  had  been  performed.  It  had  disclosed  a  large,  black, 
cystic  tumor.  The  mass  which  had  developed  during  the  day 
was  in  the  left  broad  ligament,  which  had  become  infiltrated 
with  blood  immediately  beneath  the  tube.  The  pelvic  perito- 
neum was  extensively  infiltrated  on  that  side,  but  it  was  decided 
to  omit  drainage.     The  patient  made  a  good  recovery. 

HAIRPIN    REMOVED     FROM   THE    BLADDER   THROUGH   KELLY'S 

CYSTOSCOPE. 

Dr.  Vineberg  said  that  last  January  he  had  examined  with 
the  cystoscope  a  woman  who  had  stated  that  while  attempting 
to  remove  with  a  hairpin  a  Smith  retroversion  pessary  the  hair- 
pin had  slipped  into  the  bladder.     The  hairpin  was  found  lying 
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transversely  at  the  fundus  of  the  bladder,  with  the  bent  part 
apparently  embedded  in  the  bladder  mucosa.  With  a  tenacu- 
lum passed  through  the  cystoscope  the  hairpin  had  been 
brought  up  against  the  end  of  the  cystoscope,  and  then,  with 
the  aid  of  an  artery  forceps,  it  had  been  possible  to  deliver  the 
pin.  It  measured  two  inches  and  a  half  in  length.  The  speak- 
er said  that  he  was  inclined  to  believe  that  the  hairpin  had 
gotten  into  the  bladder  during  the  act  of  masturbation.  Last 
spring  Dr.  A.  F.  Carrier  had  read  a  paper  in  which  he  had 
stated  that  he  had  collected  about  fifty  cases  in  which  pins  had 
passed  into  the  bladder. 

LARGE   UTERINE   FIBROID. 

Dr.  Ralph  Waldo  presented  a  tumor  that  he  had  just 
removed  from  a  negress,  -iO  years  of  age,  who  had  never  been 
pregnant  and  had  not  menstruated  excessively,  although  she 
had  complained  greatly  of  pressure  symptoms  resulting  from 
the  presence  of  the  large  fibroma, 

OVARIAN   CYST   MISTAKEN   FOR   A    FIBROID. 

Dr.  H.  C  Coe  presented  a  simple  ovarian  cyst  to  illustrate 
the  fact  that  the  general  practitioner  sometimes  made  a  better 
diagnosis  than  the  specialist.  The  tumor,  he  said,  had  been 
diagQOsed  as  a  fibroid  by  three  different  specialists,  one  of 
whom  treated  the  case  for  some  time  with  ergot.  The  family 
physician  had,  however,  persisted  in  the  diagnosis  of  a  C3'stic 
tumor. 

TUBERCULAR   PERITONITIS. 

Dr.  Andrew  F.  Currier  read  a  paper  on  this  subject.  He 
said  that  it  was  only  within  a  recent  period  that  tuberculosis  of 
the  peritoneum  had  been  the  subject  of  critical  investigation. 
The  percent  ige  of  spontaneous  cures  was  probabl}^  far  more 
than  in  pulmonary  tuberculosis,  while  the  number  of  cases 
which  had  been  relieved  by  medical  and  surgical  treatment 
placed  it  in  the  category  of  diseases  in  which  a  favorable  issue 
might  frequently  be  predicted.  The  majority  of  its  victims 
were  females  between  the  ages  of  20  and  40  j^ears.  In  males 
it  was  relatively  infrequent.  Its  existence  might  not  be  sus- 
pected until  discovered  at  autopsy.  In  children  it  was  more 
frequent,  particularly  in  those  who  were  feeble  and  poorly 
nourished,  and  in  such  subjects  it  was  prone  to  lead  to  a  fatal 
issue.  The  present  paper  considered  only  the  disease  as  it 
occurred  in  women.  In  the  miliary  stage  of  the  disease  the 
peritoneum  was  studded  with  miliary  tubercles.  These  tuber- 
cles might  be  limited  to  certain  parts  or  organs,  or  might  be 
disseminated  over  every  portion  of  the  peritoneal  membrane. 
They  might  be  either  superficial  or  deep.  In  the  later  stages 
there  might  be  ulcerations  or  adhesive  bands  with  patches  of 
lymph  scattered  over  the  surface.  This  fibroid  concUtion — for 
it   was   fibroid   tissue   which  was  the  cementing:  substance — 
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Tnight  itnraediately  succeed  the  deposit  of  the  tubercles,  or  it 
might  follow  ulceration  and  caseation.  The  entire  peritoneum 
gradually  became  thickened,  until  it  assumed  the  appearance 
and  almost  the  consistence  of  sole  leather.  In  many  cases 
there  was  an  accumulation  of  ascitic  fluid  in  the  abdomen,  a 
product  of  peritoneal  irritation  or  of  obstructed  circulation. 
The  fluid  might  be  turbid  serum  or  pus  and  might  be  either 
free  or  encapsulated.  If  the  disease  remained  a  local  one,  it 
tended  to  recover  spontaneously  or  after  surgical  interference. 
If  generalized,  it  was  apt  to  terminate  fatally  like  other  dif- 
fused tuberculous  processes.  In  some  individuals  the  s.ymp- 
toms  were  quite  insignificant,  consisting  perhaps  in  nothing 
more  than  a  slight  evening  rise  of  temperature.  An  important 
symptom  was  abdominal  pain.  In  children  this  pain  was  apt 
to  be  keen  and  lancinating.  At  times  it  resembled  the  pain 
met  with  in  typhoid  fever,  and  in  this  way  sometimes  led  to  an 
erroneous  diagnosis  of  typhoid  fever.  Should  perforation  of 
the  intestine  occur,  the  pain  would  become  intense  and  death 
would  speedily  supervene.  If  the  abdomen  were  greatly  dis- 
tended with  fluid  there  was  not  likely  to  be  much  pain,  the 
sensitiveness  of  the  nerve  endings  being  obtunded.  When  the 
disease  became  chronic,  there  was  often  not  more  than  an  ele- 
vation of  temperature  of  two  or  three  degrees,  and  in  some  in- 
stances the  temperature  was  normal  or  subnormal.  The  con- 
tour of  the  abdomen  varied  with  the  stage  and  character  of  the 
disease.  Diarrhea  was  a  common  symptom,  even  where  there 
was  no  tubercular  deposit  in  the  intestinal  mucous  membrane. 
Tympanites  was  not  uncommon,  and  sometimes  obscured  the 
diagnosis. 

The  non-surgical  treatment  consisted  in  the  use  of  cod  liver 
oil,  malt,  iron,  creosote,  and  strychnine,  in  addition  to  prescrib- 
ing a  diet  of  pure  milk,  eggs,  and  lean  meat.  Fresh  air  and 
moderate  exposure  to  sunlight  would  be  found  valuable  adju- 
vants. 

The  surgical  treatment,  which  consisted  in  exposing  the  peri- 
toneum to  the  air  and  light,  had  been  stumbled  upon  by  Sir 
Spencer  Wells,  and  was  now  looked  upon  as  the  most  benefi- 
cent method  of  treatment.  An  abdominal  section  was  not  in- 
dicated in  those  cases  in  which  tuberculosis  was  disseminated 
throughout  the  body.  In  the  dry  form  of  tubercular  peritoni- 
tis operation  was  not  favored  by  most  authorities,  but,  if  the 
theory  of  the  effect  of  air  and  sunlight  in  destroying  the  bacilli 
was  correct,  he  could  see  no  reason  why  these  cases  should  not 
be  treated  surgically.  When  the  abdomen  was  the  seat  of  an 
accumulation  either  of  serum  or  pus,  the  fluid  should  be  re- 
moved, and  usually  by  incision  rather  than  bv  aspiration.  The 
peritoneum  should  not  be  rudely  bandied.  The  cavity  should 
be  irrigated  with  several  gallons  of  hot  saline  solution,  and 
there  was  no  objection  to  leaving  a  portion  of  this  fluid  behind 
in  the  cavity.  As  a  portion  of  the  cure  seemed  to  be  due  to  the 
access  of  air,  it  seemed  to  him  wiser  not  to  close  the  wound 
completely  at  the  time  of  operation,  but  to  insert   a  drainage 
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tube  for  a  few  days.  The  mortality  from  this  treatment  after 
simple  incision  was  exceedingly  small,  and  many  of  these  pa- 
tients recovered  entirely.  The  speaker  cited  a  case  which  he 
had  treated  surgically.  Two  or  three  years  later,  owing  to  tha 
necessity  for  operating  upon  a  large  ventral  hernia,  he  had  had 
an  excellent  opportunity  of  inspecting  the  peritoneum,  and  had 
been  unable  to  find  any  trace  of  the  former  tubercular  perito- 
nitis. 

AD.JOURNED   DISCUSSION   OF   DR.    ROSENBERG'S    PAPER   ON   PU- 
ERPERAL INFECTION.* 

Dr.  Paul  F.  Munde  said  that  he  had  formulated  the  fol- 
lowing definition  of  puerperal  infection  :  "  Puerperal  infection 
means  the  introduction  into  the  system  of  a  parturient  or  pu- 
erperal woman,  through  her  genital  tract,  of  certain  pathogenic 
germs,  the  staphylococci  and  streptococci,  which,  under  favor- 
able conditions,  produce  more  or  less  dangerous  and  even  fatal 
results." 

At  the  present  time,  he  said,  it  was  not  generally  believed 
that  puerperal  infection  included  the  introduction  of  other 
germs  than  the  staphylococci  and  streptococci ;  other  forms  of 
infection  of  the  puerperal  woman  did  not  come  strictly  under 
the  head  of  puerperal  infection  or  puerperal  septicemia.  A 
parturient  woman  might  become  infected  with  any  of  the  exan- 
thernata,  or  with  typhoid  fever,  erj^sipelas,  tetanus,  or  diph- 
theria, for  example,  but  none  of  these  infections  could  be 
properly  classified  as  puerperal  septicemia.  True  puerperal 
infection  might  be  local,  general,  or  both.  A  woman  might 
have  a  local  infection  with  staphylococci — sapremia — or  she 
might  have  a  general  infection — septicernia.  Then  there  was- 
the  form  in  which  the  infection  started  as  a  local  one,  then  be- 
came general,  and  finally  became  localized  as  pus  deposits  in 
portions  of  the  body  distant  from  the  genital  tract.  This  third 
variety  was  known  as  pyemia.  Many  might  object  to  this 
classification  on  theoretical  grounds,  but  he  felt  sure  that  it 
was  practical  and  useful.  The  reader  of  the  paper  had  cited  a 
case  in  which  death  from  puerperal  infection  had  occurred  on 
the  forty-third  day,  the  brain,  pleura,  pericardium,  and  other 
important  parts  of  the  body  having  become  infected.  In  true 
puerperal  infection  of  the  general  type  there  was  no  local  mani- 
festation— that  was  one  of  the  characteristic  signs.  The  patient 
had  a  high  temperature  and  a  rapid  pulse,  and  her  system  wa& 
evidently  saturated  with  toxins,  yet  there  was  nothing  to  be 
discovered  upon  examination  of  the  pelvis.  Where  there  was 
septic  endometritis,  recovery  usually  followed  prompt  destruc- 
tion of  the  local  septic  material.  In  such  cases  it  was  not 
desirable  to  scrape  away  with  a  sharp  curette  the  decidua,  in 
the  effort  to  remove  the  cause  of  the  disease,  for  by  so  doing- 
fresh  channels  of  infection  were  opened  up,  and  through  these 

'  See  page  304  of  this  Journal  for  Marcli. 
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the  streptococci  were  apt  to  gain  access  to  the  general  circula- 
tion. 

Up  to  the  very  commencement  of  labor  it  could  hardly  be 
said  that  there  was  any  agent  which  could  produce  true  puer- 
peral septicemia.  He  doubted  very  much  if  true  puerperal 
sepsis  was  ever  produced  by  an  infection  with  the  colon  bacillus. 
Any  abscess  situated  close  to  the  uterus  or  tubes  might  give 
rise  to  puerperal  infection.  He  would  not  deny  that  a  person 
who  had  been  subjected  to  much  mental  worry  or  depression 
during  pregnancy  might  be  more  susceptible  to  puerperal  in- 
fection, but  mental  depression  in  itself  could  not  be  considered 
an  etiological  factor  in  puerperal  septicemia.  It  had  seemed  to 
him  possible  for  autoinfection  to  occur  under  certain  circum- 
stances. For  example,  the  change  of  position  of  the  parturient 
woman  was  sufficient  to  allow  of  the  sucking-up  of  air  into  the 
vagina  ;  and  this  might  account  for  certain  otherwise  obscure 
cases  of  puerperal  infection.  The  rupture  of  a  pyosalpinx  or 
of  an  abscess  of  the  ovary  might  be  a  source  of  puerperal  in- 
fection, provided  the  abscess  contained  staphylococci.  He  did 
not  believe  that  irrigation  of  the  uterus  would  cause  septic  in- 
fection, unless  the  staphylococci  or  streptococci  were  directly 
introduced  on  the  instruments  used. 

Dr.  H.  C.  Coe  said  that  the  question  of  the  value  of  prophy- 
laxis in  operative  surgery  had  been  thoroughly  settled,  but, 
strange  to  say,  the  same  principles  were  not  applied  to  ob- 
stetrics as  to  gynecic  surgery.  Those  who  had  been  in  prac- 
tice ten  years  or  less  could  not  realize  the  difficulties  of  taking 
care  of  septic  cases  according  to  the  old  methods.  The  old  way 
was  to  irrigate  the  uterus  every  three  hours,  and  he  could 
recall  vividly  the  wear  and  tear  and  the  sleepless  nights  in- 
volved in  carrying  out  this  mode  of  treatment.  Prophylaxis 
in  obstetrics  was  simply  surgical  asepsis  ;  the  field  of  the  ope- 
ration must  be  absolutely  sterile,  and  everything  coming  in  con- 
tact with  it  must  also  be  absolutely  sterile.  Each  obstetric  case 
was  really  an  aseptic  operation, and  there  should  not  beand  would 
not  be  any  uncertainty  about  the  result  were  it  not  that  less 
care  was  taken  in  preparing  these  cases  than  in  other  fields  of 
surgery.  It  was  very  easy  to  carry  out  aseptic  principles  in 
hospitals,  but  in  private  practice  it  was  extremely  difficult,  and 
one  whose  practice  was  limited  to  obstetrics  and  gynecology 
was  apt  to  be  too  hard  on  the  physician  in  general  practice, 
particularly  where  the  patients  were  poor  and  lived  in  filthy 
tenements.  Theoretically,  if  the  external  genitals  were  ren- 
dered absolutely  sterile  and  the  hands  of  the  examiner  were 
sterile,  sepsis  should  not  occur,  as  cases  of  autoinfection  were 
so  very  rare  that  they  might  be  neglected.  The  same  care 
should  be  taken  in  the  cleaning  of  the  hands  before  an  obstetric 
examination  as  would  be  taken  before  operating,  and  this 
cleansing  should  be  repeated  each  time  before  making  an  exami- 
nation. This  meant  that  the  examinations  would  be  few,  and 
this  was  desirable,  although  he  did  not  go  so  far  as  to  advocate 
entire  reliance  upon  external  palpation.     His  own  plan  was  not 
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to  give  antepartum  or  postpartum  douches  except  for  special 
iadications,  but  to  have  the  external  genitals  scrubbed,  under 
his  own  supervision,  and  to  have  the  patient  kept  on  an  obstet- 
ric pad  the  whole  time.  Kven  prominent  obstetricians  were  at 
the  present  time  divided  in  their  opinions  regarding  the  best 
methods  of  sterilizing  the  genitals  at  the  time  of  confinement. 
The  general  practitioner  should  remember  that  he  had  no  right 
to  go  from  any  case  of  contagious  disease,  or  from  any  septic 
€ase  or  septic  operation,  or  from  a  postmortem  examination,  to 
a  case  of  labor.  Where  it  was  imperative  to  do  so,  he  should 
sterilize  his  hands  just  as  thoroughly  as  if  they  were  to  be  put 
into  the  abdominal  cavity. 

Dr.  S.  Marx  said  that  elevation  of  temperature  and  increase 
in  the  pulse  rate  alone,  occurring  in  a  puerperal  woman,  must 
alwaj'S  be  lo  )ked  upon  with  suspicion,  and  the  diagnosis  must 
ever  tend  to  lean  toward  a  septic  process  or  condition  until  that 
condition  could  be  absolutely  excluded;  and  yet,  in  the  large 
majority  of  cases,  this  exclusion  would  influence  his  diagnosis 
but  very  little,  as  he  believed  that  almost  all  complications  of 
the  puerperal  period  were  septic  in  cbaracter,  or  bordered  so 
closely  on  that  state  that  a  differential  diagnosis,  at  least  to  the 
honest  observer,  was  well-nigh  impossible.  His  principal  guide 
in  the  management  of  the  puerperium  had  always  been  the 
pulse  rate,  seldom  the  temperature.  He  had  always  made  it  a 
rule  to  note  the  rapidity  of  the  pulse  on  several  occasions  during 
the  gravid  state.  A  woman's  normal  pulse  might  be  a  very  slow 
one — say  about  40 — and  if  during  the  puerperal  state  a  rise  to 
S  )  or  100  were  noted  it  would  excite  the  gravest  apprehensions, 
whereas  if  the  pulse  ordinarily  were  not  so  slow  this  rate  of 
100  or  less  would  not  signify.  He  had  seen  a  septic  puerpera 
die  with  a  pulsa  that  was  never  above  120,  and  ^^et  in  another 
patient  this  very  moderate  increase  in  the  pulse  rate  would 
have  been  equivalent  to  a  pulse  of  IGO  or  180.  In  examining  a 
suspicious  case  a  thorough  physical  examination  should  always 
precede  the  lo3al  examination,  unless  positive  evidence  were 
present  which  would  absolutely  exclude  all  but  a  septic  con- 
dition. The  breasts  were  particularly  likely  to  give  such  dis- 
turbances as  to  mislead  the  examiner  in  making  an  incorrect 
diagnosis.  A  mastitis  or  a  slight  lobulitis  he  had  more  than 
once  found  to  be  the  c  luse  of  serious  disturbances  in  patients 
whose  uteri  hid  been  thoroughly  and  religiously  washed  out 
for  a  supposed  infection.  In  such  a  case  an  ice  bag  and  the 
use  of  general  sedati/es  wi)ull  cause  the  apparentl}"  serious 
conditio;!  to  disappear.  Under  the  same  category  might  be 
placed  fissured  nipoles,  torpid  and  overloaded  bowels,  and 
physical  suffering  of  various  kinds  occurring  independently  of 
the  paerperal  state.  When  a  general  cause  for  the  disturbance 
could  not  be  found  it  must  be  assumed  that  the  patient  was 
septic,  even  though  the  examination  of  the  pelvis  were  nega- 
tive. In  making  the  differential  diagnosis  it  was  well  to  note  the 
various  manifestations  which  were  likely  to  appear  during  the 
course  of  a  puerperal  sepsis,  and  to  this  end  a  proper  classification 
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of  such  disturbances  was  absolutely  essential.  He  recognized 
two  varieties  of  puerperal  sepsis,  viz.,  (i)  local  and  (2)  general. 
Under  the  first  head  came  sapremia  and  septico-sapremia:. 
under  the  second  were  (a)  the  lymphatic,  (b)  pyemic  or  phlebi- 
tic,  (c)  the  septico-pyemia,  and  {d)  acute  virulent  septicemia. 
This  classification  was  purely  arbitrary  and  arranged  simply 
for  convenience.  These  ditt'erent  varieties  were  seldom  dis- 
tinct entities,  being  often  combined  and  merging  the  one  into 
the  other.  The  diagnosis  of  a  local  septic  condition,  the  so- 
called  sapremia  was  readily  made.  A  direct  visual  inspection 
of  the  genital  tract  would  reveal  patches  of  unhealthy,  grayish, 
and  malodorous  tissue  and  all  the  parts  painfully  swollen. 
These  patches  were  to  be  differentiated  from  bichloride  patches 
by  remembering  that  the  latter  did  not  give  rise  to  general  dis- 
turbance, were  of  a  yellow  color  and  very  superficial,  and  by 
remembering  their  causation.  Their  differentiation  from  local 
diphtheria  was  evident  from  the  presence  of  the  bacillus  in 
diphtheritic  patches,  from  the  more  profound  general  depres- 
sion, and  from  the  great  rarity  of  true  diphtheria  in  this  part. 
He  had  personally  met  with  only  two  cases  of  such  local  diph- 
theria. A  careful  inspection  of  the  perineum  was  of  great 
importance,  since  virulent  septic  processes  might  arise  from  a 
central  sloughing  of  this  part  without  there  being  any  evidence 
superficially.  It  was  wise  in  all  these  cases  to  at  once  remove 
sutures,  even  though  there  were  no  tumefaction  or  edema 
pointing  to  infection  from  that  source.  The  external  surface 
might  be  perfect,  and  yet  the  central  portion  be  the  nidus  of 
a  malignant  sepsis.  By  a  speculum  examination  one  could 
always  exclude  or  confirm  pathological  states  in  the  cervix. 
In  true  sapremia,  or  decomposition  sepsis,  there  was  a  stinking 
discharge  resultant  and  dependent  on  retained  and  decompos- 
ing secundines.  In  addition  there  were  the  high  temperature, 
the  relatively  low  pulse,  and,  on  digital  examination,  the  pres- 
ence of  foreign  bodies.  The  puzzling  cases  in  this  class  were 
those  in  which  there  was  no  foul  discharge.  His  experience 
might  have  been  exceptional,  but  in  the  cases  of  this  kind  that 
he  had  seen  there  had  been,  as  a  rule,  entire  absence  of  fetid 
lochia.  Under  such  circumstances  the  diagnosis  could  only  be 
made  by  direct  physical  exploration  of  the  organ,  which  would 
reveal  the  presence  of  retained  tissues.  The  diagnosis  of  a 
septic  sapremia  could  be  readily  made  when,  from  the  history 
of  the  case,  there  had  been  evidence  of  a  sapremia,  in  which, 
though  relieved  by  direct  physical  treatment,  a  low  fever  per- 
sisted. This  might  or  might  not  be  accounted  for  by  bilateral 
disease  of  the  appendages,  a  cellulitis,  or  a  true  pelvic  perito- 
nitis. The  exact  diagnosis  must  rest  on  the  results  of  direct 
physical  examination.  But  it  was  in  the  cases  of  general 
sepsis  that  the  greatest  difficulty  was  experienced  in  making  the 
diagnosis  ;  in  some  it  could  only  be  done  by  careful  exclusion. 
Our  main  guidance  must  ever  be  the  rapid,  small  pulse  and 
the  low  temperature,  both  of  which  were  out  of  proportion  to 
each  other,  together  with  the  general  physical  condition  of  the 
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patient.  More  often  than  not  there  was  absolutely  no  evidence 
■of  a  local  nidus  for  the  source  of  the  sepsis.  The  uterus  would 
be  found  small  and  fairly  contracted,  and  the  examining  finger 
would  find  its  interior  as  smooth  as  velvet.  The  lochial  dis- 
charge, though  diminished  in  quantity,  was  normal  as  to  odor. 
Gradually  by  exclusion  the  anxious  physician  arrived  at  the 
diagnosis  of  true  acute  puerperal  septicemia,  and  this  diagnosis 
was  certified  to  by  the  gradual  diminution  in  the  function  of 
the  kidnej's,  the  profuse  sweats,  and  the  increased  rapidity  of 
the  pulse.  A  positive  diagnosis  could  only  be  made  by  finding 
the  streptococci  in  the  blood,  and  this  examination  should  never 
be  omitted  in  these  daj^s  of  exact  science,  as  it  could  be  obtained 
at  a  minimum  cost  and  in  a  remarkably  short  time.  In  the 
phlebitic  or  pyemic  form  one  would  notice  at  the  outset  the 
enlarged  and  painful  uterus,  the  desperate  condition  of  the 
patient,  the  irregular  fluctuations  in  the  temperature,  and 
the  very  great  rapidity  of  the  pulse.  Yet  even  this  apparently 
typical  picture  might  be  confounded  with  other  disorders,  so 
markedly  did  the  puerperium  influence  and  modify  other  infec- 
tious processes.  An  example  of  this  was  to  be  found  in  the 
■occurrence  of  tj^phoid  fever,  which,  when  complicating  the 
puerperal  period,  often  ran  an  irregular  and  atj'pical  course, 
necessitating  a  resort  to  an  examination  of  the  blood  in  order 
to  make  a  positive  diagnosis.  One  of  the  commonest  subter- 
fuges was  the  diagnosis  of  puerperal  malaria  in  cases  of 
pyemia.  The  term  "puerperal  malaria ''  was  a  misnomer,  for 
there  was  no  such  disease.  The  proper  term  was  malaria 
during  the  puerperium.  To  his  mind  this  complication  was 
extremely  rare,  and  should  only  be  thought  of  when  its  features 
were  perfectly  characteristic.  When  this  complication  exists 
it  almost  always  appears  iate,  at  the  end  of  a  week  or  ten  days, 
and  runs  a  fairly  typical  course.  It  occurred  in  women  giving 
a  distinct  history  of  malaria  past  or  present,  and  it  was  well 
for  the  physician  to  be  sceptical  until  the  plasmodium  had 
been  found  in  the  blood,  or  the  therapeutic  test  with  Warburg's 
tincture  or  quinine  proved  convincing.  The  typical  cases  of 
virulent  acute  septicemia  gave  a  very  confusing  picture,  so 
that  the  correct  diagnosis  was  often  not  made  until  they  had 
completed  their  lethal  course,  a  period  often  of  not  more  than 
twenty-four  to  thirty-six  hours. 

The  following  might  be  considered  a  typical  history  of  such 
a  case,  as  taken  from  autopsy  notes:  A  health}^  primipara  in 
labor  with  a  breech  presentation  for  forty-eight  hours.  When 
the  OS  is  fully  dilated  under  chloroform  narcosis  a  direct  ex- 
traction is  undertaken.  There  is  no  unusual  loss  of  blood,  but 
the  patient  is  considerably  shocked  by  this  simple  maneuvre. 
The  history  of  the  case,  in  order  to  account  for  the  collapsed 
-state  of  the  patient,  would  indicate  some  major  lesion  of  the 
puerperal  tract,  and,  having  in  mind  a  uterine  rupture,  a 
direct  exploration  is  undertaken,  but  nothing  is  found.  In 
spite  of  active  treatment  the  patient  does  not  rally.  There  is 
no  elevation  of  temperature,  the  abdomen  is  flat  and  doughy. 
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and  the  uterus  is  well  contracted.  Physical  examination  of 
the  heart  and  lungs  is  negative.  There  is  persistent  vomiting, 
and  the  pulse  is  extremely  rapid  and  feeble.  Death  occurs  at 
the  end  of  twenty-four  hours,  or  three  days  from  the  com- 
mencement of  labor.  The  autopsy  reveals  an  acute  general 
septic  peritonitis.  There  is  no  tubal  or  ovarian  disease  which 
might  have  produced  these  sudden  symptoms  by  a  rupture  of 
an  abscess  into  the  free  peritoneum.  The  symptoms  which 
this  case  presented  were  fairly  classical  and  stood  out  as  a 
good  picture  of  a  case  of  septicemia  of  the  most  virulent  form. 
In  the  absence  of  severe  hemorrhage  or  rupture  of  some  part 
of  the  genital  tract,  and  in  the  face  of  a  very  rapid  pulse  and  a 
normal  or  subnormal  temperature,  such  a  virulent  septic  pro- 
cess should  be  suspected,  even  though  the  abdomen  were  flat 
and  soft  and  other  typical  symptoms  were  absent. 

There  was  still  another  variety  of  sepsis — the  so-called  late  sep- 
tic infections.  If  these  cases  were  carefully  investigated  many 
of  them  would  be  found  to  be,  not  cases  of  late  septic  infection, 
but  examples  of  infection  of  such  mild  character  that  the  true 
nature  of  the  case  had  been  overlooked  in  the  early  days  of  the 
puerperium;  in  other  words,  late  septic  infection  was  rare,  and 
was  nearly  always  a  continuation  or  an  exacerbation  of  an 
early  sepsis.  But  in  the  true  cases  of  late  sepsis  there  was  a 
mild  sapremia,  occurring  between  the  tenth  and  fourteenth 
days.  Up  to  this  time  the  patient  would  be  absolutely  well. 
The  underlying  condition  was  a  mild  endometritis,  with  swell- 
ing of  the  tissue  in  the  neighborhood  of  the  internal  os,  pro- 
ducing a  stenosis  at  this  point  with  retention  of  lochia.  In 
this  way  the  uterine  cavity  became  filled  with  lochia,  which, 
not  being  able  to  escape  rapidly,  putrefies,  and  the  result  was 
absorption  and  systemic  infection  of  a  mild  type.  The  diagno- 
sis could  be  made  by  noting  the  sudden  absence  of  lochia,  the 
enlarged,  heavy,  anteflexed  fundus,  painful  on  pressure,  the 
subfebrile  temperature  and  the  rapid  pulse,  and  by  the  fact 
that  when  the  finger  was  pushed  through  both  the  external 
and  internal  os  there  would  be  a  gush  of  foul  lochia. 

Dr.  H.  McM.  Painter  said  that  our  experience  with 
typhoid  fever  and  pneumonia  had  led  us  into  the  habit  of  cut- 
ting down  too  much  the  quantity  of  food  given  to  people  suffer- 
ing from  sepsis.  He  could  see  no  reason  why  a  woman  suf- 
fering from  puerperal  sepsis  should  not  have  such  solid  food 
as  her  stomach  could  manage.  The  presence  of  the  elevated 
temperature  alone  did  not  seem  to  him  a  sufficient  reason  for 
denying  her  food;  it  certainly  was  not  so  considered  in  cases 
of  tuberculosis.  He  personally  believed  that  the  alimentation 
should  be  pushed  just  as  far  as  possible,  using,  of  course, 
highly  nutritious  and  concentrated  and  easily  assimilated  food. 
He  would  recommend  beef  juice  and  some  of  the  preparations 
of  beef  containing  a  fair  percentage  of  alcohol.  This  feeding 
of  the  patient  seemed  to  him  exceedingly  important.  Apart 
from  the  indication  given  by  the  pulse  itself,  it  seemed  to  him 
that  these  patients  did  much  better  with  a  small  quantity  of 
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alcohol  than  without  it,  and  accordingly  he  was  willing  to  give- 
the  alcohol  even  before  the  pulse  indicated  the  necessity  for  a 
heart  stimulant.  If  the  patient  were  receiving  one  of  the  beef 
and  alcohol  preparations  this  would  be  sufficient.  The  old 
combination  of  ergot,  digitalis,  and  quinine  had  always  seemed 
to  him  a  most  valuable  one.  As  a  student  he  had  been  taught 
to  use  it  as  an  excellent  means  of  securing  good  uterine  con- 
traction after  delivery.  This  combination  was  now  on  the- 
market  in  tablet  form.  He  was  not  prepared  to  say  that  the 
administration  of  this  tablet  could  prevent,  to  any  great  ex- 
tent, the  occurrence  of  infection,  but  he  was  positive  that  the 
uterus  under  such  medication  drained  very  much  better,  and 
this,  in  itself,  was  quite  important.  A  very  common  condition 
in  puerperal  sepsis  was  a  flabb}^  retroverted  uterus,  in  the  fun- 
dus of  which  was  an  accumulation  of  lochia.  The  digitalis  in 
the  combination  referred  to  simply  aided  the  general  circula- 
tion, and  the  quinine,  he  thought,  acted  simply  as  a  constitu- 
tional tonic.  Quinine  was  almost  as  useful  as  alcohol  in  the 
constitutional  treatment  of  puerperal  sepsis.  The  (|uinine,  of 
course,  should  not  be  pushed  to  the  point  of  cinchonism,  but 
should  be  given  in  small  tonic  doses.  Another  point  in  the 
treatment  which  he  would  emphasize  was  the  use  of  fresh  air 
and  sunhght. 

Regarding  the  antistreptococcus  serum  the  speaker  said  that 
it  could  be  of  no  use  except  where  the  infection  was  due  to  the 
streptococcus.  He  knew  of  a  number  of  cases  in  which  the 
colon  bacillus  had  been  found  in  the  uterine  cavity  by  the  use 
of  a  swab  that  was  without  question  sterile  until  it  touched  the 
fundus  of  the  uterus.  He  was  sure  that  there  were  many 
cases  of  puerperal  septicemia  which  were  due  to  infection  with 
other  micro-organisms  than  the  streptococcus.  The  strepto- 
coccus serum  itself  was  very  unstable  and  unreliable.  It 
should  be  remembered,  also,  that  no  such  serum  was  likely  to 
be  of  any  avail  after  the  appearance  of  the  streptococci  in  the 
blood  in  considerable  numbers.  The  pulse  rate,  and  not  the 
temperature,  should  be  the  physician's  guide  in  estimating  the 
prognosis  in  puerperal  sepsis.  He  knew  of  no  other  condition 
in  which  antipyretic  drugs  acted  more  harmfully  than  in  puer- 
peral sepsis.  Even  when  these  had  been  used  in  moderate  and 
reasonable  doses  he  had  observed  the  greatest  prostration.  If 
it  seemed  imperative  to  control  the  temperature  in  a  case  of 
puerperal  sepsis  it  should  be  done  by  the  use  of  baths.  A  very 
recent  method  of  reducing  the  temperature  in  these  cases  was 
by  a  cold  intrauterine  douche  (at  80°  F.)  or  by  prolonged 
lavage  of  the  rectum. 

Dr.  Hermann  J.  Boldt,  speaking  of  the  surgical  treatment, 
said  that  this  kind  of  treatment  must  be  limited  to  the  cases  of 
local  sepsis.  He  believed  that  the  curette  was  used  altogether 
too  often;  one  had  no  right  to  use  it  in  ordinary  septic  endome- 
tritis. When  there  was  a  local  infection  due  to  adherent  rem- 
nants of  placental  tissue  the  curette  might  be  allowed,  but  its 
use  even  in  these   cases  should   not  be  attempted  except  by 
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those  who  thoroughly  appreciate  the  harm  as  well  as  the  good 
that  might  be  done  by  such  interference.  Personally  he  con- 
sidered the  finger  better  than  the  curette  for  this  class  of  cases. 
It  was  exceedingly  difficult  to  differentiate  between  a  gonor- 
rheal infection  and  an  ordinary  puerperal  sepsis  in  many  cases. 
Where  the  tubes  were  distended  with  pus  they  should  be 
emptied  by  surgical  means,  but  the  other  forms  of  tubal  inflam- 
mation would  not  require  such  interference.  He  could  confirm 
what  had  been  said  about  the  grave  prognosis  in  cases  in  which 
the  pulse  became  small,  rapid,  and  compressible. 

Dr.  Philander  A.  Harris  objected  to  the  acceptance  of 
the  definition  of  puerperal  infection  given  by  Dr.  Munde.  "We 
should  consider,  he  said,  morbidity  as  well  as  mortality.  Dr. 
J.  W.  Williams  had  reported  that  of  the  44  cases  in  the  Johns 
Hopkins  Hospital  in  which  the  temperature  had  reached  101° 
F.,  staphylococci  had  been  present  in  3,  streptococci  in  8,  the 
colon  bacillus  in  6,  and  the  gonococcus  in  only  2.  He  thought 
it  was  safe  to  assume  that  all  elevations  of  temperature  after 
the  first  twenty  four  hours  were  due  to  infection  of  some  kind. 
Internal  examinations  in  obstetric  cases,  he  thought,  should  be 
made  as  seldom  as  possible.  If  it  were  true  that  the  upper  por- 
tion of  the  vagina  was  generally  aseptic,  it  would  seem  safer  to 
cleanse  the  external  parts  and  the  examining  fingers  and  avoid 
postpartum  douches. 

Dr.  W.  Evelyn  Porter  spoke  of  the  value  of  early  and 
persistent  irrigation  of  the  uterine  cavity  at  short  intervals,  and 
claimed  that  its  use  would  save  many  lives. 

Dr.  a.  Ernest  Gallant  described  the  preparations  made 
by  a  physician  in  an  effort  to  secure  for  his  wife  an  aseptic 
confinement.  Three  months  before  the  expected  event  the 
third  floor  of  his  house  was  recovered  with  hard-wood  floor- 
ing: the  walls,  ceilings,  and  doors  were  enamelled,  and  glass 
knobs  were  placed  on  the  doors.  New  furniture  of  the  hospital 
type  was  purchased.  The  vulvar  pads,  eye-wipes,  absorbent 
cotton,  tape,  and  other  materials  were  sterilized  and  were  deliv- 
ered at  the  house  in  a  sealed  package.  A  set  of  instruments  was 
purchased,  and  a  gas  stove  and  fish-kettle  were  provided  so 
that  the  instruments  might  be  boiled  at  any  time.  Sheets, 
towels,  gowns,  and  clothing  to  be  worn  by  the  patient  were 
sterilized  in  steam  for  two  hours.  The  rooms  and  everything 
intended  for  use  during  the  labor  were  exposed  to  formalin  gas. 
The  patient  was  prepared  as  was  usual  for  vaginal  operations. 
The  nurses  wore  cotton  gloves  and  the  accoucheur  rubber 
gloves  during  examinations  and  labor.  The  latter  was  instru- 
mental, owing  to  rupture  of  the  membranes  before  the  comple- 
tion of  the  first  stage.  The  patient  did  well,  however,  and  at 
the  end  of  the  second  week  was  taken  to  Atlantic  City. 

Dr.  Rosenberg  closed  the  discussion.  He  said  that  it  had 
been  with  a  definite  object  in  view  that  he  had  discarded  the 
term  "  puerperal  fever"  and  had  used  instead  what  seemed  to 
him  a  more  correct  expression — puerperal  infection.  The  use 
of  the  term  "puerperal  fever"  always  led  to  the  erroneous 
35 
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impression  that  one  bad  to  deal  with  a  specific  disease,  like 
typhoid  or  malarial  fever,  diseases  which  were  due  to  specific 
micro-organisms.  If  modern  investigation  had  demonstrated 
anything,  it  had  proved  conclusively  that  puerperal  infection 
was  not  due  to  one  specific  micro-organism,  and  that  various 
types  of  bacteria  might  produce  puerperal  infection  having  all 
the  characteristics  of  the  complication  formerly  described  as 
puerperal  fever.  It  was  true  that  streptococci  and  staphylo- 
cocci were  most  frequently  at  fault,  but  a  number  of  well- 
observed  cases  were  on  record  in  which  colon  bacilli,  bacteria 
of  putrefaction,  and  numerous  unidentified  micro-organisms 
had  produced  virulent  and  often  fatal  puerperal  infection.  He 
would,  therefore,  take  exception  to  the  proposition  to  limit 
so-called  puerperal  fever  to  streptococcus  and  staphylococcus 
infection.  This  would  necessitate  a  bacteriological  examina- 
tion before  a  final  diagnosis  could  be  made,  which  was  neither 
practical  nor  necessary.  He  would  class  as  puerperal  infection 
all  infections  occurring  during  the  puerperium,  and  which 
were  facilitated  by  the  peculiar  conditions  of  the  genital  tract 
during  this  period.  He  would  exclude  the  exanthemata  and 
such  diseases  as  pneumonia,  typhoid  and  malarial  fevers, which 
were  not  in  the  least  predisposed  to  by  the  puerperal  uterus. 
He  had  also  used  the  expression  "  puerperal  infection"  to  in- 
clude the  large  number  of  cases  having  a  tendency  to  get  well 
without  any  treatment,  and  which  were  often  made  worse  by 
too  much  interference.  There  was  a  wide  difference  between 
the  conditions  under  which  an  operation  was  commonly  per- 
formed and  those  met  with  in  a  confinement.  An  operation 
rarely  lasted  longer  than  one  hour,  while  most  obstetric  cases 
extended  over  a  period  of  twenty-four  hours  or  more.  The 
operative  field  during  an  operation  was  always  under  absolute 
control  and  supervision,  and  every  source  of  infection  could  be 
successfully  excluded.  In  this  connection  it  was  well  to  re- 
member that  some  women  had  to  urinate  every  fifteen  or 
twenty  minutes,  and  also  had  a  constant  desire  to  empty  the 
bowel.  It  was  all  very  well  to  advocate  sterilization  of  the 
vagina  and  vulva  and  placing  an  aseptic  pad  over  the  parts. 
While  this  might  be  possible  in  a  few  lying-in  institutions  or 
in  a  limited  number  of  cases  in  private  practice,  in  ninety  nine 
per  cent  of  cases  it  would  be  absolutely  impossible.  As  stated 
in  the  paper,  the  woman's  system  could  take  care  of  all  the 
bacteria  which  were  normally  present  in  her  genital  tract,  but 
she  succumbed  to  puerperal  infection  because  new  crops  of 
bacteria  were  introduced  into  the  vagina  during  labor.  This 
was  usually  effected  through  unclean  fingers  and  instruments, 
and  it  was  for  this  reason  that  he  maintained  that  to  practise 
safe  and  aseptic  obstetrics  one  neecled  only  to  work  with  abso- 
lutely clean  fingers  and  instruments.  By  clean  fingers  are 
meant  fingers  that  had  been  thoroughly  disinfected  with  soap 
and  water,  alcohol  and  strong  bichloride  solution,  the  process 
occupying  at  least  five  minutes.  The  instruments  must  be 
boiled.     If  this  disinfection  of  the  hands  was  repeated  before 
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«very  examination,   as  it  should  be,  frequent  examinations 
would  not  be  possible,  because  the  hands  would  soon  protest. 

In  the  diagnosis  of  puerperal  infection,  he  fully  agreed  with 
Dr.  Marx  that  too  much  stress  could  not  be  laid  upon  the  con- 
dition of  the  pulse.  It  was  the  disproportion  between  pulse 
and  temperature  which  was  especially  alarming,  and  was 
usually  a  very  serious  prognostic  sign.  He  had  seen  patients 
die  with  a  temperature  of  99"  F.,  but  in  these  cases  the  pulse 
had  been  exceedingly  rapid  and  almost  imperceptible.  Again, 
he  had  observed  cases  with  a  temperature  of  104°,  which  had 
not  in  the  least  alarmed  him  because  the  pulse  had  been  slow 
and  strong.  A  rapid  and  small  pulse  indicated  a  great  shock 
to  the  nervous  system,  usually  the  consequence  of  toxins  with- 
in the  circulation — indeed,  he  would  state  that  the  pulse  rate 
was  proportionate  to  the  virulence  of  the  infection.  He  agreed 
with  Dr.  Painter  in  advocating  theadmiruistration  of  ergot.  It 
had  been  experimentally  proved  that  in  the  well-contracted 
uterus  infection  was  less  likely  to  occur  or  to  spread  than  in 
the  soft,  flabby  organ.  He  was,  however,  in  the  habit  of  giv- 
ing teaspoonfuls  of  ergotole  every  two  or  three  hours  until 
well-marked  contraction  had  been  obtained,  after  which  the 
<lose  could  be  diminished.  The  use  of  antipyretic  drugs  could 
not  be  too  emphatically  condemned.  The  reduction  of  the 
temperature  by  these  drugs  was  most  harmful,  not  only  because 
of  their  depressing  effect  upon  the  heart,  but  because  they 
tended  to  obscure  the  symptoms.  If  the  temperature  must  be 
reduced,  it  was  best  accomplished  by  cold  baths,  which  not 
only  reduced  the  temperature,  but  also  had  an  excellent  effect 
upon  the  nervous  system. 

He  had  had  no  personal  experience  with  the  serum  treatment, 
a,nd  the  evidence  for  and  against  it  was  certainly  quite  con- 
flicting. It  had  been  proved,  however,  that  streptococcus  in- 
fection could  only  be  influenced  by  antistreptococcic  serum, 
and  that  for  staphylococci,  the  colon  bacilli,  and  other  micro- 
organisms their  peculiar  antitoxin  was  required.  The  great 
difficulty  with  successful  antitoxin  treatment  was  that  most 
cases  of  puerperal  infection  were  mixed  infections,  i.e.,  that 
various  types  of  bacteria  had  invaded  the  system.  If  the 
infection  had  become  general  and  the  micro-organisms  had 
spread  throughout  the  circulation,  absolutely  nothing  could  be 
gained  by  opening  the  abdomen  or  removing  the  uterus.  The 
prognosis  in  these  cases  was  decidedly  unfavorable,  although 
at  times  the  patient  might  be  kept  alive  until  the  micro-organ- 
isms had  lost  their  virulence.  As  to  the  removal  of  the  uterus, 
he  preferred  to  express  no  further  opinion,  as  he  had  had  no 
personal  experience  with  this  operation  in  these  cases.  How- 
ever, in  studying  the  published  cases  he  had  been  almost  led 
to  believe  that  most  of  these  cases  would  probably  have  recov- 
ered even  if  the  uterus  had  not  been  removed. 

In  cases  of  septic  endometritis  the  finger  should  be  used  to 
remove  the  decomposing  fragments,  and  the  curette  only  in  ex- 
ceptional cases.     Curetting  of  the  puerperal  uterus  was  usually 
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described  as  a  simple  operation,  but  he  confessed  to  using  this- 
instrument  always  with  a  great  deal  of  fear.  The  many  disas- 
trous results  following  the  operation,  even  in  the  hands  of  ex- 
perts, proved  that  it  was  not  quite  so  easy  and  harmless  as 
commonly  supposed.  There  had  been  a  time  when  continuous 
irrigation  of  the  uterus  had  been  well  thought  of.  This  method 
had  been  recommended  years  ago  by  Schticking.  The  results 
had  not  been  very  favorable,  and  he  believed  it  had  been 
abandoned  by  most  obstetricians.  Much  might  still  be  added 
to  this  interesting  and  important  subject.  Intravenous  saline 
injections  had  been  employed  in  quite  a  number  of  cases  of 
well-pronounced  infection,  with  apparently  excellent  results. 
The  method  advocated  by  Crede  of  impregnating  the  system 
with  silver  salts  would  also  bear  further  investigation. 
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OBSTETRICS. 

Prophylaxis  of  Puerperal  Eclampsia. — C.  Merletti'  gives 
the  results  of  his  experiments  upon  pregnant  rabbits.  To  pro- 
duce acute  intoxication  he  injected  hypodermatically  three 
grammes  of  ammonium  carbonate  in  ten  grammes  of  distilled 
water,  on  the  three  following  days  increasing  the  dose  to  four, 
five,  and  six  grammes.  On  the  fourth  day  there  were  tonico- 
clonic  convulsions  followed  by  coma.  There  were  three  attacks 
in  one  hour,  and  then  the  animal  died. 

To  produce  chronic  intoxication  he  injected  one  gramme  of 
the  same  substance  in  ten  grammes  of  water  for  five  days,  then 
raised  the  dose  to  two  grammes  for  five  days,  to  three  and 
to  four  each  for  the  same  period,  and  then  up  to  five;  on  the 
second  day  (or  twenty-second  of  experimentation)  the  animal 
died.  The  lesions  found  in  the  acute  case  were:  in  the  liver, 
granular  degeneration  of  the  cell  protoplasm,  and  a  spongy 
condition  of  the  cells  surrounding  the  central  vein;  in  the  kid- 
neys, slight  granulation  of  the  epithelium  of  the  convoluted 
tubules,  venous  stasis,  and  some  few  hemorrhages,  chiefly 
intertubular;  in  the  placenta,  a  few  hemorrhages  of  no  im- 
portance. 

In  the  chronic  form,  in  addition  to  parenchymatous  necroses 
in  the  liver,  there  were  also  extensive  hemorrhages,  chiefly 
subcapsular,  which  caused  considerable  cellular  destruction; 
in  the  kidneys  the  granular  condition  of  the  epithelium  of 
the  convoluted  tubules  was  in  a  much  more  advanced  stage, 
and  the  hemorrhages  of  the  glomeruli  and  canaliculi  were  ex- 
tensive; the  placenta  was  about  as  in  the  acute  form. 

Cellular  necrosis  appears  to  be  the  chief  characteristic  of  the 
acute  and  hemorrhages  of  the  chronic  forms.  We  must  look 
to  future  work  in  physiological  chemistry  to  explain  by  show- 
ing us  what  are  the  intermediate  products  in  the  nitrogenous 
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exchanges,  the  relation  of  cause  and  effect  between  the  toxic 
elements,  and  the  clinical  and  anatomical  manifestations  of 
eclampsia.  As  to  the  cause  of  the  hemorrhages,  Merletti, 
acting  upon  Tibone's  suggestion  that  they  might  be  due  simply 
to  the  great  disturbance  of  the  circulation  and  of  innervation 
during  the  convulsion,  killed  three  chronically  intoxicated  ani- 
mals just  as  the  convulsions  were  ending,  and  in  none  of  them 
did  he  find  hepatic  or  renal  hemorrhage,  but  only  stasis  and 
venous  ectasis  and  necrosed  epithelium.  It  may  therefore  be 
considered  to  be  an  established  fact  that  "profound  intoxica- 
tion, by  the  excess  of  incomplete  urea  in  the  blood,  causes  con- 
vulsions of  a  clonico-tonic  nature  of  cortical  origin,  and  even 
the  death  of  the  animal,  with  parenchymatous  degenerative 
lesions  alone,  or  with  grave  hemorrhages,  according  to  whether 
it  be  acute  or  chronic.  In  chronic  poisoning  the  hemorrhages 
occur  only  after  the  convulsion,  their  predisposing  cause  being  a 
degenerative  process  in  the  tissues  near  the  central  vein,  and 
probable  alteration  of  the  endothelium  of  the  blood  vessels  due 
to  prolonged  action  of  the  poison  in  circulation  and  increase  of 
arterial  pressure  during  the  convulsion." 

Other  experiments  demonstrated  the  fact  that  an  excess  of 
carbonate  of  ammonium  in  the  circulation  did  not  produce  con- 
vulsions unless  the  ureter  was  tied,  thus  providing  mechanical 
obstruction  to  total  elimination  of  the  urine.  The  practical 
points  to  be  learned  from  the  above  experimentation  are:  (a) 
the  most  rational  and  efficacious  treatment  of  eclampsia  con- 
sists in  prophylaxis.  (6)  This  should  be  so  directed  as  to  facili- 
tate the  process  of  the  nutritive  exchanges,  especially  of  nitro- 
genous substances,  and  to  put  the  digestive  and  urinary  sys- 
tems into  the  best  possible  condition  for  the  performance  of 
their  functions.  Prophylaxis  will  therefore  be  hygienic,  medi- 
cal, and  obstetrical.  For  the  first  we  must  secure  good  pul- 
monary ventilation,  and  a  good  dietary  consisting  of  articles 
that  are  easily  digested  and  readily  oxidized,  non-constipating 
and  non-toxic. 

Medical  prophylaxis  will  have  for  its  aim  to  diminish  the  toxic 
substances  and  reduce  the  degree  of  toxemia  by  diluting,  neu- 
tralizing, or  removing  the  circulating  toxin,  and  to  assist  and 
complete  the  processes  of  organic  metamorphosis.  Bland  pur- 
gatives, enteroclysis,  and  chlorido-lactic  lemonade  are  all  use- 
ful for  this  purpose.  Serotherapy  is  the  desideratum  of  the 
future.  Bleeding  should  be  reserved  for  treatment  of  the  con- 
vulsive attacks.  Hot  or  vapor  baths  are  the  best  diaphoretics; 
milk  or  chloral  the  best  diuretics.  Saline  transfusions  in  hypo- 
dermoclysis  and  enteroclysis  are  indicated.  The  Tesla  current 
may  give  us  a  new  therapeutic  agent.  All  obstetrical  maneu- 
vres  should  be  preceded  by  the  pharmaceutical  and  hygienic 
measures  just  mentioned.  If  recovery  be  delayed  and  there 
are  casts  and  urobilin  in  the  urine,  intervention  will  be  neces- 
sary. During  the  period  of  dilatation  the  genupectoral  posi- 
tion may  be  tried  to  diminish  the  vesico-ureteral  pressure;  ex- 
pulsion should  be  aided  by  the  means  known  to  conservative 
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obstetrics,  nervous  excitement  being  allayed  by  morphine  or 
chloral,  but  never  by  chloroform. 

New  Method  of  Inducing  Premature  Labor. — P.  G.  Spi- 
nelli '  claims  that  the  good  results  which  he  has  obtained  by 
his  method  justify  its  description.  The  instruments  needed 
are:  an  ordinary  irrigating  syringe  with  vaginal  canula  of 
glass,  a  heavy  speculum,  toothed  traction  forceps,  a  pair  of 
forceps  about  1 6  centimetres  (6f  inches)  long,  a  metallic  dilator, 
a  metre  and  a  half  of  aseptic  gauze  steeped  in  glycerin  and 
ammonium  ichthyolate  (10  per  cent),  and  two  metres  of  dry 
aseptic  gauze.  The  usual  preparations  of  the  patient  for  ope- 
ration are  made;  then  the  posterior  lip  of  the  cervix  is  drawn 
down,  and  if  the  cervical  canal  be  contracted,  as  is  sometimes  the 
case  with  primiparse,  it  is  dilated  by  means  of  Simpson's  tri- 
valvular  speculum,  or  an  ordinary  dilator,  or  even  a  long  pair 
of  forcipressure  forceps.  The  index  finger  is  next  introduced 
and  carried  in  bej'ond  the  internal  os.  When  it  reaches  the 
membranes  it  should  be  crooked,  with  the  palmar  surface 
toward  the  uterus,  and  gently  detach  the  membrane  from  the 
inferior  segment  of  the  uterus.  The  wet  gauze  is  now  intro- 
duced on  the  index  finger  and  gently  carried  higher  and  higher 
between  membranes  and  uterus.  It  will  succeed  in  detaching 
the  membranes  when  the  finger  alone  is  unable  to  do  so;  this 
the  author  has  ascertained  to  be  a  fact,  and  has  introduced  as 
much  as  a  metre  of  the  gauze.  The  forceps  is  now  removed 
and  the  vagina  plugged  with  the  dry  gauze,  and  a  T-bandage  put 
on  over  all.  The  patient  may  remain  in  bed  or  on  a  lounge,  or 
may  walk  about  if  she  so  desire.  Contractions  usually  begin 
soon  after  the  introduction  of  the  gauze,  which  is  doubtless 
due  to  the  action  of  the  glycerin  on  the  muscle  fibre.  Labor 
once  started,  it  usually  comes  to  an  end  in  about  ten  hours. 
When  dilatation  is  far  advanced  both  vaginal  and  uterine  gauze 
are  expelled,  and  this  should  be  taken  as  a  sign  of  the  near  ap- 
proach of  parturition,  which  usually  occurs  in  half  an  hour,  or 
in  an  hour  at  most.  Expulsion  of  the  placenta  is  usually  nor- 
mally accomplished.  The  author  claims  these  advantages  for 
his  method :  that  it  does  not  require  any  special  instrument, 
that  it  is  easily  applied  by  any  practitioner,  that  it  causes  par- 
turition in  a  few  hours,  and  that,  when  all  proper  aseptic  and 
antiseptic  precautions  are  observed,  the  mother  is  exposed  to  no 
danger. 

Bivitelline  Twin  Pregnancy. — Three  days  after  a  normal 
delivery  Porak  ^*  removed  from  the  uterus  an  ovum  of  about 
two  months,  closed  but  containing  neither  fetus  nor  liquid.  A 
portion  corresponding  to  an  atrophied  placenta  contained  chori- 
onic villi. 

Therapeutic  Abortion. — A.  Pinard"  holds  that  interrup- 
tion of  pregnancy  before  the  fetus  is  viable  is  not  indicated  in 
cases  of  pelvic  contraction  or  of  diseases  complicating  preg- 
nancy, but  only  when  the  life  of  the  mother  is  seriously  men- 
aced by  conditions  due  to  the  pregnancy  itself.  Under  these 
circumstances  it  is  not  a  question  of  sacrificing  the  fetus,  which 
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is  certain  to  be  lost  in  any  event,  but  of  saving  the  life  of  the 
mother. 

Ectopic  Gestation. — J.  H.  Ferguson  '  reports  a  case  of  the 
above  variety  on  which  he  operated  for  an  ectopic  gestation. 
On  the  left  side  he  found  a  characteristic  tubal  pregnancy.  On 
the  right  side  he  found  an  irregular  nodular  swelling,  attached 
by  a  narrow  pedicle  to  a  very  much  dilated  and  tortuous  tube, 
which  was  adherent  to  the  fundus  of  the  uterus.  This  sac 
proved  to  be  lithopedion,  and  was  filled  with  the  bones  of 
a  four-months  fetus.  The  patient  gave  a  history  of  having 
had  amenorrhea  for  four  months,  four  years  previous  to  the 
operation. 

Treatment  of  Prolapse  of  the  Uterus.— J.  I.  Parsons* 
describes  the  following  operation,  which  he  has  found  very 
efficient:  The  patient  is  placed  in  the  lithotomy  position. 
The  vagina  is  thoroughly  douched  and  rendered  as  much  asep- 
tic as  possible.  The  perineum  is  then  retracted  with  either 
Auvard's  or  Sims'  speculum.  Another  retractor  is  then  used 
to  hold  up  the  anterior  wall  of  the  vagina,  if  necessary.  The 
lateral  walls  are  then  exposed.  The  uterus  is  held  with  one 
hand  as  nearly  as  possible  in  its  normal  position  by  a  probe 
passed  into  its  interior.  With  the  other  hand  injections  of  a 
solution  of  quinine  are  made  on  each  side  through  the  vaginal 
wall  into  both  broad  ligaments  on  a  level  with  the  external  os 
and  from  about  three-quarters  of  an  inch  to  an  inch  from  the 
junction  of  the  vagina  to  the  cervix.  After  the  syringe  and 
speculum  have  been  withdrawn  it  is  necessary  .to  keep  the 
uterus  up  with  a  cup  and  stem  pessary,  held  in  position  by  four 
tapes  tied  round  the  waist.  This  is  left  in  position  for  three  or 
four  days  and  is  then  removed.  A  special  syringe  with  a  long, 
thin  nozzle  is  a  great  convenience,  because  it  does  not  obstruct 
the  light  and  it  enables  the  operator  to  see  that  the  needle 
point  pierces  the  vaginal  wall  at  the  right  point.  The  needle 
should  not  be  more  than  an  inch  in  length  or  much  thicker 
than  a  hypodermatic  needle,  in  order  that  the  puncture  may  close 
quickly.  The  injections  of  quinine  set  up  a  slight  inflamrna- 
tion  and  adhesions  are  formed.  He  reports  ten  cases  on  which 
the  above  treatment  was  tried  with  very  good  results. 

Retrodisplacement  of  the  Pregnant  Uterus.— Malcolm 
Storer,'''  in  discussing  this  subject,  states  that  up  to  the  tenth 
week  there  are  no  symptoms  of  any  consequence.  Urinary 
disturbances  are  apt  to  be  the  first  thing  noticed.  There  is 
more  or  less  interference  with  micturition,  which  goes  on  to 
actual  retention.  Constipation  exists  in  a  large  number  of 
cases.  This  may  be  reflex,  but  is  generally  due  to  the  pressure; 
the  greater  the  flexion  of  the  uterus  the  less  is  the  pressure  on 
'the  intestines.  The  bladder  is  more  disturbed  by  the  upward 
pressure  of  the  cervix  than  by  the  pulling  on  the  urethra. 
Upon  examining  a  case  of  incarceration  an  exaggerated  dis- 
coloration of  the  vulva  is  apt  to  be  seen,  and  also  a  marked 
bulging  of  the  perineum.  There  is  little  of  the  usual  softening 
of  the  cervix  which  accompanies  pregnancy.     In  some  cases 
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there  is  an  enormous  hypertrophy  of  the  cervix.  The  cervix 
may  disappear  behind  the  pubes.  The  retrodisplacements  are 
often  corrected  as  pregnancy  advances;  but  if  there  is  an  in- 
carceration the  pregnane}'  may  go  on  to  full  term,  the  uterus 
becoming  sacculated,  but  abortion  generally  takes  place.  The 
first  step  in  the  treatment  is  to  empt}'  the  bladder,  which  may 
be  very  difficult  to  do;  next  try  to  replace  the  uterus  bj"  manip- 
ulation. Most  methods  are  based  on  the  principle  of  depressing 
the  cervix  either  by  traction  from  below  or  by  shoving  it  down 
from  above,  while  at  the  same  time  the  fundus  is  elevated, 
causing  the  uterus  to  revolve  upon  itself,  rather  than  attempt- 
ing to  force  it  up  bodily.  Elastic  pressure  in  the  form  of 
water  bags  in  the  rectum  or  vagina  has  sometimes  been  of 
service.  Soft  pessaries  may  be  used.  If  repeated  taxis  fail 
open  the  abdomen,  and  the  retrodisplacement  can  usually  thus 
be  easily  replaced  without  any  great  danger  to  the  mother  and 
making  the  prognosis  for  the  child  better. 

Spontaneous  Rupture  of  the  Uterus  during  Labor, — 
Ernesto  Pestalozza "  says  that  the  conditions  determining  this 
accident  are  found  in  some  obstacle  encountered  by  the  fetus 
in  the  canal  along  which  it  is  travelling.  The  canal  may  be 
too  narrow  or  the  fetus  too  large,  or  else  both  may  be  normal 
but  their  diameters  may  not  correspond.  Ruptures  are  most 
frequently  found  in  cases  of  vicious  formation  of  the  pelvis, 
hydrocephalic  fetus,  or  shoulder  presentation  (unfavorable  re- 
lation of  diameters).  Given  one  of  these  causes  capable  of 
preventing  expulsion  of  the  fetus  from  the  uterus,,  strong  ute- 
rine contractions  may  create  a  new  path  for  expulsion  by  over- 
coming the  resistance  of  the  uterine  walls  at  the  point  of  least 
resistance.  The  inferior  portion  of  the  organ  is  the  zone  which 
becomes  weakened  during  labor,  and  even  during  pregnancy, 
and  is  the  part  ruptured  by  the  force  of  the  muscular  contrac- 
tions. The  superior  portion  of  the  uterus  is  strongly  muscular, 
and  given  the  closed  cervix  of  the  early  stages  of  labor,  it  is 
natural  that  the  more  passive  segment  should  become  weak- 
ened by  the  expulsive  efforts.  Usually  the  bag  of  waters  next 
overcomes  the  resistance  of  the  cervix,  and  pressure  is  thus 
removed  from  the  weakened  zone,  the  fetus  being  finally  ex- 
pelled through  the  opening  found,  except  when  the  obstacles 
referred  to  above  are  encountered.  The  author  reports  a  case, 
from  the  course  of  events  in  which  he  concludes:  1.  That  spon- 
taneous, typical  rupture  may  occur  without  any  apparent  pro- 
dromal stage.  2.  To  rupture  the  inferior  segment  of  the 
uterus  a  force  equal  to  that  which  ruptures  the  membranes 
will  suffice.  3.  Such  extraordinary  weakness  of  the  inferior 
segment  may  be  due  to  a  scarcity  of  muscle  cells,  which  are 
replaced  by  connective  tissue.  4.  Rupture  of  the  uterus  may 
occur  from  intrinsic  force  alone,  without  rigidity  of  the  cervix. 
5.  Rapidly  performed  laparatomy  constitutes  the  best  thera- 
peutic intervention,  and  the  uterus  can  be  entirely  removed  or 
the  wound  simply  sutured. 
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Dangerous  Thinning  and  Elongation  of  the  Lower 
Uterine  Segment. — R.  L.  Dickinson  "  reports  several  cases  of 
labor  complicated  by  a  marked  elongation  and  thinning  of  the 
lower  uterine  segment.  Case  1. — High  up  in  the  uterus  and 
admitting  three  fingers,  a  well-defined  constriction  was  promi- 
nent. This  ring  was  between  twelve  and  thirteen  inches  up 
the  birth  canal.  Case  2. — There  was  a  great  thinning  and 
rupture  due  to  a  hydrocephalic  child.  Case  3. — Impacted 
shoulder.  The  retraction  ring  was  at  the  level  of  the  navel, 
but  the  lower  uterine  segment  was  so  short  that  after  delivery 
of  the  child  the  space  between  the  retraction  ring  and  external 
OS  covered  less  than  the  length  of  the  body  of  the  third  lum- 
bar vertebra  and  upper  part  of  the  fourth.  The  vagina  was 
stretched  up  to  this  point  for  five  hours.  In  Case  5  there  was 
a  complete  tear  of  the  posterior  wall  of  the  uterus  large  enough 
to  admit  the  hand  into  the  peritoneal  cavity.  She  was  subse- 
quently delivered  easily  of  a  small  child. 

An  Anencephalus.— Jos.  D.  Neil '"  reports  the  case  of  an 
anencephalous  monster.  The  child  was  perfectly  formed,  with 
the  exception  of  the  absence  of  brain  and  skull  bones  and  an 
epithelial  pendulous  growth  one  centimetre  from  the  left  angle 
of  the  mouth.  There  was  a  history  of  strained  marital  rela- 
tions. The  mother  was  said  to  have  exclaimed  that  she  hoped 
God  would  make  her  child  headless. 

Anomalies  of  Genital  Organs.— P.  Delageniere "'  reports  a 
case  in  which  operation  for  supposed  imperforate  vagina  and 
double  inguinal  hernia  demonstrated  the  existence  in  the  latter 
of  undescended  testes,  while  the  external  genitals  were  of  the 
normal  female  type. 

Pulse  after  Delivery. — H.  Varnier  "  has  made  a  number  of 
observations  which  confirm  the  opinion  that  a  slowing  of  the 
pulse  normally  occurs  after  delivery. 

Cesarean  Section.— G.  M.  Boyd"  performed  the  conserva- 
tive Cesarean  section  on  a  woman  with  a  contracted  pelvis 
which  resembled  somewhat  the  funnel-shaped  pelvis.  The 
child  was  large  and  suffered  from  ether-narcosis  at  the  time  of 
delivery.  The  woman  had  been  pregnant  six  times  before,  but 
every  time  the  labor  had  either  been  premature  or  instrumental 
interference  was  demanded.  All  the  children  were  born  dead. 
In  performing  the  conservative  Cesarean  section  the  uterine 
incision  should  be  as  small  as  is  consistent  with  easy  delivery 
of  the  child,  great  care  being  observed  in  making  it  longitudinal 
to  the  long  axis  of  the  uterus.  The  child  should  be  delivered 
through  incision  slowly,  in  order  that  the  uterus  may  be  given 
a  little  time  to  contract  upon  its  contents.  See  that  the  uterus 
is  well  contracted  upon  the  placenta,  then  it  can  be  slowly 
removed.  By  following  this  course  there  will  be  less  danger 
of  hemorrhage  and  failure  of  the  uterus  to  contract,  necessitat- 
ing hysterectomy. 

Ceiio-hysterectomy.  —  A.  H.  Buckmaster"  performed 
celio-hysterectomy    on    a    very  much    deformed  negress  and 
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delivered  her  of  a  live  child.  External  measurements  were  as 
follows:  Interspinal,  8.5  inches;  intercostal,  9  inches;  Baude- 
locque's  diameter,  6  inches;  left  oblique,  7.5  inches;  right 
oblique,  8  inches;  diagonal  conjugate,  2.75  inches.  He  left  part 
of  one  ovary  in  place.     The  woman  was  3  feet  10  inches  high. 

Ovarian  Castration. — Ermanno  Pinzani'  publishes  there- 
suits  of  experimental  researches  upon  certain  modifications 
caused  in  the  nutritive  exchanges  and  the  composition  of  the 
blood  by  the  removal  of  the  ovaries.  He  sums  them  up  as  fol- 
lows: 

1.  The  elimination  of  nitrogen  by  the  urine  is  moderately  and 
gradually  diminished.  2.  The  nitrogen  contained  in  the  fecal 
discharges  is  much  lessened,  which  would  suggest  that  there  is 
more  active  absorption  of  nitrogenous  substances.  3.  There  is 
progressive  diminution  in  the  amount  of  urea  eliminated  in  the 
urine.  4.  The  amount  of  nitrogen  in  the  urea  relatively  to  the 
total  amount  is  increased,  but  only  temporarily,  for  some  little 
time  after  the  operation  it  returns  to  normal.  5.  There  is  no 
appreciable  alteration  in  the  quantity  of  chlorides  eliminated 
in  the  urine,  but  the  phosphoric  anhydrides  become  progres- 
sively diminished.  6.  The  number  of  red  corpuscles  in  the 
blood  is  increased  and  that  of  the  leucocytes  diminished  (about 
917,153  for  the  red,  1,919  for  the  white),  the  difference  being^ 
too  great  to  render  errors  in  counting  supposable.  7.  The 
corpuscular  mass  increases  in  volume,  as  shown  b}^  the  hemato- 
keit,  which  confirms  the  increase  noted  in  the  number  of  cor- 
puscles. 8.  The  hemoglobin  of  the  blood  is  greatly  increased. 
9.  The  amount  of  water  in  the  blood  is  diminished,  that  of  the 
organic  substances  increased.  10.  In  even  greater  proportion 
are  the  mineral  matters  increased,  a  fact  which,  when  the 
diminished  amount  of  phosphates  in  the  urine  is  taken  into 
account,  would  suggest  their  accumulation  in  the  blood. 

Sterilization  of  Women. — P.  G.  Spinelli ''  says  that  the 
danger  to  life  of  pregnane}^  and  parturition  in  cases  of  grave 
anemia^  nephritis,  tuberculosis,  diabetes,  heart  disease,  and 
mental  ailments  calls  for  decided  measures  on  the  part  of 
scientific  physicians,  and  that  prophylactic  measures  to  save 
the  lives  of  these  patients  should  be  formulated  and  discussed 
in  medical  societies.  He  is  aware  of  the  fact  that  opinions 
differ  as  to  the  right  of  the  physician  to  interfere  in  some  of 
these  cases.  In  heart  affections,  for  instance,  while  Peter  holds 
it  to  be  a  contraindication  to  marriage  and  advises  married 
cardiopaths  to  avoid  pregnancy,  other  authorities  believe  that 
marriage  need  not  be  forbidden  unless  the  heart  disease  causes 
grave  symptoms.  Should  there  be  phenomena  of  asystole,  all 
agree  that  it  is  preferable  not  to  expose  the  patient  to  the 
dangers  of  gestation.  Louis  first  called  attention  to  the  bad 
influence  of  pregnancy  upon  tuberculosis,  and  Stolz  supported 
and  further  developed  this  view.  This  applies  not  only  to  pul- 
monary tuberculosis,  but  to  all  forms  of  the  disease,  especially 
its  localization  in  the  bones  and  in  the  uterus  and  its  appen- 
dages, which  happens  more  frequently  than  the  majority  of 
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physicians  suspect.  The  evil  effect  of  pregnancy  upon  albu- 
minuria and  chronic  nephritis  is  too  well  known  to  need  de- 
scription; the  same  may  be  said  of  diabetes.  Chronic  anemia 
often  takes  on  during  gestation  the  form  of  grave  progressive 
anemia,  liable  to  be  fatal  to  both  mother  and  child.  As  to  in- 
sanitj'  in  women  with  a  neuropathic  heredity,  the  statistics 
show  that  in  about  sixty  per  cent  of  the  cases  the  prognosis  is 
grave  as  regards  a  return  to  a  normal  condition.  The  author 
further  holds  that  the  prevention  of  reproduction  in  hopelessly 
degenerate  individuals  would  help  solve  some  social  problems. 

His  processes  of  sterilization  are  the  following:  1.  Posterior 
colpoceliotomy  tvith  ligature  of  the  abdominal  end  of  the 
tube. — The  posterior  lip  of  the  cervix  uteri  is  drawn  downward 
and  forward.  The  vagina  is  stretched  open  by  means  of  a 
speculum,  and  a  transverse  incision  made  as  far  as  the  utero- 
sacral  ligament.  This  is  cut  and  an  entrance  made  into  the 
peritoneal  cavity  through  Douglas^  cul-de-sac.  The  fimbriated 
extremity  of  the  Fallopian  tube  may  be  seized  by  the  forceps 
without  difficulty,  and  is  brought  outside  of  the  opening  into 
view.  If  there  are  no  lesions  it  is  tied  with  a  silk  ligature;  if 
diseased  it  is  removed,  after  tying  the  tube  near  to  the  uterus. 

2.  Anterior  Colpoceliotomy. — The  vaginal  fornix  is  in- 
cised at  the  point  where  the  vesical  wall  is  reflected  upon 
the  uterus.  This  being  detached,  the  peritoneal  cul-de-sac  is 
opened  by  means  of  a  sagittal  suture  and  the  uterus  drawn 
down  through  the  vaginal  wound.  If  the  appendages  are 
healthy  the  tubes  are  ligated  in  two  places  not  far  from  the 
uterus  and  then  cut  in  half .  If  diseased  the  tubes  are  removed 
and  the  ovaries  resected  or  cauterized.  Whichever  operation 
is  performed,  the  peritoneal  and  vaginal  wounds  are  sutured 
and  the  vagina  plugged  with  sterilized  gauze,  which  is  removed 
on  the  following  day  and  the  vagina  washed  out  with  a  bi- 
chloride solution.    The  stitches  are  removed  on  the  seventh  day. 

Local  Treatment  in  Puerperal  Infection. — A.  H.  Wright" 
in  puerperal  infection  cleans  and  inspects  the  vulva  and  vagina 
carefully,  using  a  speculum  and  being  sure  that  every  portion 
is  seen.  If  the  surface  of  the  cervix  is  clean  and  the  cervical 
lochia  are  sweet,  he  does  not  invade  the  uterine  cavity.  If 
decomposition  of  clots  or  lochia  is  found  in  the  vagina  he  uses 
an  antiseptic  vaginal  douche  twice  a  day  (a  one  per  cent  solu- 
tion of  lysol,  creolin,  or  carbolic  acid).  If  so-called  diphtheritic 
patches  are  found  in  the  vagina  or  on  the  cervix,  he  applies 
once  a  day  a  twenty  or  thirty  per  cent  solution  of  carbolic  acid 
and  dusts  with  iodoform.  If  sutures  have  been  introduced  for 
torn  perineum  he  generally  removes  them.  When  the  uterine 
lochia  are  offensive  he  places  the  patient  under  an  anesthetic 
and  scrapes  away  all  debris  from  the  uterus  with  his  finger. 
He  then  washes  the  uterus  out  with  hot  water  (110°  to  118°  F.) 
or  with  a  weak  antiseptic  solution.  He  packs  the  uterine 
cavity  tightly  and  the  vagina  loosely  with  iodoform  gauze. 
He  leaves  this  gauze  in  from  twenty  to  forty-eight  hours.  If 
the  temperature  and  pulse  become  normal  and  remain  so,  no 
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further  treatment  is  required;  if  they  do  not  remain  normal, 
repeat  the  treatment. 

Local  Treatment  of  Intrauterine  Sepsis. — A.  Groves'" 
advises  the  following  treatment  for  intrauterine  sepsis:  First 
remove  all  fragments  of  placenta  with  the  finger  nail — never 
curette.  Next  pass  a  cylindrical  glass  or  hard-rubber  tube  into 
the  uterus  and  wash  it  out  thoroughly  with  warm  water. 
When  the  water  comes  away  clear,  inject  tinctura  ferri  per- 
chloridi  into  the  uterus.  This  makes  the  uterus  contract, 
and  expels  the  fluid  through  the  tube  without  it  having  come 
in  contact  with  the  vagina.  The  uterine  cavity  is  again 
washed  to  remove  the  iron.  This  treatment  should  be  repeated 
every  thirty  hours.  The  objects  of  the  iron  are:  first,  it 
is  antiseptic;  second,  all  absorbents  are  sealed  up  so  that  septic 
matter,  if  present,  cannot  be  absorbed;  and  thirdly,  the  uterus 
is  stimulated  to  contract.  He  reports  four  cases  treated  as 
above,  which  all  recovered. 

Suppurative  Puerperal  Peritonitis. — R.  M.  Funkhouser" 
reports  a  case  of  suppurative  puerperal  peritonitis,  complicated 
by  nephritis,  on  which  he  performed  celiotomy.  In  this  patient 
at  the  time  of  operation  there  was  excessive  ascites,  the  abdo- 
men being  greatl}^  swollen  and  tense,  the  limbs  and  feet  very 
much  enlarged,  and  the  vulva  distended.  The  patient  made  a 
good  recovery  from  the  peritonitis,  and  the  signs  of  nephritis 
markedly  decreased. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Restoration  of  the  Normal  Utero-vaginal  Attachment  in 
Prolapse  of  the  Vagina. — R.  E.  Webster '  advises  the  follow- 
ing operation  for  prolapse  of  the  uterus:  The  patient  being  in 
the  lithotomy,  the  cervix  is  seized  and  drawn  down,  and  an 
incision  is  made  around  the  cervix,  at  the  junction  of  the  vagi- 
nal attachment,  down  to  the  muscular  tissue,  just  as  in  operat- 
ing for  vaginal  hysterectomy.  The  tissues  are  now  dissected 
from  the  muscular  wall  of  the  uterus  up  to  the  normal  level  of 
the  vaginal  vault,  which  is  opened  as  far  as  the  abdominal 
peritoneum,  which  is  pushed  up,  care  being  taken  not  to  enter 
the  abdomen.  This  is  done  all  around  the  cervix.  The  hem- 
orrhage is  slight  and  easily  controlled.  A  short,  curved  needle, 
threaded  with  chromicized  catgut,  is  now  passed  well  into  the 
tissue  of  the  detached  vaginal  wall  posteriori}^,  but  including 
the  mucous  membrane,  and  carried  around  longitudinally  for 
about  one  inch  before  emerging.  It  is  then  passed  deeply  into 
the  muscular  tissue  of  the  uterus  at  the  upper  border  of  the 
denuded  area,  and  brought  out  at  a  point  opposite  the  entrance, 
into  the  detached  vaginal  wall.  This  is  repeated  until  the 
cervix  is  surrounded,  the  sutures  not  being  tied  until  all  are 
placed.  They  are  now  tied,  and  the  detached  vaginal  wall  is 
thus  replaced  high  up  with  this  row  of  sutures.  The  mucous 
membrane  of  the  vagina  and  cervix  is  sutured  by  a  running 
suture. 
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Abdominal  Section  under  Cocaine. — H.  Robb''  operated 
for  a  retroverted  uterus  by  means  of  cocaine  anesthesia.  He 
opened  the  abdomen,  broke  up  adhesions,  and  replaced  the 
uterus  and  stitched  it  to  the  abdominal  wall.  During  the  ope- 
ration it  was  noticed  that  any  traction  on  the  ovaries  was 
intensely  painful.  The  operation  was  done  under  cocaine  be- 
cause the  woman  was  suffering  from  cardiac  trouble  associated 
with  goitre. 

Vaginofixation. — Diihrssen"  defends  his  method  of  vagino- 
fixation, which  consists  of  separate  suture  with  catgut  of  the 
sagittal  incision  in  the  vesico-uterine  fold,  after  placing  the 
fixation  suture  which  traverses  the  upper  extremity  of  the 
vaginal  incision,  the  peritoneal  opening  in  the  vesico-uterine 
fold,  and  the  anterior  wall  of  the  uterus  at  the  level  of  the 
insertion  of  the  tubes.  In  352  vaginofixation s,  which  were 
watched  for  six  years  after  operation,  he  has  had  only  2.3 
per  cent  of  recurrences.  Of  these  cases  23  were  subsequently 
delivered  at  term,  and  intervention  was  required  in  but  2:  in 
one,  perforation  of  abnormally  long  and  rigid  cervix;  in  the  other, 
forceps  delivery  in  a  case  of  rigid  perineum  in  an  aged  primi- 
para.  In  those  examined  before  delivery  the  development  of 
the  uterus  was  normal.  In  503  operations  by  the  vaginal  route 
Dlihrssen  has  had  3  per  cent  of  deaths. 

Operation  for  Complete  Rupture  of  the  Perineum. — H.  A. 
Kelly  "  proposes  that  the  ends  of  the  sphincter  ani  be  dissected 
out  and  freed,  then  drawn  out  about  one  and  a  half  centime- 
tres from  the  tissues  and  the  scarred  ends  cutoff.  Then  the 
freshened  ends  are  sutured  together  by  two  or  three  buried 
catgut  sutures.  In  addition  to  these  buried  catgut  sutures  a 
splinting  suture  of  silkworm  gut  is  passed  through  the  middle 
of  the  sphincter  near  the  edges  of  the  wound  and  on  up  through 
the  septum,  splinting  the  ends  together  and  taking  the  tension 
off  the  catgut.  Great  care  should  be  taken  not  to  leave  any 
dead  spaces  in  closing  the  remainder  of  the  wound  in  the  usual 
way,  in  order  to  avoid  all  risk  of  infecting  the  buried  sutures. 
Suppurating  Cyst  of  Vagina. — M.  Lannelongue""  reports  a 
case  of  suppurating  cyst  of  the  anterior  lateral  portion  of  the 
vaginal  wall.  From  the  circumscribed  character  of  the  ab- 
scess and  the  absence  of  involvement  of  the  superjacent  vagi- 
nal mucous  membrane,  it  was  evidently  enclosed  by  a  pre- 
existing wall  and  appeared  to  be  a  cyst,  derived  from  the 
Wolffian  body,  which  had  undergone  suppuration. 

Cyst  of  Posterior  Vaginal  Wall.— G.  W.  H.  Tawse '* 
reports  a  cyst  of  the  posterior  wall  of  the  vagina.  The  cyst, 
when  the  woman  was  in  the  erect  position,  protruded  beyond 
the  labia.  The  cyst,  on  account  of  its  thin  walls,  could  not  be 
enucleated,  so  an  elliptical  piece  was  excised  from  its  wall  and 
its  contents  evacuated  and  the  cavity  scraped  and  swabbed  out 
with  1  :  10  carbolic  solution.  The  wound  was  then  packed 
with  iodoform.  The  cyst  contained  about  one  and  a  half 
ounces  of  gelatinous  fluid.  The  cavity  measured  three  inches, 
and,  after  it  healed,  caused  no  trouble  at  a  labor  which  took 
place  six  months  later. 
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Removal   of  Fibroids    from    Pregnant    Uterus. — J.    F. 

O'Shea '  removed  two  subperitoneal  fibroids  from  a  pregnant 
uterus,  one  the  size  of  an  orange,  the  other  about  the  size  of  a 
walnut.  She  made  an  uneventful  recovery,  and  her  preg- 
nancy went  on  to  term,  at  which  time  she  was  delivered  of  a 
perfectly  healthy  child  of  eight  pounds. 

Uterine  Myoma. — R.  L.  Heard  '*  reports  the  case  of  a 
woman  who  was  suffering  from  uterine  myomata  which  gave 
her  considerable  trouble  on  account  of  their  size.  At  a  later 
period  she  developed  Paget's  disease  of  the  nipple,  for  which 
an  excision  of  the  breast  was  done.  After  this  excision  the 
myomata  softened  and  diminished  in  size,  and  the  woman  was 
much  more  comfortable. 

Fibromyomata  of  the  Vagina. — J.  Phillips*  concludes  that 
vaginal  fibromyomata  are  invariably  single  and  usually  slow 
growing;  their  situation  is  most  frequently  upon  the  anterior 
vaginal  wall,  and  they  may  be  sessile  or  pediculated.  They 
have  practically  no  effect  upon  menstruation,  conception,  or 
the  course  of  pregnancy,  but  may  lead  to  serious  dystocia. 
Symptoms  depend  upon  size  and  situation,  and  are  usually  due 
to  direct  pressure  exerted  on  neighboring  viscera.  Sloughing 
is  the  most  common  change  in  the  tumor  during  the  life  his- 
tory. Removal  is  best  carried  out  by  enucleation  and  suture, 
or  stuffing  the  sac  with  gauze. 

Inversion  of  the  Uterus. — G.  E.  Herman  and  L.  Durno  * 
record  a  case  of  inversion  of  the  uterus  caused  by  a  fibroid 
tumor.  The  tumor  weighed  two  pounds  four  ounces  and  was 
attached  to  the  fundus  of  the  uterus.  The  uterus  was  easily 
replaced  by  taxis  after  the  tumor  was  enucleated. 

Etiology  of  Cancer. — Bra"  has  succeeded,  by  injecting 
into  animals  pure  cultures  of  a  fungus  obtained  from  human 
carcinomata,  in  producing  tumors  having  the  typical  structure 
of  fibrosarcoma  and  of  carcinoma.  He  states  also  that  cul- 
tures from  these  experimental  tumors,  as  well  as  from  natural 
human  tumors,  contain  the  parasite. 

The  Cataphoric  Method  of  Destroying  Cancerous 
Growths. — The  cataphoric  method  of  treating  cancer,  which 
was  developed  by  G.  Betton  Massey '  between  the  years  1893 
and  1896,  was  slowly  evolved  from  the  discovery  that  mercury 
in  the  metallic  state,  in  contact  with  gold  or  zinc  anodes  placed 
within  the  flesh,  would,  under  the  influence  of  an  electric 
current,  be  changed  into  an  oxychloride,  which  was  then 
radiated  throughout  the  neighborhood  of  the  electrode.  The 
application  of  this  discovery  to  the  treatment  of  cancer  was 
in  the  beginning  accidental;  it  was  seen  at  once,  when  this 
powerful  protoplasmic  poison  or  microbicide  was  forced  into 
the  cells  of  the  cancerous  tissue  in  sufficient  quantity,  that  the 
latter  succumbed  at  once,  being  devitalized  and  necrosed  en 
masse  near  the  electrode.  Under  a  sufficient  current  there 
was  an  area  of  complete  protoplasmic  devitalization  of  both 
cancerous  parenchyma  and  organic  stroma  near  the  electrode, 
surrounded  by  an  area  where  the  diffused  chemicals  were  in 
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sufficient  density  to  kill  the  cancer  cells  without  killing  the 
organized  tissue  in  which  they  were  situated,  an  aseptic, 
perfectly  odorless  slough  being  formed  which  came  away  in 
twelve  days  to  three  weeks,  leaving  the  part  to  heal. 

Small  growths  may  be  subjected  to  this  treatment  painlessly 
by  means  of  local  anesthesia,  repeated  applications  of  small 
doses  being  at  times  effective.  Larger  growths  demand  gen- 
eral anesthesia,  for  here  we  require  from  300  to  1,500  mil- 
amperes,  kept  up  from  fifteen  minutes  to  an  hour.  After  the 
anesthetic  passes  off  the  patient  is  at  once  comfortable,  even  if 
the  growth  had  been  a  painful  one.  The  cavity  produced  by 
the  destruction  of  the  growth  fills  by  granulation  in  from  six 
weeks  to  three  months,  leaving  a  healthy  scar. 

Some  persons  who  have  criticised  this  treatment  without 
seeing  it  applied  jump  to  the  conclusion  that  the  large  currents 
merely  burn  the  growth  out.  Such  is  by  no  means  the  case. 
The  process  requires  moisture,  is  a  strictly  electro-chemical 
diffusion,  and  the  part  turns  whitish  gray  and  not  black. 

The  advantages  of  this  method  in  the  early  stages  of  a 
cancerous  growth,  whether  carcinoma  or  sarcoma,  may  be 
enumerated  in  part  as  follows: 

1.  While  removing  by  immediate  devitalization  and  subse- 
quent separation  all  evident  portions  of  the  tumor  as  thoroughly 
as  the  knife,  it  does  more,  in  following  the  migrated  cells  for 
some  distance  into  the  healthy  flesh  and  there  devitalizing  them, 
thus  destroying  the  latent  roots  of  dissemination  and  recur- 
rence. 2.  The  cancer  is  removed  without  cutting  or  loss  of 
blood,  hence  patients  will  submit  to  it  earlier,  giving  better 
chances  for  actual  cure  before  metastasis.  3.  As  it  is  now 
believed  that  cancer  cells  may  be  autografted,  this  method 
makes  it  impossible  for  the  attempt  at  removal  to  be  followed 
by  an  aggravation  of  the  case  by  reimplantation  on  the  cut 
surfaces,  as  occasionally  happens  with  the  knife.  4.  Should 
some  cells  be  missed  and  local  recurrence  appear,  the  applica- 
tion may  be  repeated  with  greater  ease  and  effect  than  a  cut- 
ting operation.  5.  As  compared  with  the  caustic  treatment, 
the  cataphoric  method  is  dirigible,  controllable,  capable  of 
following  the  cells  beyond  the  apparent  limits  of  action,  and 
may  be  finished  at  once  under  ether  instead  of  during  many 
days  of  pain.  6.  Finally,  its  value  in  non-operable  cases  should 
not  be  neglected.  A  daily  application  of  50  to  100  milamperes 
of  the  combined  zinc-mercuric  cataphoresis,  or  a  single  power- 
ful application  under  ether,  will  stop  hemorrhage,  ease  pain, 
destroy  all  odor,  and  bring  away  such  quantities  of  whitish 
crumbs  from  the  malignant  mass  that  the  patient  will  fancy 
that  a  cure  will  follow,  until  the  possible  advance  of  a  meta- 
static growth  previously  planted  in  the  liver  or  other  inaccessi- 
ble location  brings  about  a  fatal  issue. 

Vaginal  Hysterectomy  for  Cancer. — J.  Halliday  Groom" 
records  a  list  of  14  hysterectomies  for  cancer  in  which  none 
of  the  patients  lived  more  than  eighteen  months.  All  of 
these  cases  were  picked  cases  and  operated  on  early.     He  also 
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cites  3  cases  in  whicb  vaginal  hysterectomy  was  performed; 
in  all  of  these  cases  a  recurrence  took  place,  and  all  of  the 
patients  died  within  a  year  from  the  date  of  their  operation,  in 
great  pain.  Croom  states  that  although  his  experience  in 
operating  on  cancer  has  been  unfortunate,  it  seems  to  him  the 
duty  of  every  operator,  whatever  his  ability  or  experience  may 
be,  to  record  his  ultimate  results,  even  though  the  truth  so  told 
may  tell  against  him. 

Oophorectomy  in  the  Treatment  of  Cancer  of  the  Breast. 
— Stanley  Boyd'  reports  7  cases  of  oophorectomy  done  for 
cancer  of  the  breast.  In  2  cases  the  good  results  were 
marked,  in  2  others  doubtful,  and  in  o  it  was  very  doubtful  if 
any  good  was  done.  On  5  cases  he  tried  thyroid,  but  it  had  no 
evident  effect  on  the  cancer. 

Paget's  Disease  of  the  Breast.— H.  C.  Masland'"  reports  a 
case  of  Paget's  disease  of  the  breast  which  had  lasted  for 
thirteen  years.  At  first  the  disease  was  of  very  slow  growth, 
but  the  last  few  years  it  began  to  spread  more  rapidly,  and 
she  decided  to  have  an  operation.  As  there  was  no  involve- 
ment of  the  axillary  gland,  the  breast  was  excised.  Fourteen 
months  after  the  operation  there  was  no  recurrence. 

Combined  Carcinoma  and  Epithelioma  of  an  Ovarian 
Dermoid  Cyst. — F.  A.  L.  Lockhart  and  D.  P.  Anderson^ 
describe  a  malignant  growth  involving  an  ovarian  dermoid  cyst. 
The  tumor  was  a  large,  irregular- shaped  mass,  measuring 
18x15x14  centimetres.  The  surface  was  nodular,  the  peritoneal 
covering  being  greatly  thickened  and  ver}-  hemorrhagic.  The 
contents  of  the  tumor  was  a  thick,  oily,  flocculent  fluid  con- 
taining hair  and  three  teeth.  On  microscopical  examination  it 
was  found  to  be  composed  mainly  of  epithelium,  which  infil- 
trated extensively  the  fibrous  tissue  stroma.  Multiple  pearl 
nests  were  found.  At  one  point  the  epithelial  cells  were 
arranged  in  alveolar  and  tubular  forms,  as  in  carcinomata,  with 
fibrous  bands  around  them.     It  was  very  vascular. 

Cancer  of  the  Cervix. — C.  Jacobs"  advocates  the  abdomi- 
nal route  for  hysterectomy  for  cancer  of  the  cervix  as  permit- 
ting removal  of  adjacent  diseased  tissue,  especially  the  lym- 
phatic glands.  He  considers  operation  by  the  vaginal  route  as 
merely  palliative.  He  rejects,  however,  any  abdominal  opera- 
tion in  advanced  cases  with  severe  radiating  pains  and  involve- 
ment of  the  parametrium. 

Carcinoma  of  Gland  of  Bartholin.— J.  Godart"'  records  the 
removal  of  a  carcinomatous  Bartholinian  gland  from  a  patient 
45  years  old,  who  gave  a  history  of  slight  pain  in  the  labium 
majus  for  two  years,  with  the  presence  of  a  certain  amount 
of  induration  which  did  not  increase  in  extent.  The  inguinal 
glands  were  not  enlarged,  and  the  growth  was  apparently  con- 
fined to  the  gland  of  Bartholin. 

Simulated  Malignant  Tumor. — De  Sinety"'  gives  a  brief 
description  of  an  irregularly  rounded  tumor  arising  from  the 
cervix  near  its  junction  with  the  right  vaginal  wall,  its  situa- 
tion and  general  appearance  simulating  malignancy.     Exam- 


BRIEF  OF  CURRENT  LITERATURE.  56l 

ination  with  a  speculum,  however,  showed  it  to  be  a  grayish - 
white,  transparent  mass  of  dilated  ovula  Nabothi,  these  tu- 
mors occurring  most  frequentl}^  upon  the  lips  of  the  cervix  or 
within  the  cervical  canal. 

Chronic  Metritis. — P.  Delbet"  has  found  the  injection  of 
solutions  of  chloride  of  zinc,  varying  from  twenty  to  forty  per 
cent  in  strength,  fully  as  efficacious  as  curettage.  It  does  not 
aggravate  existing  lesions  of  the  appendages  as  curettage  often 
does,  and  it  requires  neither  anesthesia  nor  immobilization  of 
the  patient.  Many  can  rise  immediately  after  the  injection,  or, 
at  most,  after  a  few  hours.  The  writer  has  never  observed 
atresia  following  the  use  of  solutions  of  chloride  in  the  above 
strength,  although  this  occurs  frequently  when  sticks  of  the 
chloride  are  employed. 

Tuberculosis  of  Ovaries. — Lauwers'°  reports  a  case  show- 
ing the  following  signs  of  pregnancy:  amenorrhea  for  several 
months,  vomiting,  bluish  coloration  of  the  vulva,  softening  of 
the  cervix,  presence  of  colostrum  in  the  breasts  and  of  a  tumor 
the  size  of  a  fetal  head  in  the  pelvis,  and  of  a  larger  one, 
capable  of  giving  ballottement,  in  the  abdomen.  Bimanual 
examination  disclosed  a  small  uterus;  so  laparatomy  was 
performed,  resulting  in  the  removal  of  two  large  tuberculous 
ovaries. 

Ovarian  Tumor  complicating  Pregnancy. — W.  Duncan' 
describes  a  case  on  which  he  operated  for  the  above  condition, 
removing  an  ovarian  cyst  containing  120  ounces  of  fluid.  The 
patient  made  an  uneventful  recovery. 
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DISEASES  OF  CHILDREN. 

Broncho-pneumonia. — In  the  course  of  some  remarks  on 
this  subject  M.  S.  Marcy '  deprecates  the  custom  of  applying 
large,  heavy,  hot  poultices  to  the  chest,  and  the  administration 
of  large  doses  of  scjuills,  senega,  and  other  nauseating  expecto- 
rants for  the  purpose  of  hastening  the  suppurative  stage.  He 
believes  it  is  not  advantageous  to  stimulate  the  glands  to 
secrete  more  mucus  and  thereby  fill  the  bronchi  with  mucus, 
pus,  and  embryonic  cells.  This  is  practically  depriving  the 
patient  of  an  abundance  of  pure  air  which  he  so  much  needs. 
The  hot  applications  also  tend  to  the  same  result  by  increasing 
36 
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the  flow  of  blood  to  the  part  and  causing  the  inflammation  to 
extend.  The  author  advises  the  cautious  application  of  ice 
bags  to  the  affected  side,  and  the  ice  cap  and  cold  baths  when- 
ever the  temperature  is  higher  than  103°. 

Children's  Teeth,  Care  of. — James  V,  Mulford'  emphasizes 
the  importance  of  preservation  of  the  temporary  teeth,  not  only 
for  the  effect  on  the  general  health,  but  also  that  irregularity 
of  the  permanent  teeth  may  not  follow.  The  child  should  be 
taught  to  masticate  the  food  thoroughly;  the  teeth  should  be 
brushed  at  least  once  a  day  with  an  antacid  powder,  giving  the 
up-and-down  as  well  as  the  crosswise  motion;  all  cavities 
should  be  treated  and  filled,  and,  unless  absolutely  necessary, 
the  temporary  teeth  should  not  be  extracted  until  time  for  the 
corresponding  permanent  ones  to  appear. 

Cirrhosis  of  the  Liver  in  a  Child. — Walter  K.  Hunter^  and 
Charles  Workman  report  a  case  in  a  child  6  years  old,  apparently 
due  to  receiving  his  share  of  whiskey  when  the  parents  were 
refreshing  themselves.  Microscopic  examination  of  the  liver 
showed  a  pronounced  cirrhosis,  mostly  of  the  multilobular 
type,  though  in  places  also  monolobular.  The  cirrhosis  was 
most  marked  in  the  left  lobe,  where  the  glandular  tissue  was 
almost  completely  replaced  by  inflammatory  new  growths  and 
vessels.  Sections  stained  with  thionin  were  seen  to  contain 
numerous  groups  of  micro-organisms  lying  between  the  col- 
umns of  the  liver  cells.  These  micro-organisms  appeared  to 
be  short,  thick  rods,  and  sometimes — probably  from  irregular 
staining — diplococci.  The  appearances  they  presented  corre- 
sponded closely  to  those  of  the  bacillus  coli  communis.  A 
similar  organism  was  likewise  to  be  seen  in  sections  of  the 
lungs  and  kidneys.  No  culture  was  taken  from  any  other 
v-organs. 

Coi-iQ;enital  Tuberculosis. — H,  McC  Johnson*  presents  a 
case  of  p^^-nbable  congenital  tuberculosis  in  a  child  born  of  a 
mother  with  t^^uberculosis  of  the  bladder.  In  view  of  the  fact 
that  the  mother  had  marked  tuberculosis  of  the  bladder;  that 
the  placenta  showvg(j  numerous  pathologic  changes  on  micro- 
scopic examination,  g^ch  as  we  are  accustomed  to  find  in 
tuberculosis,  and  mvv^iving  both  the  fetal  and  maternal  sides; 
and  that  the  child  at  »birth  exhibited  decided  emaciation  and 
inanition,  and  after  a  sb^ort  time  presented  at  autopsy  a  decid- 
edly advanced  stage  of  ^tuberculosis,  the  author  feels  justified 
in  considenng  that  the  disease  was  congenital. 

Diphtheria.— In  an  arti'de  entitled  "  The  Other  Side  of  the 
Antitoxin  Question,"  J.  Edi^^rd  Herman  "  takes  issue  with  the 
advocates  of  the  serum  trea^tment.  After  a  resume  of  serum 
treatment  in  general,  the  author  finds  that  the  only  serum  for 
which  to-day  any  decided  clc^jj^  jg  made  is  the  antitoxin  used 
for  diphtheritic  infection.  If  antitoxin  fails  so  miserably  in  all 
other  diseases,  why  should  i^  gucceed  in  diphtheria?  There 
are  many  men  all  over  the  vs^orld  who  do  not  believe  it  does 
succeed.  A  pure  culture  of  the  Klebs-Loffler  bacillus  can 
undeniably  be  made,  but  it  l-^^s  not  been  possible  to  find  the 
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bacillus  in  every  case  of  diphtheria.  On  the  other  hand,  the 
bacilli  are  often  discovered  in  healthy  throats.  Hening  does 
not  even  admit  the  etiological  role  of  the  Klebs-Loffler  bacillus. 
This  microbe  is  usually  accompanied  by  other  micro  organisms, 
mostly  staphylococci  and  streptococci.  Frankel  and  many 
others  say  there  is  rarely  a  pure  Klebs-Loffler  infection. 
Jacobi  and  Bowker  believe  there  may  be  a  streptococcal  diph- 
theria, which  is  just  as  virulent  as  with  the  Klebs-Loffler 
bacillus.  Roux  and  Yersin,  and  Brieger  and  Frankel  have 
shown  that  diphtheria  bacilli  differ  in  virulence  in  different 
cases.  Now,  as  to  the  possibility  of  reproducing  the  disease  in 
animals,  it  can  be  shown  that  many  organisms  from  the 
mouth,  cultivated  in  bouillon,  will  kill  animals  if  injected  into 
them.  Raynaud  found  that  the  saliva  of  a  man  suffering 
from  hydrophobia,  if  injected  into  rabbits,  caused  their  death; 
but  Pasteur  showed  the  fatal  result  was  not  from  hydrophobia, 
and  that  the  microbes  found  in  the  blood  and  tissues  of  the 
rabbits  were  found  also  in  the  saliva  of  healthy  persons.  The 
claim  that  animal  diphtheria  is  the  same  as  occurs  in  man  is 
denied  by  Virchow.  Vissman  insists  that  the  lesions  found  in 
man  and  animals  are  not  the  same.  Admitting  that  after 
what  otherwise  would  be  a  fatal  dose  of  toxin  an  animal  can  be 
rescued  from  death  with  mathematical  certainty  by  the  injec- 
tion of  a  proper  dose  of  antitoxin,  still  the  assertion  that  this 
laboratory  experiment  demonstrates  the  ability  of  antitoxin  to 
cure  diphtheria  in  man  is  a  claim  the  author  is  not  willing  to 
accept,  for  there  is  not  sufficient  analogy  between  a  child  sick 
with  diphtheria  and  a  guinea-pig  into  which  simply  some 
Klebs-Loffler  toxin  has  been  injected.  It  only  proves,  if  any- 
thing, that  an  animal  can  be  saved  by  antitoxin  from  the  effect 
of  the  toxin  of  the  same  germ  which  has  been  used  to  produce 
the  antitoxin.  Even  if  these  experiments  were  performed  with 
children  instead  of  animals,  nothing  more  would  be  proved 
than  in  the  case  of  the  guinea-pigs,  for  toxin  alone  is  not  the 
same  as  the  disease  diphtheria — notwithstanding  the  assurance 
of  the  laboratory  workers.  When  we  know  that  many  cases 
of  diphtheria  are  complicated  with  other  throat  infections 
against  which  the  Klebs-Loffler  antitoxin  serum  has  no  effect, 
and  the  unestablished  grounds  on  which  the  whole  theory 
rests,  it  should  no  longer  seem  strange  that  many  men  will  not 
use  antitoxin. 

The  third  and  last  paper  of  a  series  of  articles  is  presented 
by  Adolph  Rupp,°  and  is  entitled  "  Antitoxin,  Diphtheria,  and 
Statistics."  From  statements  in  this  and  the  preceding  arti- 
cles the  author  re  icbes  the  following  conclusions  concerning 
antitoxin  as  a  commercial  commodity  and  its  immediate  effects 
on  the  system  afflicted  with  diphtheria:  1.  It  is  a  substance  and 
a  remedy  of  variable  and  irregular  "  unit"  strength.  2.  The 
same  make  of  antitoxin  may  reap  fulsome  praise  at  one  place, 
and  at  another  place  condemn  itself  with  a  larger  mortality 
rate.  3.  It  is  an  organic  substance  which  is  easily  rendered 
inutile  by  age  and  unfavorable  temperatures    (it  sometimes 
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deteriorates  in  spite  of  good  handling),  i.  In  comparing  and 
weighing  statistics  which  claim  to  prove  the  potent  influence 
of  antitoxin,  we  should  not  forget  that  antitoxin  and  diphtheria 
are  not  two  conceptions  that  fit  together  like  nut  and  screw. 
Antitoxin  is  fickle  and  uncertain  as  merchandise  and  as  a 
remedy,  as  diphtheria  is  at  different  times  and  places  a  vari- 
able disease.  In  neither  case  are  we  dealing  with  fixed  and 
rigid  standards  and  certainties.  Has  antitoxin  any  marked 
influence  on  the  pseudo-membranous  deposition,  inhibiting  it 
or  hastening  its  disappearance?  The  author  has  not  been  able 
to  convince  himself  that  it  has.  It  seems  to  him  that  the 
membrane  develops  and  retrogrades  under  antitoxin  treatment 
very  much  as  it  does  in  cases  not  treated  with  the  serum.  It 
should  not  be  forgotten  that  in  different  cases  membranes 
show  up  differently,  and  that  different  epidemics  develop 
varying  peculiarities  concerning  the  character  of  the  mem- 
branes, the  rapidity  Avith  which  they  form  and  disappear. 
Regarding  laryngeal  diphtheria,  the  author  says  that  a  good 
many,  if  not  all,  advocates  lay  special  stress  and  emphasis  on 
the  great  good  that  antitoxin  accomplishes  in  laryngeal  diph- 
theria. What  antitoxin  enthusiasts  mean  by  laryngeal  diphthe- 
ria and  croup  is  not  always  clear  to  others.  Some  signify  hoarse- 
ness, cough,  and  indications  of  stridor  with  the  diagnosis  of 
croup.  Others  call  cases  croupal  when  there  are  laryngeal 
spasms  and  obstructed  laryngeal  respiration,  and  cyanosis  to 
some  extent.  Thus  the  conception  of  croup  is  an  elastic  one. 
Croupal  symptoms  are  not  always  caused  by  pseudo- mem- 
branous deposits  in  the  larynx.  Edema  above  or  below  the 
vocal  cords  is  a  frequent  cause.  If  antitoxin  is  the  specific  it 
is  claimed  to  be,  it  should  diminish  the  number  of  croup  cases 
every  time  and  everywhere.  And  diminishing  the  number  of 
croup  cases  also  implies  the  diminution  of  the  relative  number 
of  croup  operations — relative  to  croup  cases  and  to  cases  of 
diphtheria  all  told.  Also,  epidemic  influences  should  become 
scarcely  noticeable  in  antitoxinized  cases;  at  least,  the  great 
differences  and  variations  noticed  in  non-antitoxinized  statistics 
should  become  very  much  minimized  in  those  antitoxinized. 
After  an  elaborate  review  of  statistics,  which  is  too  exhaustive 
to  be  reproduced  in  an  abstract,  the  author  concludes  that 
antitoxin  has  not  diminished  the  relative  number  of  croup  cases 
that  call  for  operation;  nor  has  it  diminished  the  mortality 
rates  of  operated  cases,  all  facts,  conditions,  and  disease-type 
differences  considered.  At  the  present  time,  at  certain  places, 
the  general  mortality  rates  are  low,  and  consequently  the 
operative  mortalities  for  croup  are  also  low.  At  other  places, 
where  the  general  diphtheria  mortalities  are  high,  so  too  are 
the  operative  mortalities  high,  whether  antitoxin  has  been 
used  or  not.  Allowances  being  made  for  the  milder  type  of 
diphtheria  that  is  prevalent — not  everywhere,  but  at  most 
places — it  does  not  appear  evident  that  the  time  during  which 
the  tracheal   canula    or   O'Dwyer  tube  must  remain  in  the 
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trachea  or  larynx,  as  the  case  may  be,  after  croup  operations, 
has  been  lessened  by  antitoxin  therapy. 

Johann  v.  Bokay  '  presents  a  report  of  intubations  performed 
in  the  diphtheria  ward  of  the  Stefanie-Kinderspital.  Budapest, 
which  is  translated  by  Edward  Plummer.  The  results  of  this 
procedure  in  291  unselected  cases  are  given.  Premature  in- 
tubation was  not  done  in  a  single  case,  and  recovery  from 
the  milder  forms  of  stenosis  without  operative  interference 
was  observed.  On  the  other  hand,  it  was  considered  that  the 
operation  was  contraindicated  when  severe  septic  symptoms 
were  already  present  or  where  the  extension  of  the  fibrinous 
exudate  to  the  bronchioles  could  be  taken  for  granted.  Of  the 
291  cases,  100  (34  per  cent)  made  recoveries.  Laryngeal  croup 
developed  in  279  cases  in  the  course  of  faucial  diphtheria  or 
without  the  latter,  while  in  12  cases  secondary  laryngeal  croup 
appeared  after  measles  or  scarlet  fever.  Of  the  279  cases 
belonging  to  the  first  group,  laryngeal  croup  was  observed  in 
212  cases,  either  accompanying  faucial  diphtheria  or  develop- 
ing during  its  course,  while  in  67  cases  the  clinical  picture  of 
croup  appeared  without  diphtheritic  faucial  symptoms.  Of 
the  212  croup  cases  with  faucial  diphtheria,  65  (30.5  per  cent) 
made  recoveries.  Secondary  tracheotomy  was  performed 
eight  times,  with  success  only  in  one  case.  Of  the  67  cases 
without  faucial  diphtheria,  32  (47.5  per  cent)  recovered. 
Secondary  tracheotomy  was  done  in  3  cases,  with  one  recovery. 
Of  the  12  croup  cases  secondary  to  measles  and  scarlet  fever, 
3  (25  per  cent)  recovered.  Croup  as  the  result  of  measles 
appeared  9  times  (1  cure);  as  the  result  of  scarlet  fever  3 
times  (2  cures).  The  space  of  time  during  which  the  tube  was 
retained  varied  froin  a  quarter  to  three  hundred  and  sixty 
hours.  The  author  had  less  difficulty  with  tubes  which  had  a 
straight  instead  of  a  bulging  extremity.  On  the  ground  of  the 
data  which  the  author  has  cited,  he  is  determined  to  perform 
intubation  systematically  in  the  future,  and  to  permit  primary 
tracheotomy  only  under  two  conditions:  (1)  where,  besides  the 
existing  laryngo- stenosis,  a  high  degree  of  pharyngo-stenosis 
is  also  present;  (2)  where,  on  account  of  severe  edema  of  the 
aditus  laryngis,  no  success  can  be  expected  from  intubation. 
^Diphtheria  Bacillus,  Rare  Localization  on  Skin  and 
Mucous  Membrane. — Miiller  *  describes  a  case  in  a  girl  10 
years  of  age  who  complained  of  great  pain  on  micturition,  fol- 
lowed in  two  days  by  swelling  and  pain  in  the  throat.  There 
was  a  paronychia  on  the  left  thumb  and  an  ulcer  on  the  left 
ankle,  the  result  of  a  fall  several  weeks  before;  the  tonsils 
were  swollen,  with  a  membranous  deposit  on  the  right  one;  on 
the  labia  and  the  nates  there  were  a  number  of  small  ulcers, 
while  the  vaginal  mucous  membrane  was  intensely  reddened  and 
covered  with  a  pseudo-membrane  in  its  upper  portion.  Cul- 
tures made  from  the  pus  of  the  paronychia  and  from  the  labial 
ulcers  and  vaginal  membrane  proved  the  presence  of  diphtheria 
bacilli,  fully  virulent  to  animals.     In  the  throat  were  diphtheria 
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bacilli,  staphylococci,  and  streptococci.  No  diphtheria  bacilli 
were  found  in  the  wound  on  the  foot.  The  general  condition 
of  the  child  was  good,  the  temperature  87.6°  C.  on  admission 
and  afterward  normal.  An  injection  of  1,000  antitoxin  units 
was  followed  in  twenty-four  hours  by  marked  improvement, 
and  in  two  days  more  only  a  mild  reddening  of  the  parts  re- 
mained. No  local  treatment  was  given,  the  object  being  to 
note  the  action  of  the  antitoxin.  The  case  is  of  interest  be- 
cause of  the  primary  localization  (genitals)  of  the  diphtheria, 
and  because  it  demonstrates  the  fact  that  the  diphtheria  bacil- 
lus can  produce  pus  when  entirely  alone,  without  the  presence 
of  pyogenic  cocci,  as  in  this  paronychia. 

Ear  Diseases  coexistent  with  Adenoids  of  the  Naso- 
pharynx.— William  C.  Braislin  *  gives  an  analysis  of  110  cases, 
from  which  the  following  deductions  may  be  made:  1.  A 
great  many  of  the  ear  diseases  of  childhood  depend  on  ade- 
noids of  the  pharynx.  2.  When  adenoids  are  present  an  in- 
vestigation should  always  be  made  into  the  state  of  the  ear. 
3.  Ear  disease  in  some  degree  will  almost  invariably  be  found 
to  accompany  the  adenoid  growth.  4.  Treatment  of  the  ear 
disease  should  always  be  continued  for  a  variable  time  after 
the  removal  of  the  adenoids.  5.  Removal  of  the  growth  checks 
to  a  great  extent  the  onward  progress  of  the  ear  disease,  but 
the  operation  does  not  eliminate  the  requirement  for  subse- 
quent treatment  of  the  ears  in  suppuration,  tubal  obstruction, 
or  other  well-established  pathologic  conditions,  6.  The  pres- 
ence of  the  adenoids  has  a  continuous  degenerative  influence 
on  the  ears;  while  under  the  influence  of  "  colds,"  or  attacks  of 
acute  contagious  diseases  of  childhood,  adenoids  are  prone  to 
kindle  active  disorders. 

Epileptic  Child  and  his  Future.— Hugh  T.  Patrick" 
writes  that  from  an  institutional  standpoint  the  epileptic  child 
is  a  problem;  from  the  medical  standpoint  he  is  despair.  Not 
one  in  twenty  of  these  cases  is  permanently  cured,  and  most 
of  them  gradually  go  from  bad  to  worse  until  total  disability, 
imbecility,  or  idiocy  prepares  the  way  for  death.  The  colony 
treatment  of  epileptics  is  the  best  treatment,  in  fact  the  only 
one  deserving  the  name.  These  patients  are  debarred  the 
privileges  of  education,  the  pleasures  of  society,  and  from 
many  of  the  ordinary  vocations  The  colony  combines  all  the 
advantages  of  hospital  care,  home  environment,  social  inter- 
course, industrial  training,  intellectual  development,  and  moral 
control.  After  the  plant  is  founded  it  is  not  necessarily  ex- 
pensive; in  fact,  it  may  become  largely  self-supporting. 

Intubation  of  the  Larynx. — Frank  W.  Wright,"  in  a  gen- 
eral discussion  of  the  subject,  advises  that  one  should  not  leave 
the  patient  for  at  least  a  half-hour,  as  dyspnea  may  return  and 
reintubation  be  necessary.  It  is  well  to  give  an  opiate  to 
relieve  the  cough.  It  occasionally  happens  that  after  the  ori- 
ginal trouble  for  which  the  intubation  was  done  has  disap- 
peared it  is  impossible  to  remove  the  tube  from  the  larynx 
without  dyspnea  returning,    necessitating  the  return  of  the 
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tube.  Dwyer  believed  this  to  be  due  to  traumatism.  Paraly- 
sis of  the  vocal  cords  may  possibly  furnish  an  occasional  excep- 
tion to  this  rule.  The  traumatism  may  be  due  to  a  poorly 
fitting  tube,  or  to  oae  that  is  imperfect  in  its  construction,  or 
to  injury  to  the  tissues  by  an  unskilled  operator.  Most  of  the 
cases  of  "retained  tube"  are  due  to  the  tube  being  too  large, 
notwithstanding  the  size  designed  for  the  age  has  been  used. 
If  the  pressure  is  great  enough  to  seriously  interfere  with  the 
circulation,  even  if  it  does  not  cause  ulcer,  there  will  be  an  edema 
of  the  surrounding  tissue.  The  tube  being  withdrawn,  the 
pressure  is  suddenly  removed  and  the  submucous  tissue  be- 
comes infiltrated,  and,  being  surrounded  by  cartilage,  can 
swell  in  but  one  direction,  thus  obstructing  respiration.  Some- 
times the  head  of  the  tube,  by  making  undue  pressure  upon 
the  parts  upon  which  it  rests,  causes  an  abrasion,  from  which 
granulations  spring,  and  as  the  tube  is  removed  these  drop 
down  into  the  chink  of  the  glottis  and  obstruct  respiration. 
There  may  be  complete  destruction  of  the  cricoid  cartilage, 
and  in  this  way,  when  the  tube  is  removed,  there  will  be  a  col- 
lapse of  the  walls.  Nothing  can  be  done  to  cure  the  last- men- 
tioned condition,  which  is  fortunately  rare.  When  the  lesion 
is  in  the  subglottic  region  a  cure  may  be  effected  by  removing 
the  pressure  so  as  to  allow  the  normal  circulation  to  be  re- 
stored. This  is  done  by  having  the  same  sized  head  and 
retaining  swell  as  the  one  first  used,  but  the  portion  of  the  tube 
between  the  head  and  the  swell  should  be  one  or  two  sizes 
smaller.  When  the  retention  is  due  to  granulations  the  tube 
must  be  changed  for  one  with  the  head  built  up  so  as  to  rise 
above  and  rest  upon  the  granulating  tissue,  and  by  pressure 
assist  in  their  destruction.  It  is  by  no  means  easy  to  deter- 
mine which  of  these  conditions  exists,  but  it  is  unnecessary  to 
differentiate,  as  one  may  have  a  tube  constructed  so  as  to 
embrace  both  the  narrow  body  and  built-up  head,  thus  treating 
at  the  same  time  either  or  both  the  conditions.  The  sooner  one 
recognizes  that  he  has  a  case  of  retained  tube  and  adopts  the 
proper  treatment,  the  shorter  will  the  time  be  that  the  special 
tube  must  be  worn. 

Lateral  Curvature  of  the  Spine  and  Pott's  Disease.— A. 
M.  Phelps,'^  in  the  course  of  some  remarks  on  this  subject, 
states  that  notwithstanding  that  the  plaster  of  Paris  corset  is 
heavy,  cumbersome,  and  wears  out,  it  is  the  best  of  all  braces. 
The  author  invented  the  aluminum  corset.  Its  life  is  fifteen  to 
twenty  years.  It  was  first  made  in  lateral  halves,  but,  proving 
cumbersome,  the  duplex  hinge  was  added,  and  now  it  can  be 
put  on  and  laced  as  the  ordinary  corset.  In  lateral  curvature, 
with  proper  gymnastics,  it  will  cure. 

Larynx,  Contribution  to  the  Anatomy  of  the  Child]s. — 
Galatti's  '^  investigations  lead  him  to  the  following  conclusions: 
A  marked  difference  between  the  child's  and  the  adult  larynx 
is  the  fact  that  the  hyoid  bone  lies  upon  the  thyroid  cartilage  un- 
til the  sixth  year,  when  the  ligamentum  thyreohyoideum  medium 
and  laterals  become  developed;  the  cricoid  cartilage  is  incline^ 
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backward,  markedly  in  the  newly-born,  and  diminishes  up  to 
the  fourth  year,  when  it  ceases;  the  entrance  to  the  ventriculus 
Morgagni  is  very  small  compared  with  the  space  between  the 
cricoid  and  thyroid  cartilages,  consequently  the  vocal  cords 
and  the  glottis  are  absolutely  and  relativel}'  shorter  than  in  the 
adult.  The  appendix  of  the  ventricle  means,  in  the  child,  the 
continuation  of  the  entire  lateral  sinus  upward,  and  not  only 
of  the  anterior  portion  as  in  adult  life.  This  peculiarity  dis- 
appears during  the  tenth  year  of  life.  The  narrowest  portion 
of  the  laryngeo-tracheal  tube  is  at  the  level  of  the  cricoid 
cartilage. 

Noma. — Klautsch"  reports  the  case  of  a  boy  of  2  years, 
delicate  and  poorly  nourished,  who  developed  noma  of  the 
right  cheek,  with  perforation  and  necrosis  of  the  upper  and 
lower  lips.  Death  occurred  rather  suddenly  on  the  fourteenth 
day  of  the  disease.  The  odor  had  been  almost  unbearable. 
The  treatment  employed  was  active  stimulation,  with  removal 
of  the  necrosed  tissue  bj''  means  of  the  sharp  spoon,  followed 
by  cauterization  with  silver  nitrate.  The  disease  began  on  the 
macous  membrane  of  the  right  cheek.  While  the  specific  bac- 
terium of  noma  had  not  been  demonstrated,  the  disease  must 
be  regarded  as  an  infectious  one. 

Paralysis  in  Children. — Alexander  C.  Wiener"'  states  that 
cerebral  and  spinal  paralyses  are  often  confounded,  though  the 
difference  in  symptoms  of  the  diseases  are  striking.  Lesions 
of  any  part  of  the  upper  neurons  cause  parah^sis,  spasticity 
of  certain  muscular  groups,  no  muscular  atrophy,  no  change 
in  the  electric  reaction,  exags:eration  of  deep  reflexes.  In 
lesions  of  the  lower  motor  neurons  there  is  paralysis,  flaccidity 
of  the  muscles,  reaction  of  degeneration,  and  loss  of  deep  re- 
flexes. In  the  cerebral  spastic  paralyses  it  is  ridiculous  to 
attempt  to  cure  the  affection  with  any  mechanical  contrivance. 
Tenotomy  of  the  opposing  muscles  is  demanded.  It  must  be 
remembered  always  that  spastic  paralysis  of  apparently  cere- 
bral origin  may  sometimes  be  relieved  bj^  the  removal  of  some 
peripheral  reflex  disturbance,  as  a  phimosis  or  an  occlusion  of 
the  prepuce  of  the  clitoris.  In  the  neuro-muscular  degenera- 
tions following  acute  anterior  poliomyelitis  it  is  especially 
important  to  restore  to  the  paretic  extremities,  so  far  as  possi- 
ble, the  stimuli  of  locomotion  and  their  normal  associated 
movements,  without  the  inhibition  of  insecure  footing  and 
strained  tissues.  In  the  construction  of  apparatus  for  the  cor- 
rection of  deformities  and  for  the  protection  of  muscles  from 
wasting  in  consequence  of  poliomyelitis  anterior,  the  author 
endeavors  to  meet  two  physiologic  requirements — (1)  that  a 
constant  motor  irritation  be  imparted  to  the  inactive  muscles 
by  the  action  of  the  apparatus  itself,  which  at  the  same  time 
corrects  the  deformity;  (3)  increase  of  the  arterial  blood  sup- 
ply and  stimulation  of  the  lymph  circulation. 

Paralysis  following  Cerebro-spinal  Meningitis.— W.  N. 
Ballard  '"  writes  that  in  cases  of  this  kind  we  find  that  pain  on 
passive  motion  of  the  limbs  persists  to  a  degree  rarely,  if  ever, 
found  in   anterior   poliomyelitis.     Such   pain   and   tenderness 
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sometimes  exist  during  the  acute  stage  of  anterior  poliomyelitis 
for  two  or  three  days,  but  if  it  lasts  much  longer  than  a  week 
the  author  is  inclined  to  consider  the  case  as  one  in  which  the 
diagnosis  is  to  be  very  carefully  examined.  It  is  not  uncom- 
mon, on  the  other  hand,  for  great  pain,  on  passive  motion  of 
the  limbs  or  of  certain  joints,  especially  the  ankles,  to  exist  in 
cerebro-spinal  meningitis  one  or  more  months  after  the  acute 
stage  of  the  disease  has  ceased.  Tenderness  on  pressure  over 
the  muscles  also  persists  much  longer  than  in  anterior  polio- 
myelitis, where  it  rarely  continues  inuch  beyond  the  acute 
stage,  but  it  does  not  last  as  long  as  the  pain  on  motion,  active 
or  passive.  There  is  always  a  tendency  to  spastic  contracture 
in  the  early  stages  of  the  paralysis  of  cerebro-spinal  meningitis, 
and  at  times  is  very  marked.  More  often,  and  particularly  in 
the  later  stages,  this  tonic  or  spastic  condition  is  not  so  evi- 
dent, and  shows  itself  only  or  principally  in  the  extreme  degree 
of  flexion  (extension)  at  the  ankle  joint,  the  foot  often  being  in 
direct  continuance  of  that  of  the  leg.  The  knee  jerk  is,  on  the 
whole,  less  affected  than  in  anterior  poliomyelitis,  though  in 
either  case  it  may  be  entirely  abolished.  In  addition  to  these 
clinical  signs  we  have  the  history  of  the  initial  attack  to 
guide  us. 

Parasitic  Invasion  of  the  Milk  Ducts. — Edgar  D.  Smith" 
reports  3  cases  with  results  serious  to  the  nursing  children.  In 
one  case  the  infant  had  suffered  from  a  difficult  forceps  operation ; 
consequently  there  was  an  element  of  doubt  as  to  the  cause  of 
death.  In  the  other  two  cases  the  children  presented  the  same 
collapsed  appearance  as  in  the  fatal  case,  but  they  rallied  on 
withdrawal  of  the  mother's  milk  and  regained  their  normal 
health  in  twenty-four  hours  after  they  were  put  on  artificial 
food.  The  symptoms  most  marked,  and  those  that  should  in- 
duce the  attending  physician  to  examine  the  mother's  milk,  are 
gradually  increasing  colic  and  intestinal  irritation  in  a  nursing 
child,  where  the  cause  for  the  same  does  not  appear  plain.  If, 
after  an  interval  of  withdrawal  of  the  mother's  nursing,  the 
symptoms  become  more  marked  on  renewal  of  the  same,  the 
presence  of  this  parasite  is  quite  probable.  The  parasite  re- 
sembles that  of  scabies,  but  is  of  smaller  size.  Uncleanliness 
does  not  seem  to  have  favored  the  existence  of  the  parasite,  as 
it  occurs  among  the  well-to-do.  A  microscopical  examination 
of  the  mother's  milk  presented  tnilk  globules,  globules  present- 
ing the  appearance  of  red  blood  corpuscles,  and  globules  of 
about  six  times  the  diameter  of  the  latter.  The  author  noticed 
a  frequent  irregularity  of  the  two  larger  globules  and  small 
cilia  or  hair-like  projections  from  these  irregular  points,  which 
hair-like  extensions  presented  free  movements.  When  allowed 
to  stand  some  time  or  treated  with  alcohol,  the  medium-sized 
globules  were  found  to  contain  one,  and  the  largest  two  or  more 
living  parasites.  The  parasites  were  much  smaller  than  the 
true  fat  globules.  In  specimens  of  this  milk  kept  for  any 
length  of  time  the  parasites  are  seen  to  grow  larger. 

Pharyngitis  and  Tonsillitis  in  Infants. — Henry  Dwight 
Chapin  "  remarks  that  these  two  complaints  are  more  common 
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in  infants  than  has  been  supposed.  The  two  common  predis- 
posing causes  of  primary  throat  inflammation  in  infants  are 
disordered  stomach  and  exposure  to  cold.  In  infants  tonsil- 
litis, as  distinct  from  pharyngitis,  is  rare.  The  whole  mucous 
membrane  of  the  pharjmx  and  tonsils  is  involved  in  the  catar- 
rhal inflammation.  To  successfully  examine  the  throat  of  an 
infant  the  parts  must  be  satisfactorily  seen  at  the  first  examina- 
tion. By  means  of  a  suitable  tongue  depressor,  such  as  is 
shown  by  the  author,  the  base  of  the  epiglottis  is  firmly  held 
at  the  first  attempt  and  the  fauces  exposed  to  view.  Pharyn- 
gitis and  tonsillitis  are  a  fruitful  source  not  onl}-  of  present 
discomfort  but  of  post-nasal  catarrh  in  children.  Repeated 
attacks  will  surely  cause  enlargement  of  the  adenoid  tissue  at 
the  vault  of  the  pharynx,  as  well  as  of  the  faucial  tonsils. 

Rachitic  Dwarf  with  Chronic  Endocarditis  simulating 
Infantile  Myxedema. — De  Bary  "  reports  a  case  occurring  in  a 
girl  of  12  years,  the  child  of  cousins,  who  was  born  in  normal 
labor  and  remained  well  until  the  appearance  of  rickets  in  her 
second  year.  She  was  only  84  centimetres  high  and  weighed 
15.6  kilogrammes.  The  abdomen  was  enormously  distended 
and  an  umbilical  hernia  was  present.  The  skin  was  not  dry 
and  perspiration  was  abundant.  The  child  was  not  idiotic,  but 
remembered  experiences  well  and  was  amiable,  very  neat  and 
loving.  The  temperature  was  normal;  the  urine  contained 
albumin.  Death  occurred  suddenly  after  some  days  of  dysp- 
nea and  cardiac  slowness.  At  the  autopsy  the  heart  was 
found  to  be  large  and  the  aortic,  pulmonary,  and  mitral 
valves  thickened,  with  hypertrophy  of  the  right  ventricle. 
The  kidneys  were  congested;  the  thymus  gland  was  present, 
not  atrophied.  The  thyroid  gland  was  normal.  The  child's 
condition  then  can  be  explained  by  the  heart  and  kidney  le- 
sions combined  with  the  presence  of  rickets.  The  backward 
mental  state  was  due  to  early  changes  (ossification)  of  the 
cranial  bones  and  consequent  lack  of  brain  development. 

Ringworm  Fungi,  the  Ferments  of. — LesHe  Roberts '"' 
presents  some  experimental  notes  on  this  subject.  His  obser- 
vations lead  him  to  conclude  that  the  keratolytic  function — that 
is,  the  power  to  digest  keratin  and  corneous  structures — was 
more  extensively  possessed  by  fungi  than  had  previously  been 
suspected.  In  the  author's  experiments  old  specimens  were 
used,  some  of  them  6  years  old,  from  which  all  traces  of  the 
original  nutrient  medium  had  disappeared.  It  had  previously 
been  noted  by  Dr.  Allan  Macfadyen  that  the  ringworm  fungus 
produced  a  proteolytic  enzyme  capable  of  digesting  gelatin. 
The  author's  observations  show:  1.  That  the  active  agent  in 
the  liquefaction  of  the  gelatin  is  contained  in  the  mycelium 
itself,  and  not  formed  outside  the  body  of  the  fungus  by  secon- 
dary changes  in  the  soil.  2.  That  the  active  agent  can  retain 
its  activity  in  a  dormant  state  for  six  years,  when  the  fungus 
has  been  preserved  in  a  dry  state.  3.  That  the  activity  of  the 
agent  is  independent  of  the  life  of  the  trichophyton.  What  is 
this  agent  which  can  retain  its  functional  activity  and  integrity 
over  so  long  a  period?     Further  observations  show:     1.  That 
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very  minute  quantities  of  the  active  agent  can  digest  compara- 
tively large  quantities  of  gelatin.  2.  That  the  activity  of  the 
agent  is  completely  destroyed  by  an  exposure  of  two  minutes 
to  a  temperature  of  185°  F.  3.  That  the  active  agent  is  of  the 
nature  of  enzyme  or  soluble  ferment.  What  is  the  relation  of 
this  proteolytic  ferment  to  the  keratolytic  ferment?  There  can 
be  no  doubt  that  they  are  perfectly  distinct  and  different. 
The  proteolytic  ferment  is  soluble  in  pure  water  and  may  ex- 
cite active  fermentations,  apart  from  the  life  of  the  fungus. 
On  the  other  hand,  the  keratolytic  or  keratin-digesting  agent 
is  an  organic  ferment  whose  operations  are  purely  vital,  de- 
pending not  only  on  the  life  of  the  organisms,  but  varying  in 
intensity  and  in  kind  from  one  species  to  another.  The  author 
includes  in  the  group  of  keratolytic  fungi  not  only  the  tricho- 
phyta  proper,  but  favus  and  some  species  of  aspergillus.  An- 
other point  of  much  interest  is  that  the  keratolytic  action  of 
trichophyton  megalosporum  in  scalp  ringworm  is  directed 
against  the  interior  substance  of  the  hair,  leaving,  when  this  is 
digested,  a  hollow  shell  of  cuticle.  Trichophyton  microspo- 
rum,  on  the  other  hand,  directs  its  keratolytic  powers  against 
the  cuticle,  digesting  this  first  and  subsequently  attacking  the 
interior  cortical  matter.  \ 

Scarlatina,  Treatment  of. — Knospel"  has  studied  158 
cases,  of  which  21  per  cent  died.  The  material  comprised  24 
mild,  116  moderately  severe,  and  18  very  severe  cases.  Neph- 
ritis occurred  2t3  times.  Angina  necrotisans  occurred  in  46 
cases,  and  the  treatment  employed  was  intra  tonsillar  injec- 
tions of  carbolic  acid.  The  method  proved  of  value  in  check- 
ing the  necrotic  process,  and  apparently  does  not  cause  kidney 
complications.  Hydrotherapy  was  employed  in  the  form  of 
cold  sponging,  cold  compresses,  cold  packs,  and  baths  of  vary- 
ing temperature,  30  cases  being  so  treated.  Nephritis  occurred 
in  only  5  of  these,  so  that  the  use  of  cold  water  did  not  increase 
the  predisposition  to  kidney  complications.  Nor  has  the  author 
been  able  to  verify  the  statement  that  milk  diet  prevents  neph- 
ritis, which  may  occur  in  mild  cases  and  as  late  as  the  thirty- 
fifth  day  of  the  disease.  Two  cases  were  observed  which  ran  an 
afebrile  course,  and  another  case  had  no  exanthem.  One  case 
of  surgical  scarlatina  followed  four  days  after  an  operation  for 
double  inguinal  hernia  in  a  boy  of  4  years,  who  recovered. 

Scrofula,  Statistical  Contribution  to  Study  of. — Monti" 
bases  his  conclusions  upon  the  observation  of  8,128  cases  of 
scrofula  seen  in  the  last  ten  years.  In  early  infancy  the  dis- 
ease is  rare,  but  increases  in  frequency  from  the  first  to  the 
fifth  year  of  life,  when  one-half  of  all  the  cases  occurred. 
From  5  to  9  the  disease  gradually  diminishes,  and  is  again 
slightly  increased  in  frequency  at  puberty.  Clinically  three 
stages  are  to  be  distinguished,  in  the  first  of  which  there  is  in- 
complete metabolism  in  the  tissues  and  its  consequent  symp- 
toms (flabby  muscles,  poorly  developed  panniculus  adiposus, 
anemia,  cardiac  weakness,  moderate  hypertrophic  swelling  of 
the  lymph  nodes,  and  disturbances  of  the  respiratory  and  di- 
gestive tracts).     The  second  stage  is  marked  by  inflammatory 
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lesions  of  the  skin,  mucous  membranes,  or  periosteum,  with 
but  slight  tendency  to  heaUng.  The  third  stage  is  that  in 
which  tuberculosis  of  the  lymph  nodes,  skin,  bones,  and  joints 
occurs.  Of  the  author's  material,  9.G9  per  cent  were  observed 
during  the  first  stage,  67.88  percent  during  the  second,  and 
32.43  per  cent  during  the  third.  As  it  is  impossible,  dur- 
ing the  first  and  second  stages,  to  demonstrate  the  tubercle 
bacillus  or  its  products,  the  difference  between  scrofula  and 
tuberculosis  must  be  admitted.  Eighty-seven  per  cent  of 
cases  in  the  first  stage  are  curable,  85  per  cent  of  the  second, 
and  60  per  cent  of  the  third.  The  mortality  is  1  per  cent  dur- 
ing the  first  stage,  3  per  cent  during  the  second,  and  8  per  cent 
during  the  third.  The  cause  of  death  during  the  first  stage 
is  tuberculosis  of  the  internal  organs,  especially  the  lungs,  or 
else  intercurrent  other  infectious  diseases.  During  the  second 
stage  death  almost  always  results  from  tuberculosis  of  the 
lungs  or  intestines;  and  in  the  third  stage  tuberculous  menin- 
gitis or  amyloid  degeneration  of  the  internal  viscera  is  the 
most  frequent  cause  of  death,  while  chronic  sepsis  proves  fatal 
in  a  certain  number  of  cases. 

Some  Preventives. — In  the  course  of  an  extended  article 
upon  this  subject  A.  Jacobi "  remarks  that  cow's  milk  may  be 
done  to  death  by  inconsiderate  cooking,  and  that  the  latter  is 
not  rendered  more  wholesome  by  calling  it  sterilization.  The 
belief  that  infants  and  children  require  much  food  is  correct, 
but  over-alimentation  has  its  serious  drawbacks,  such  as  dila- 
tation of  the  stomach,  diarrheal  diseases,  rickets,  adiposity, 
diseases  of  the  skin,  convulsions,  biliary  and  renal  colic,  and 
myasthenia  and  myalgia  depending  upon  the  accumulation  of 
phosphates  and  lactates  in  the  muscular  tissues.  Over-alimen- 
tation may  also  lead  to  atrophy  in  different  ways,  so  that  the 
diagnostician  of  a  case  of  atrophy  has  not  to  look  for  starvation 
in  intestinal  disease  only.  These  infants  suffer  from  pain  and 
sleeplessness,  furunculosis,  phlegmons,  and  gangrenes.  This 
is  one  of  the  many  classes  of  disorders  in  which  we  have  to 
turn  to  organic  chemistry  for  solution  of  the  problem.  Cow's 
milk  can  never  be  made  like  woman's  milk;  mere  dilutions  do 
not  change  the  abnormal  character  of  cow's  casein.  Farina- 
ceous decoctions  protect  the  infant  against  this  abnormal  casein 
better  than  water.  Plenty  of  water,  however,  in  the  food  of 
infants  prevents  many  forms  of  dyspepsia  and  secures  normal 
function  of  the  kidneys  and  of  the  liver.  Infarctions  of  uric 
acid  are  frequent,  and  those  of  a  hemorrhagic  and  pigmentous 
nature  are  not  uncommon,  and  calcareous  deposits  are  at  least 
of  occasional  occurrence  in  the  kidneys  of  the  newly-born. 
Gravel  and  stone  are  frequent  in  infancy.  All  these  foreign 
bodies  lead  to  the  disintegration  of  the  endothelia,  to  hemor- 
rhage, and  to  inflammation.  Moreover,  the  rapid  destruction 
of  the  red  blood  cells  in  the  normal  newly-born,  and  the  trans- 
formation of  hematin  into  hematoidin,  which  is  identical  with 
bilirubin  and  biliverdin,  lead  to  obstructions  and  thromboses. 
It  is  the  large  supply  of  water  that  should  be  given  to  every 
newly-born  as  a  matter  of  course,  while  the  milk  supply  is  absent 
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or  scanty,  that  will  prevent  many  of  these  dangerous  ailments 
of  the  first  weeks  of  life.  An  exclusive  cow's  milk^diet  is  a 
mistake,  no  matter  whether  pasteurized  or  sterilized;  it  may 
cause  one-sided  alimentation,  such  as  above  described,  and 
occasionally  it  produces,  or  aids  in  producing,  scurvy.  Cow's 
milk  and  farinacea  require  an  ample  supply  of  salt. 

Rachitis  has  a  tendency  to  get  well — that  is,  under  favorable 
circumstances  the  softened  bones  grow  hard.  Moderate  curva- 
tures disappear,  or  nearly  so,  after  years,  and  the  flabby  mus- 
cles become  strong  and  active.  Nevertheless  we  should  not  let 
it  alone,  neglecting  to  employ  air,  proper  food,  cold  water, 
phosphorus,  iodide  of  iron,  and  cod-liver  oil.  In  every  case  of 
rachitis  there  is  danger  of  stunted  growth,  deformities  of  the 
extremities  and  trunk,  and  pressure  by  the  chest  wall  on  the 
chest;  and  secondary  hypertrophy  of  the  heart,  subacute  and 
chronic  bronchial  catarrh,  with  broncho-pneumonia  and  the 
possibility  of  tuberculosis;  laryngismus  stridulus,  with  possibly 
sudden  death;  hydrocephalus  and  imbecility  or  idiocy.  These 
serious  consequences  of  rachitis  may  be  prevented  by  treat- 
ment. 

Phosphorus  may  be  utilized  as  a  preventive  in  other  direc- 
tions. The  structure  of  the  blood  vessels  may  be  very  defec- 
tive, their  walls  being  thin,  fragile,  and  pervious.  In  such 
cases  hemorrhage,  small  or  copious,  is  a  common  symptom. 
The  frequency  of  hemorrhages  in  the  newly-born,  leading, 
when  in  the  cranial  cavity,  to  asphyxia,  convulsions,  idiocy, 
or  early  death,  is  caused  besides  by  the  lack  of  coagulability  of 
the  infant's  blood,  by  the  thinness  of  the  vessel  walls  whose 
tissue  has  not  yet  quite  evolved  from  the  embryonic  state.  This, 
or  a  similar  condition,  may  continue  for  life.  This  hyperplastic 
state,  however,  is  not  of  necessity  general;  it  may  be  local. 
The  early  nose  bleedings  of  some,  though  they  have  no  heart 
disease,  and  the  congenital  tendency  to  aneurism  in  places 
where  the  elastic  tissue,  either  from  arrest  of  local  develop- 
ment or  by  microbic  destruction, is  either  scanty  or  absent  (mostly 
at  the  origin  of  branches),  prove  the  occasional  occurrence 
of  these  circumscribed  and  local  defects.  This  thinness,  which 
predisposes  to  fatty  degeneration  of  the  intima  and  media,  to 
sclerosis  of  the  adventitia,  to  atheromatous  endarteritis,  and  to 
the  formation  of  aneurism  at  an  early  age,  appears  in  a  small 
number  of  cases,  but  the  author  is  convinced  that  the  adminis- 
tration of  phosphorus — not  phosphates  of  any  kind — with  its 
stimulant  effect  on  the  growth  of  connective  tissue  in  general, 
has  rendered  him  good  service  in  habitual  tendency  to  cutaneous, 
mucous,  and  internal  hemorrhages.  Hemophilia  of  a  mode- 
rate degree  and  local,  as  it  frequently  occurs,  appeared  to 
improve  under  its  use,  and  the  children  to  be  safer  and  better 
developed. 

Nasal  catarrh,  with  its  hyperemia  and  soreness  of  the  mucous 
surfaces,  predisposes  to  and  causes  chronic  hypertrophy,  ade- 
noid growths,  tumefaction  of  submental  and  submaxillary 
lymph  bodies,  invasion  of  diphtheria  and  tuberculosis,  and 
occasionally  meningitis.     That  is  so  true  that  adenoid  growths 
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of  moderate  size  will  get  well  without  operation,  solely  by 
regular  nasal  irrigations.  The  latter  alone  will  prevent  and 
mostly  heal  the  majority  of  the  consequences  mentioned.  The 
hyperplastic,  so-called  scrofulous  swellings  of  the  neck  in  chil- 
dren, when  not  too  old,  will  disappear  when  the  original  seat 
of  the  infection  and  irritation  is  attended  to.  The  same  should 
be  said  of  the  mouth.  Hypertrophy  of  the  tonsils,  many  forms 
of  stomatitis,  diphtheria,  probably  also  most  of  the  rare  forms 
of  tuberculosis  and  neoplasms  of  the  pharynx,  can  and  should 
be  prevented.  The  author  has  always  made  it  a  rule  to  keep 
all  the  integuments  clean.  At  least  once  a  day  a  physiologic 
solution  of  salt  water  is  poured  through  the  nares  of  every 
infant  or  child  over  whom  he  has  control.  Large  adenoids 
and  tonsils  should  be  resected. 

A  baby  with  hereditary  syphilis  is  often  kept  under  treat- 
ment for  several  months,  gets  well,  and  is  discharged.  The 
child  grows  up  and  develops  symptoms  of  syphilis  at  about  the 
age  of  puberty  or  about  the  twentieth  or  thirtieth  year.  These 
are  the  cases  of  so  called  "retarded  syphilis."  The  illness  of 
the  babj^  born  long  years  ago  is  easily  forgotten.  That  is 
why,  when  syphilis  is  seen  about  the  hfteenth  or  twentieth 
year,  it  is  readily  believed  to  be  its  first  appearance,  unless 
there  is  a  history  of  the  disease.  Personally  the  author  has 
seen  but  few  such  cases  in  which  he  could  not  trace  this 
retarded  syphilis  back  to  the  infant  eruption,  so  that  the 
assumption  of  hereditary  syphilis  in  the  adolescent  or  adult, 
not  preceded  by  that  of  the  infant,  has  become  rather  doubtful 
in  his  mind.  The  baby  with  hereditary  syphilis  should  be  kept 
under  treatment  and  observation  for  years  to  prevent  relapses 
and  consequences. 

Spina  Bifida,  Operation. — Haltain  "  operated  on  a  baby  13 
days  old,  removing  the  sac  of  the  spina  bifida  and  some  strands 
of  the  Cauda  equina,  but  replacing  as  many  as  possible  of  these 
latter.  The  meninges  were  sutured  and  the  sacral  opening 
closed  by  a  bone  and  periosteum  flap.  In  spite  of  its  poorly 
nourished  condition  the  child  bore  the  operation  well,  and  the 
wound  closed  by  primary  union.  Neither  hydrocephalus  nor 
any  rectal  symptoms  developed.  The  defect  in  the  sacrum 
was  permanently  closed. 

Syphilis,  Disease  of  the  Thymus  in  Hereditary.— Schles- 
inger '"  reviews  the  literature  and  reports  the  case  of  a  still- 
born syphilitic  girl  baby,  whose  thymus  was  apparently  nor- 
mal, but  incision  revealed  the  presence  of  a  small  cavity  in  the 
right  tube,  filled  with  a  yellow,  purulent  fluid;  similar  though 
smaller  cavities  were  then  discovered  throughout  the  organ. 
Microscopically  these  seeming  abscesses  were  found  to  be  ne- 
crotic areas  originating  in  the  concentric  corpuscles,  into  which 
parenchyma  cells  had  wandered;  the  process  is  not  an  inflam- 
matory one.  Other  forms  of  syphilitic  lesions  in  the  thymus 
gland  are  induration  and  gummatous  inflammation.  A  table 
is  appended,  showing  the  character  of  the  lesion  in  the  thymus 
gland  in  24  cases  of  hereditary  syphilis  reported  in  medical 
literature. 


13RIEF   OF   CURRENT   LITERATURE.  57^ 

Tuberculosis  in  Children,  Distribution  of. — In  an  edi- 
torial "  it  is  noted  that  the  common  belief  exists  that  tubercu- 
losis in  children  usually  attacks  the  intestinal  tract,  a  result  of 
the  use  of  tuberculous  milk  as  an  article  of  food.  Evidence, 
however,  has  been  brought  forth  that  the  respiratory  tract  is 
more  commonly  the  seat  of  the  disease  in  children  as  in  adults. 
Dr.  W.  P.  Northrup  has  found  the  bronchial  glands  primarily 
affected  in  the  larger  number  of  cases.  This  opinion  has  been 
sustained  by  Carr  and  Guthrie.  From  statistics  given  it  is 
seen  that  the  abdominal  glands  and  the  peritoneum  were 
involved  94  times,  while  the  lungs,  the  pleura,  and  the  thoracic 
glands  were  the  seat  of  the  disease  150  times.  In  42  cases. 
54.5  per  cent,  thoracic  tuberculosis  was  the  most  prominent 
and  apparently  primary,  while  in  10  cases,  24.6  per  cent,  ab- 
dominal tuberculosis  was  the  most  prominent  and  apparently 
primary.  Primary  glandular  involvement  was  found  in  32 
cases,  41.5  per  cent — 17  thoracic  and  15  abdominal.  Of  the 
whole  series  of  cases,  death  took  place  in  4  as  a  result  of  tabes 
mesenterica,  in  30  from  pulmonary  tuberculosis,  and  in  41 
from  tuberculous  meningitis.  In  24  of  the  last,  58.5  per  cent, 
the  meningitis  probably  originated  from  the  thorax,  while  in 
9  the  origin  seemed  abdominal.  The  preponderance  of  tho- 
racic over  abdominal  tuberculosis  is  not  believed  to  be  due 
necessarily  and  solely  to  the  direct  entry  of  tubercle  bacilli 
into  the  air  passages,  for  the  lungs  may  be  involved  in  conse- 
quence of  the  entrance  of  the  bacilli  into  the  thoracic  glands 
through  the  lymphatics  of  the  pharynx,  tonsils,  and  esophagus 
above  and  the  lymphatics  of  the  intestines  and  the  abdominal 
glands  below,  and  of  the  entrance  of  the  bacilli  through  the 
thoracic  duct  into  the  pulmonary  circulation  by  way  of  the 
right  heart. 

Tuberculosis  Inoculated  by  Circumcision. — Neumann" 
describes  a  case  which  resulted  from  the  sucking  of  the  wound 
by  the  operator  in  order  to  stop  the  hemorrhage.  Similar 
cases  had  occurred  in  the  clientele  of  the  same  man. 

Typhoid  Fever,  Frequency  of,  in  Infancy. — John  Lovett 
Morse  ^'  and  Hartley  Wales  Thayer  conducted  an  investiga- 
tion into  the  frequency  of  typhoid  fever  among  infants,  using 
Widal's  serum  reaction  for  determining  whether  these  suspi- 
cions were  well  founded  or  not.  The  following  conclusions 
seemed  to  a  certain  extent  justified:  1.  Typhoid  fever,  as  has 
been  commonly  believed,  is  an  unusual  disease  in  infancy. 
2.  It  is  possible  that  women  whose  blood  gives  a  positive 
Widal  reaction,  even  though  it  be  years  after  the  occurrence 
of  the  disease,  may  in  some  way  transmit  this  to  their  infants. 

Umbilical  Hernia. — Francis  Huber  "  believes  that  we  ought 
not  to  have  any  trouble  in  adapting  a  truss  if  we  remember 
Nature's  method  of  cure.  The  umbilical  aperture,  in  the 
course  of  months  or  a  year,  grows  small,  more  slit-like,  and 
finally  disappears  as  the  abdominal  muscles  become  more  and 
more  developed  and  stronger.  During  this  period  crying, 
straining,  coughing,  etc. ,  should  be  prevented  as  much  as  pos- 
sible.    The  author  advises  the  use  of  a  flat  pad  (cork,  thin 
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board,  large  button,  coin,  etc.)  to  prevent  the  protrusion  of  the 
intestine  into  the  umbilical  sac.  The  pad  should  be  larger 
than  the  aperture,  and  should  be  covered  with  sheet  lint, 
gauze,  or  absorbent  cotton,  and  kept  in  place  by  strips  of  adhe- 
sive plaster.  Additional  support  is  afforded  to  the  abdominal 
muscles  by  the  application  of  the  ordinary  binder  sufficiently 
broad  to  take  in  the  entire  abdomen. 

^Urethritis  in  Male  Children. — In  an  article  on  this  subject 
Isaac  A.  Abt '  states  that  the  disease  may  be  specific  (gonor- 
rheal) or  non  specific.  Baginsky  is  of  opinion  that  the  various 
etiological  factors  in  connection  with  the  non-specific  variety 
are:    1.  An    excessive    quantity   of    urates.     2.  Traumatism. 

3.  Extension  of  a  balanitis  or  a  balano-posthitis  to  the  urethra. 

4.  Masturbation.  Rona  contends  that  urethritis  is  not  due  to 
masturbation,  and  he  rejects  pinworms,  phimosis,  eczema,  and 
scabies  as  etiological  factors,  Koplik  believes  that  non-specific 
urethritis  may  be  due  to  inflammation  by  the  meatus  and  fossa 
navicularis,  and  that  most  of  the  cases  are  caused  by  infection 
due  to  some  innocent  manipulation  by  mother  or  nurse.  In  the 
case  alluded  to  Koplik  was  not  able  to  find  gonococci.  In  spe- 
cific urethritis  the  symptoms  are  similar  to  those  noted  in  the 
adult.  In  private  practice,  as  well  as  in  hospital  and  dispen- 
sary practice,  it  is  in  most  cases  difficult  to  elicit  accurately 
the  mode  of  infection,  though  it  cannot  be  doubted  that  most 
cases  are  due  to  actual  sexual  contact,  a  lesser  number  to 
manipulation  of  the  parts  with  infected  hands,  linens,  and  the 
like.  The  recorded  cases  show  that  the  majority  of  children 
acquire  the  disease  from  servants  or  from  little  girls  suffer- 
ing from  vulvo-vaginitis.  Complications  occur  the  same  as 
in  adults.  Stricture  and  cystitis  have  been  observed,  and 
epididj^mitis  has  been  seen  in  rare  instances.  Gonorrheal 
arthritis  is  not  reported  as  occurring  after  urethritis  in  male 
children,  though  it  occurs  frequently  enough  as  a  complication 
of  vulvo-vaginitis  and  purulent  ophthalmia.  It  is  an  interest- 
ing observation  that  the  arthritis  which  occurs  in  children  is 
never  of  so  severe  a  type  as  that  which  occurs  in  adults. 
There  is  usually  little  or  no  fever,  and  ankylosis  is  unknown  in 
the  child,  though  there  may  be  a  little  temporary  stiffness. 
Lymphangitis  of  the  penis,  balanitis,  and  balano-posthitis 
occur  often.     Rectal  gonorrhea  has  not  been  observed, 
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TUBERCULAR  MENINGITIS  IN  INFANTS.' 


BY 

SAMUEL  S.   ADAMS,  A.M.,  M.D., 
Washington,  D.  C. 


The  object  in  presenting  this  subject  to  the  Society  is  to 
elicit  discussion  on  the  differential  diagnosis.  Tubercular 
meningitis  is  a  tuberculous  inflammation  of  the  pia  mater  of 
the  brain,  sometimes  involving  that  of  the  cord.  It  is  also 
known  as  acute  hydrocephalus,  or  "water  on  the  brain," 
on  account  of  the  effusion  of  fluid  into  the  ventricles;  and 
because  of  the  location  of  the  tubercles  the  term  basilar  is 
frequently  employed.  It  may  be  said  to  be  a  local  manifesta- 
tion of  tuberculosis  at  the  base  of  the  brain,  which  is  char- 
acterized by  marked  cerebral  symptoms  due  to  the  deposits 
of  tubercles  in  the  pia  mater.  It  is  usually  associated  with 
general  tuberculosis,  but  there  may  be  no  tubercular  deposits 
discovered  outside  of  the  cranial  cavity.  It  occurs  most  com- 
monly in  early  life  and  is  sometimes  met  with  during  infancy. 
While  in  older  children  it  may  be  found  associated  with  tu- 
berculosis of  bones,  joints,  or  lymph  nodules,  in  infancy  the 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
December  2,  1898. 
37 


578  ADAMS:   TUBERCULAR   MENINGITIS  IN  INFANTS. 

tubercles  are  usually  confined  to  the  brain.  The  fact  that  the 
disease  in  infants  runs  a  very  acute  course  and  is  invariably 
fatal  impels  me  to  limit  my  remarks  to  this  age.  Many  irreg- 
ularities in  its  symptoms  are  presented,  typical  cases  being  rare- 
ly seen  in  the  first  two  years  of  life,  hence  the  difEculty  of  early 
recognition.  In  a  large  number  of  cases  there  is  a  tubercular 
history  in  the  family,  hereditary  in  the  sense  that  the  infant 
possesses  a  predisposition  to  the  development  of  the  tubercle 
bacillus.  In  many  cases  this  bacillus  attacks  an  individual 
when  absolutely  no  trace  of  inheritance  is  discoverable.  It 
cannot  be  doubted  that  the  tubercle  bacillus  is  transported  from 
some  part  of  the  body  to  the  brain  through  the  blood  or  lymph. 
In  very  many  instances  the  seat  of  the  original  tubercle  cannot 
be  determined,  though  the  exciting  cause  must  have  gained 
admission  to  the  body  months  before  the  appearance  of  the 
characteristic  manifestations.  The  evidences  of  exposure  to 
infection  being  absent,  the  structures  involved  are  often  appa- 
rently the  primary  seat  of  disease.  When  tubercular  deposits 
are  recognized  in  the  bronchial  glands,  lymph  nodules,  bones, 
or  other  structures  of  the  body,  no  surprise  is  occasioned  when 
there  are  evidences  of  involvement  of  the  structure  at  the  base 
of  the  brain.  Infection  may  come  from  without  through  vari- 
ous articles  of  food,  such  as  the  breast  milk  from  a  tuberculous 
mother  or  wet-nurse,  or  milk  from  a  tuberculous  cow,  or  per- 
haps the  infant  may  be  infected  by  inhaling  the  tubercle. 

The  onset  of  tubercular  meningitis  in  infants  is  so  insidious 
that  one  is  excusable  for  not  suspecting  the  real  nature  of  the 
disease.  The  child  is  peevish,  capricious,  easily  frightened, 
dull,  irritable,  will  not  play,  and  wishes  to  be  held.  If  left  to 
itself  it  is  perfectly  satisfied,  but  when  disturbed  it  exhibits 
great  irritability  and  nausea  or  vomiting.  The  child  is  sleepy, 
but  sleep  is  frequently  disturbed.  Soon  vomiting  of  a  projectile 
character  is  noticed  and  cannot  be  traced  to  an}-  indiscretion 
of  diet  or  management;  coated  tongue,  anorexia,  constipation, 
fever,  and  perhaps  an  occasional  outcry,  shrill  in  character  and 
known  as  the  hydrocephalic  cry.  Following  these  are  the 
symptoms  of  still  greater  irritation  of  the  brain,  such  as  slight 
stiffening  of  the  neck,  very  slow  pulse,  pain  on  motion,  unequal 
pupils  which  react  slowly  to  light,  diminished  reflex  of  both  the 
conjunctivae.  During  this  time  the  child  sleeps,  except  when 
aroused  for  the  purpose  of  nourishing  it,  when  it  will  take  its 
food  slowly.  In  some  instances  the  tache  cerebrale  is  pres- 
ent, but  this  cannot  be  regarded  as  diagnostic.     Finally,  when 
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the  exudation  is  sufficient  to  produce  compression,  the  last 
stage  is  ushered  in  by  convulsions,  which  may  recur  at  brief 
intervals,  or  cease  only  to  reappear  just  before  death.  During 
this  entire  period  coma  is  well  marked.  There  is  that  peculiar 
stare  of  the  eye,  with  dilated  pupils  which  respond  very 
slowly,  if  at  all,  to  light.  The  fever,  which  has  previously 
been  high,  may  now  remit.  The  infant  usually  lies  upon  its 
side  with  the  head  slightly  retracted,  the  limbs  drawn  up,  and 
the  fingers  closed  over  the  thumb.  The  respiration  is  of  the. 
Cheyne-Stokes  variety. 

Upon  macroscopical  examination  are  found  very  small  tuber^ 
cles  in  the  meninges,  especially  in  the  meshes  of  the  pia  mater 
along  the  course  of  the  vessels  at  the  base  of  the  brain.  The 
irritation  produced  by  the  presence  of  these  growths  causes 
greater  or  less  transudation  into  the  lateral  ventricles  of  the 
brain.  In  some  cases  there  is  also  a  fibrino-purulent  exudation 
between  the  pia  mater  and  the  convolutions  at  the  base,  par- 
ticularly in  the  fissures  of  Sylvius,  and  it  may  cover  the  whole 
convexity  of  the  brain.  While  in  childhood  the  lesions  found 
appear  to  be  sufficient  to  account  for  the  symptoms,  this  is 
rarely  so  in  the  infant,  in  which  the  symptoms  are  out  of  pro- 
portion to  the  cerebral  lesions;  and  yet  the  most  careful  exam- 
ination has  failed  to  disclose  tubercular  deposits  or  caseous 
nodules  outside  of  the  cranial  cavity.  This  would  seem  to 
warrant  the  hypothesis  that  in  infancy,  at  least,  owing  to  some 
peculiarity  of  environment,  the  tubercles  in  the  brain  generate 
a  virulent  toxin,  for  in  no  other  way  can  the  rapidly  fatal  in- 
fluence be  accounted  for,  inasmuch  as  they  do  not  seem  to  be 
capable  of  such  destructive  activity  when  located,  even  in  much 
larger  numbers,  in  any  other  structure  of  the  body.  Death 
can  hardly  be  attributed  to  the  pressure  occasioned  by  the  effu- 
sion, which  is  not  always  sufficient  to  distend  the  ventricles, 
because  in  other  intracranial  diseases  the  child  may  live  for 
months,  although  the  effusion  may  be  so  great  as  to  rupture  the 
walls  of  the  ventricles,  obliterate  the  convolutions,  distend  the 
fontanelles,  and  separate  all  the  sutures. 

The  symptoms  may  be  divided  into  those  of  the  first  and  the 
second  stage — that  of  irritation  and  compression.  During  the 
first  the  infant  is  peevish,  fretful,  restless,  and  will  not  play 
with  its  toys.  The  temperature  is  usually  101°  F.  and  is  sel- 
dom higher,  except  just  before  death.  The  pulse  is  quick, 
constipation  is  common,  and  the  urine  is  scanty.  The  second 
stage  is  ushered  in  by  an  exaggeration  of  the  symptoms  of 
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the  first,  to  which  is  added  projectile  vomiting  which  cannot 
be  attributed  to  gastric  disturbance.  It  sleeps,  except  when 
aroused  to  be  fed,  rolls  its  head  from  side  to  side,  its  pulse  is 
quicker  and  the  temperature  about  the  same.  With  the  in- 
crease of  the  exudation  convulsions  may  set  in,  after  which  the 
stupor  is  constant,  the  child  being  roused  with  difficulty  to  take 
its  food.  Nystagmus,  strabismus,  and  ptosis  are  usually  pres- 
ent. The  pupils  are  dilated  and  do  not  react  to  light.  In 
some,  paralysis  of  a  group  of  muscles  or  complete  hemiplegia 
may  be  present.  The  pulse  increases  in  frequency,  the  respi- 
ration becomes  very  slow,  assuming  the  Cheyne-Stokes  variety, 
and  the  temperature  may  drop  to  normal.  These  symptoms 
rapidly  intensify,  and  within  a  few  days  a  state  of  profound 
coma,  with  profound  convulsions  and  inability  to  swallow 
food,  supervenes. 

Diagnosis. — From  the  foregoing  symptoms  it  would  seem 
reasonable  to  suppose  that  one  could  very  easily  make  a  diag- 
nosis of  tubercular  meningitis  in  the  infant;  and,  indeed,  this 
would  be  true  if  we  could  hold  the  diagnosis  in  abeyance  until 
the  typical  manifestations  made  their  appearance.  While 
prominent  symptoms  mark  the  stage  of  irritation  in  the  older 
child,  such  is  not  the  case  in  the  infant.  In  the  latter  the 
symptoms  during  the  stage  of  irritation,  while  giving  evidence 
of  the  departure  from  the  normal  condition,  are  usually  not 
sufficiently  characteristic  to  lead  the  most  careful  physician 
even  to  suspect  the  presence  of  so  grave  a  disease.  It  is  true 
that  the  mother  may  have  noticed  the  change  in  disposition, 
the  peculiar  expression  of  the  eye,  the  desire  for  sleep,  and  some 
other  symptoms  which  convince  her  that  her  child  is  not  well, 
but  they  may  not  make  a  deep  impression  even  upon  her  mind. 
The  stage  of  compression  usually  occurs  before  the  gravity  of 
the  cerebral  symptoms  is  recognized  by  the  physician,  but,  ow- 
ing to  the  incompleteness  of  the  early  clinical  picture,  he  is  apt 
to  be  misled  into  supposing  that  the  convulsions,  stupor,  and 
coma  are  due  to  some  extracranial  disorder  ;  hence  it  may  be 
for  several  days  that  the  physician  is  in  doubt  as  to  the  differ- 
ential diagnosis.  The  duration  of  the  disease  in  the  infant  is 
usually  about  a  week,  but  it  may  last  a  month. 

Prognosis. — The  prognosis  depends  upon  the  accuracy  of 
the  diagnosis.  If  we  are  sure  that  the  case  is  one  of  tubercular 
meningitis,  we  may  as  well  in  the  beginning  prepare  the  parents 
for  the  fatal  termination.  Judging  from  my  own  observations, 
I  would  question  the  diagnosis  of  any  case  of  tubercular  menin- 
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gitis  with  a  favorable  termination.  Since  this  disease  is  re- 
garded as  uniformly  fatal,  palliative  treatment  is  about  all  that 
can  be  expected. 

In  order  to  illustrate  the  difiQculty  in  diagnosis  in  the  early 
stages  of  tubercular  meningitis,  I  give  the  details  of  four  cases 
which  I  have  recently  seen  in  consultation.  At  the  time  I  saw 
the  cases  there  could  be  no  question  as  to  the  serious  nature 
of  the  cerebral  symptoms,  the  only  question  being  as  to  their 
cause.  In  each  case  I  was  sure  of  the  diagnosis  of  tubercular 
meningitis,  expressed  an  unfavorable  opinion,  and  was  invari- 
ably supported  by  the  speedy  fatal  termination. 

Case  I. — The  following  case  was  seen  in  consultation  with 
Dr.  A.  C  Merriam.  The  child,  about  20  months  old,  was 
apparently  well,  but  was  suddenly  taken  ill  with  vomiting  and 
a  convulsion  while  playing  in  a  nearby  park.  The  condition  be- 
came so  much  worse  that  in  a  few  days  I  was  asked  to  see  her 
in  consultation.  At  this  visit  I  learned  that  a  month  or  more 
before  this  sudden  illness  she  had  complained  of  pain  in  the  head, 
would  lay  her  head  on  her  mother's  lap,  and  at  times  was  irrit- 
able, though  these  attacks  did  not  attract  particular  attention. 
After  the  convulsion,  coma  and  slight  convulsions  were  almost 
constantly  present.  At  the  time  of  my  visit  the  child  was 
moribund,  but  from  the  history  prior  to  Dr.  Merriam's  visit, 
the  onset  and  the  clinical  picture  subsequent  thereto,  there 
was  no  doubt  in  my  mind  that  the  case  was  one  of  tubercular 
meningitis.     The  child  died  the  following  day. 

Case  II. — In  November,  1897,  I  was  called  in  consultation 
to  see  a  child  which  presented  the  following  symptoms: 

She  was  14  months  old,  bright  for  her  age,  walked  and 
talked,  and  had  been  in  perfect  health  up  to  one  week  before 
my  visit.  At  this  time  she  was  taken  with  fever  and  vomiting, 
which  were  attributed  to  some  indiscretion  of  diet.  Under  the 
care  of  her  physician  she  improved  so  much  that  he  pronounced 
her  well.  On  the  following  day,  however,  the  child's  mother 
sent  for  him,  owing  to  the  sleepy  condition  into  which  she  had 
fallen.  At  his  visit  he  found  that  she  was  vomiting  without 
apparent  cause,  for  the  stools  showed  that  her  digestion  was 
normal.  She  slept  a  great  deal,  and  when  awakened  gave  no 
evidence  of  mental  disturbance.  The  temperature  was  normal, 
pulse  slightly  accelerated,  and  respiration  somewhat  slower 
than  normal.  The  following  day,  more  to  please  the  parents 
than  anything  else,  he  requested  me  to  see  the  infant  in 
consultation.     At  my  visit  I  found  the  child  apparently  well 


582  ADAMS:   TUBERCULAR   MENINGITIS   IN  INFANTS. 

nourished,  though  somewhat  anemic,  which  was  not  surprising 
since  she  lived  in  a  malarious  district.  Her  pulse,  respiration, 
and  temperature  were  normal.  She  had  taken  sufficient  food, 
and  I  concluded  that  she  was  simply  recovering  from  an  attack 
of  some  acute  disorder.  Two  days  later,  however,  I  was  again 
summoned  to  the  house  and  found  the  child  in  a  condition  of 
sopor;  pupils  widely  dilated,  not  reacting  to  light;  head  rolling 
from  side  to  side;  slight  opisthotonos;  slight  strabismus;  oc- 
casional nystagmus;  slow  deglutition  and  subnormal  tempera- 
ture. The  pulse  and  respiration  were  slow.  I  now  realized 
the  nature  and  gravity  of  the  disease  and  gave  an  unfavorable 
prognosis.  The  next  morning  the  child  was  more  profoundly 
comatose;  all  of  the  symptoms  were  exaggerated,  the  Cheyne- 
Stokes  respiration  now  being  present;  convulsions  began  at 
noon  and  did  not  remit  until  her  death  later  in  the  day. 

Case  III. — A  few  days  after  seeing  the  foregoing  case  I  was 
called  to  see  another  by  Dr.  W.  S.  Bowen.  This  infant,  also 
a  female,  age  13  months,  was  in  the  last  stages  of  tubercular 
meningitis.  I  obtained  a  verbal  history  from  Dr.  Bowen, 
which  is  about  as  follows:  Early  in  the  summer  he  had  attended 
the  child  for  an  attack  of  enterocolitis,  from  which  she  recov- 
ered and  was  taken  North  by  her  parents.  The  child  showed 
evidences  of  another  attack  of  gastro-enteric  disorder  in  Sep- 
tember, and  was  treated  by  the  family  physician  at  the  home  of 
the  parents  in  Connecticut.  She  improved  and  was  brought  to 
the  city,  and  was  soon  after  visited  by  Dr.  Bowen.  She  again 
gave  evidence  of  gastro-enteric  disturbances,  which  Dr.  Bowen 
attributed  to  the  modification  of  milk  which  she  was  taking. 
His  efforts  directed  to  the  improvement  of  the  digestion  failed. 
Fever,  not  exceeding  101°  F.  in  the  rectum,  persisted,  drowsi- 
ness came  on,  she  took  less  and  less  food  daily,  and,  her  condi- 
tion becoming  so  much  worse,  I  was  requested  to  see  her.  She 
now  presented  evidences  of  exudation,  such  as  stupor;  dilated 
pupils  reacting  slowly  to  light;  difficult  deglutition,  although 
she  would  take  the  food  if  aroused  and  fed  with  a  spoon.  Her 
eyeballs  rolled  up;  there  was  slight  nystagmus;  pulse  and  respi- 
ration were  slow.  At  my  first  visit  I  expressed  the  opinion, 
basing  it  upon  the  history  as  detailed,  that  the  child  had  tuber- 
cular meningitis.  Her  condition  grew  worse  day  after  day, 
and  she  died  in  about  a  week,  after  having  severe  convulsions. 

Case  IV. — The  last  case  is  one  of  the  most  interesting  and 
illustrates  better  than  the  others  the  importance  of  and  the 
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difficulty  in  making  an  early  diagnosis.  The  history  of  the 
case  is  as  follows,  given  by  the  attending  physician: 

"  About  October  8,  1898,  Mrs.  B.  called  attention  to  the  fact 
that  her  bab}^  girl,  age  1  year,  did  not  play  as  brightly  as  she 
had  done  previously.  A  few  days  afterward  I  examined  the 
child  very  carefully  and  found  bronchitis.  The  mother  thought 
the  child  had  caught  cold. .  I  prescribed  for  it  and  it  seemed  to 
improve.  About  the  15th  the  mother  noticed  that  it  was  fret- 
ful and  peevish,  suffered  pain  on  standing,  wanted  to  be  held 
in  the  arms,  and  preferred  to  remain  quiet.  I  supposed  the 
baby  had  some  muscular  soreness,  as  I  saw  nothing  to  account 
for  the  condition  in  any  other  way.  The  temperature  up  to 
this  time  had  never  been  over  102°  F.,  which  it  was  the  day  I 
thought  she  had  a  cold." 

I  was  called  in  consultation  with  Drs.  Nash  and  Cook  on 
October  22,  1898.  The  above  history  was  given  me,  with  the 
additional  facts  that  the  evening  before  the  child  was  put  on 
the  floor  and  tried  to  play  with  its  toys,  but  did  not  seem  able 
to  do  so.  At  his  morning  visit  Dr.  Nash  discovered  that  the 
child  was  having  a  convulsion.  He  returned  in  the  middle  of 
the  day  and  found  that  there  were  still  convulsive  movements 
and  that  the  child  was  in  a  condition  of  coma.  At  my  visit, 
at  6  P.M.,  the  child  presented  the  following  symptoms:  Pro- 
found coma,  complete  muscular  relaxation,  superficial  reflexes 
slightly  diminished;  pupils  widely  dilated,  not  responding  to 
light;  lids  partly  closed,  eyeballs  moving  slowly  from  side 
to  side;  the  respiratioa  slow,  pulse  slow;  child  took  its  nour- 
ishment, but  swallowed  slowly;  occasional  muscular  twitch- 
ings;  rectal  temperature  104°.  The  question  of  the  cause  of 
the  compression  was  the  one  thing  that  occupied  our  minds. 
From  the  previous  history  and  the  case  as  it  presented  itself  I 
was  sure  that  we  had  a  tubercular  meningitis  of  the  gravest 
form,  and  expressed  the  opinion  that  the  child  would  live  but  a 
few  days.  The  following  day  there  was  a  slight  diminution  in 
the  gravity  of  the  symptoms,  which  offered  all  of  us  an  oppor- 
tunity to  hold  out  some  hope  to  the  parents;  but  this  improve- 
ment was  only  apparent,  as  the  condition  grew  rapidly  worse, 
and  the  child  died  on  the  fourth  day  after  my  first  visit. 

The  principal  point  of  interest  in  this  case  is  as  to  the  early 
diagnosis.  Looking  at  the  case  after  the  onset  of  the  most 
serious  symptoms,  one  might  be  inclined  to  believe  that  the 
early  diagnosis  could  have  been  made;  but  when  we  remember 
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that  this  infant  did  not  exhibit  any  marked  symptoms,  and 
that  the  parents  only  noticed  the  peevishness  and  the  pecuHar 
changed  expression,  we  realize  the  difficulty  of  accurately  deter- 
mining its  nature  until  the  onset  of  the  symptoms  of  intracranial 
compression. 
1  DupoNT  Circle. 


vaginal  ablation  in  pelvic  inflammations.' 


WILLIAM  R.  PRYOR,  M.D., 
New  York. 


(With  five  illustrations.) 


Any  operative  procedure  directed  to  the  remedy  of  conditions 
which  heretofore  have  been  treated  with  marked  success  by 
another  method  must  occupy  at  first  a  defensive  position;  for 
none  of  us  is  willing  to  abandon  methods  which  have  served  us 
and  our  patients  well,  for  newer  and  untried  operations.  This 
is  assuredly  so  when  we  are  asked  to  put  aside  an  operation 
which  is  almost  technically  perfect,  and  one  in  which  our 
national  pride,  as  well  as  our  convictions  as  surgeons,  are  so 
thoroughly  involved. 

To  the  American  surgeon  much  of  the  perfection  in  abdomi- 
nal section  is  due,  and  it  is  scarcely  possible  that  any  marked 
improvement  will  be  brought  out  in  the  technique  of  that  differ- 
entiation of  it  which  we  term  pelvic.  Much,  very  much  of 
this  almost  faultless  work  through  the  abdomen  is  to  be  placed 
to  the  credit  of  you  gentlemen  of  Philadelphia.  It  is,  there- 
fore, reasonable  to  suppose  that  you  will,  with  spirit  and  deter- 
mination, defend  the  abdominal  operation  against  the  new- 
comer. But,  inasmuch  as  you  have  ever  shown  yourselves 
eager  to  grasp  innovations  which  appeal  to  your  reason,  even 
though  old  and  tried  procedures  had  to  be  cast  aside,  I  expect 
at  your  hands  not  only  argument,  but  careful  analysis  of  what 
I  have  to  offer  you.  ' 

In  the  first  of  this  paper  I  must  declare  my  faith  in  laparat- 
omy  in  a  certain  class  of  cases.  The  vaginal  operation  does 
not  entirely  supplant  the  abdominal.     The  vaginal  has,  to  be 

'Read  before  the  Section  on  Gynecology,  College  of  Physicians  of  Phila- 
delphia, March  16,  1899. 


IN   PELVIC  INFLAMMATIONS.  585 

sure,  limited  the  field  of  the  abdominal  route,  but,  at  the  same 
time,  it  has  substantiated  the  claims  of  the  latter  in  a  well-de- 
fined class  of  cases.  It  appears  to  me  that  a  detailed  descrip- 
tion of  the  steps  of  the  vaginal  operation  will  best  draw  out  its 
advantages. 

Definition. — Vaginal  extirpation  of  the  ovaries,  tubes,  and 
uterus  is  accomplished  by  the  formation  of  four  pedicles. 
These  pedicles  are  secured  by  forceps  and  slough  ;  therefore 
they  must  be  treated  extraperitoneally.  At  once  it  will  occur 
to  you  that  there  is  a  similarity  between  this  operation  and  the 
old  suprapubic  hysterectomy  with  the  extraperitoneal  treat- 
ment of  the  stump.  Such  is  the  case,  but  with  this  difference, 
that  in  the  old  operation  the  collection  of  the  discharge  was 
against  gravity,  whereas  in  the  vaginal  operation  drainage  is 


Fig.  1.— Genital  sclerosis .     Many  curettages  and  infections. 

facilitated  by  the  posture  and  anatomy  of  the  body.  When  I 
tell  you  that  the  very  essence  of  the  vaginal  operation  is  the 
extraperitoneal  treatment  in  the  vagina  of  the  stumps,  you 
will  see  the  importance  of  each  step  as  I  describe  it,  and  can 
explain  the  failures  where  the  operation  has  been  imperfectly 
performed. 

The  Operation.  The  Incisions. — The  vaginal  mucosa  is 
incised  at  the  posterior  fold,  over  the  point  where  the  peritone- 
um is  reflected  from  the  uterus.  Laterally  thisincision  reaches 
the  level  of  the  sides  of  the  cervix.  The  anterior  incision 
should  be  made,  not  in  the  dense  cervical  tissue,  but  in  the 
loose  reticular  tissue  between  the  uterus  and  the  bladder. 
Both  the  anterior  and  posterior  incisions  are  crescenticin  shape. 
'Their  ends  do  not  meet,but  between  them  a  strip  of  mucous  mem- 
brane, an  eighth  of  an  inch  in  width,  is  left.     The  value  of  this 
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will  be  appreciated  at  a  later  step.  I  find  that  in  most  cases  I 
can  bore  into  the  Douglas  pouch  with  my  finger,  and  I  always 
either  do  this,  or  at  least  dissect  the  tissues  up  as  high  as  I 
can,  generally  using  my  fingers.  In  separating  the  bladder 
from  the  uterus  I  find  assistance  from  the  intrauterine  traction 
forceps,  which  fix  the  uterus,  whether  I  effect  the  dissection  by 
means  of  my  finger  or  by  toothed  forceps  and  scissors.  In  this, 
the  first  stage  of  the  operation,  I  seek  no  more  than  the  libera- 
tion of  the  uterus  from  its  normal  attachments,  anteriorly  and 
posteriorly.  This  being  accomplished,  I  introduce  one  finger 
along  the  middle  line  of  the  posterior  surface  of  the  uterus  as 
high  as  I  can  reach.     In  doing  this  I  liberate  attached  organs 
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Fig.  2.— Uterus  and  double  gonorrheal  pyosalpinx. 

only  so  far  as  will  enable  me  to  make  this  track.  I  studiously 
avoid  any  attempt  at  freeing  the  adnexa  at  this  stage.  So  far 
there  has  been  no  hemostasis.  The  bleeding  which  occurs  is 
slight  and  comes  from  small  anastomotic  branches  only. 

Second  Stage. — I  now  withdraw  my  traction  forceps  and 
seize  each  lateral  angle  of  the  cervix  with  bullet  forceps.  The 
closed,  blunt  scissors  are  inserted  into  the  uterus  to  deter- 
mine the  direction  of  its  canal.  I  then  split  tbe  anterior  wall 
of  the  uterus  as  high  up  as  I  can  see.  An  assistant  holds 
up  the  bladder  with  a  narrow  retractor,  and  I  seize  each  side 
of  my  cut  in  the  uterus  with  Pean's  toothed  traction  forceps. 
These  are  twisted  outward,  and  as  this  is  done  more  of  the 
anterior  wall  of  the  uterus  rolls   from  beneath   the  bladder. 
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This  is  also  split  in  the  middle  line,  and  other  traction  forceps 
are  applied  upon  each  side  of  the  cut  in  the  uterus  as  high  as 
its  angle.  I  repeat  this  progressive  median  section  until  the 
cornua  uteri  appear.  When  this  occurs  I  withdraw  the  peri- 
neal retractor  and  pass  the  grooved  director  up  behind  the 
uterus  in  the  track  my  finger  has  made  for  it.  The  assistant 
not  only  depresses  the  perineum  with  this,  but  he  also  draws 
the  uterus  forward,  so  that  the  groove  in  the  director  may  be 
both  felt  and  seen  above  the  fundus.  Into  this  groove  I  insert 
the  bistoury  and  accurately  split  the  uterus  along  the  centre  of 
its  posterior  wall.  The  organ  is  now  in  halves.  Still  no  at- 
tempt at  hemostasis  has  been  made. 


Fig.  3  .—Bilateral  pyosalpinx  with  diffuse  pelvic  suppuration.  Uterus  measured  seven 
inches. 

It  is  well  to  consider  what  has  been  accomplished  thus  far. 
After  entering  the  posterior  cul  de-sac,  were  I  to  attempt  to 
liberate  the  adnexa,  it  would  be  most  difficult  because  of  the 
presence  of  the  uterus  and  because  of  the  bilateral  fixity. 
Further,  any  very  general  liberation  of  the  adnexa,  intestines, 
or  omentum  would  only  permit  them  to  fall  between  my 
grooved  director  and  the  uterus,  and  thus  render  them  liable  to 
injury  when  I  split  the  posterior  surface  of  the  organ. 

After  splitting  the  uterus  the  bilateral  fixity  is  abolished 
and  each  half  and  its  adnexa  are  to  be  dealt  with  separately, 
free  from  any  attachment  to  the  other.     I  try  to  fix  the  reader's 
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attention  upon  this  important  step  in  the  operation  by  the  ex- 
pression: "  I  divide  my  difficulties  by  splitting  the  uterus." 

A  pair  of  traction  forceps  is  fastened  into  the  fundus  of  each 
segment,  and  into  each  half  of  the  cervix  is  locked  a  bullet  for- 
ceps. The  right  half  of  the  uterus  is  shoved  up  into  the  pelvis 
and  the  left  is  drawn  down.  This  latter,  being  free  from  all 
fixity  upon  the  right,  will  swing  from  beneath  the  bladder,  so 
that  in  most  cases  its  cavity  will  look  directly  out  and  the 
entire  half  of  the  uterus  be  outside  the  body,  the  cervical  por- 
tion being  over  the  perineum,  and  the  f undal  beneath  the  pubes. 
The  anterior  and  posterior  retractors  are  withdrawn,  and  no 
instruments  pass  into  the  vagina  except  the  two  traction  forceps 
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Fig.  4. — Pyosalpinx,  uterus,  and  ovarian  cyst. 

which  have  hold  of  the  right  half  of  the  uterus.  While  the  left 
segment  is  held  outside  the  body,  the  left  hand  is  introduced 
into  the  pelvis  up  to  the  thumb,  or  for  a  distance  of  nearly  five 
inches.  This  will  enable  the  index  finger  to  reach  the  pelvic 
brim  in  all  cases. 

Bearing  in  mind  that  whereas  my  hand  is  to  one  side  of  the 
uterus,  it  is  also  upon  the  posterior  face  of  the  left  broad  liga- 
ment, I  begin  the  separation  of  the  adhesions.  As  manual 
dexterity  controls  the  ease  with  which  this  can  be  accomplished 
in  all  suprapubic  work,  so  also  it  determines  the  facility  with 
which  the  adherent  ovary  and  tube  may  be  liberated  through 
the  vagina.     If  I  were  to  compare  the  two  methods,  I  would  say. 
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that  it  is  easier  to  free  through  the  vagina  all  organs  which  are 
adherent  below  the  pelvic  brim.  The  attachment  of  omentum 
and  intestines  to  the  adnexa  can  be  severed  either  by  the  fingers 
or  by  scissors.  In  the  latter  act  it  will  but  be  necessary  to  hold 
up  the  bladder  with  a  retractor.  The  adnexa  will  be  found 
most  closely  applied  to  the  posterior  surface  of  the  broad  liga- 
ment and  to  the  lateral  pelvic  wall.  Inasmuch  as  the  adven- 
titious union  is  between  the  peritoneal  surfaces,  the  separation 
of  the  agglutinated  tissues  proceeds  along  the  usual  "  plane  of 
cleavage." 

If  the  dissecting  fingers  evacuate  a  pus  pocket,  I  am  secure  in 
the  consciousness  that  its  contents  will  escape  below  and  will 
not  enter  the  higher  abdominal  cavity.    If  such  an  event  occurs. 


Fig.  5.— Ectopic  pregnancy,  uterus  and  pyosalpinx. 

and  many  pus  tubes  are  exceeding  friable,  I  withdraw  my  hand, 
cleanse  it,  and  scrub  the  pelvis  dry.  Very  rarely  in  these  pus 
cases  will  it  be  found  that  the  intestines  are  sufficiently  free  to 
prolapse  into  the  vagina  during  the  operation;  but  in  such  an 
event  they  can  be  kept  in  place  by  a  gauze  pad.  I  seldom  see 
a  knuckle  of  small  gut  during  my  operations.  In  fact,  not 
often  is  the  small  intestine  adherent  to  either  the  uterus  or 
tubes,  but  all  false  attachments  of  the  coils  of  small  intestine 
are  interintestinal.  In  my  vaginal  work  I  am  well  beneath  all 
such  complications  and  they  are  avoided. 

When  I  have  liberated  the  left  adnexa  I  return  them  and 
their  half  of  the  uterus  into  the  pelvis,  the  uterus  being  under 
control  by  traction  forceps.  I  now  introduce  the  right  hand 
into  the  pelvis  and  liberate  the  right  adnexa.     This  is  accom- 
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plished  in  exactly  the  same  way  as  upon  the  left  side,  only  I 
am  careful  to  determine  whether  the  appendix  vermiformis  be 
attached  to  the  adnexa.  If  it  is  I  introduce  anterior  and  pos- 
terior retractors  and  inspect  it.  If  the  appendix  be  merely 
adherent  I  carefully  liberate  it  without  doing  damage  to  it. 
By  no  means  are  all  adherent  appendices  diseased. 

After  I  free  the  right  adnexa  I  draw  them  from  beneath  the 
bladder  and  grasp  the  upper  border  of  the  broad  ligament  with 
forceps.  This  is  applied  from  above  downward,  so  that  the 
strength  of  the  forceps  is  upon  the  ovarian  artery  and  the  point 
of  the  forceps  down.  The  broad  ligament  is  now  cut  to  the 
point  of  the  forceps,  and  another  forceps  is  applied  in  the  same 
way  to  the  uterine  artery.  The  right  half  of  the  uterus  and 
right  adnexa  are  removed.  The  two  forceps  are  dropped  and 
the  left  adnexa  and  half  of  the  uterus  similarly  treated.  When 
liberating  the  adherent  adnexa  I  appreciate  the  importance  of 
leaving  a  narrow  strip  of  vaginal  mucous  membrane  between 
my  anterior  and  posterior  incisions,  for,  did  I  not  do  so,  I 
might  possibly  rip  up  the  cervix  from  the  pelvic  floor  and  thus 
tear  the  uterine  artery  by  the  forcible  introduction  of  the  hand 
into  the  pelvis.  I  wish  here  to  emphasize  one  feature  of  this 
method  of  operating — namely,  the  absence  of  all  attempts  at 
hemostasis  until  the  two  sets  of  adnexa  are  entirely  free.  If  I 
proceeded  differently,  in  certain  cases  of  small  vagina,  I  would 
find  the  forceps  very  much  in  my  way,  and  in  rotten  tissues 
there  would  be  danger  of  tearing  them  off  the  pedicles  they 
hold. 

I  may  also  call  your  attention  to  the  method  of  applying  all 
the  forceps  from  above  downward,  which  insures  their  being, 
together  with  the  stumps  they  hold,  in  the  vaginal  vault. 
When  the  forceps  are  dropped  those  on  the  ovarian  arteries 
fold  the  top  of  the  broad  ligament  over  the  pairs  on  the  ute- 
rines,  and  in  this  way  the  latter  are  prevented  from  touching 
the  bladder.  As  I  apply  the  forceps  upon  each  side  the  halved 
uterus  is  drawn  to  the  opposite  side,  in  this  way  increasing  the 
distance  between  the  cervix  and  the  ureter. 

I  now  wipe  the  pelvis  dry  and  introduce  a  gauze  pad.  The 
table  is  tilted  into  the  Trendelenburg  position,  and  a  careful 
inspection  of  the  pelvis  is  made  for  bleeding  from  aberrant 
vessels.  Upon  each  side  a  strip  of  iodoform  gauze  is  intro- 
duced between  the  forceps  and  the  vagina.  Each  set  of  for- 
ceps is  held  aside  by  long,  angular  retractors  and  the  vagina 
is  filled  with  gauze.     The  dressing  is  made  to  project  above  the 
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points  of  the  forceps  at  all  points  and  is  snugly  applied.  Usu- 
ally I  introduce  ten  or  a  dozen  pieces  such  as  I  here  show,  each 
a  yard  long  and  four  inches  wide.  The  patient  is  lowered  into 
the  horizontal  position  and  a  self-retaining  catheter  intro- 
duced. I  dilate  the  sphincter  ani,  for  the  bruising  of  the  peri- 
neum causes  spasm  if  the  sphincter  remains  active,  and  I  wish 
the  bowel  open  for  the  early  passage  of  gases  and  feces. 

Such,  gentlemen,  is  the  operation  as  I  perform  it.  It  is  not 
always  as  routine  as  this,  but  difficulties  are  easily  overcome. 
If  I  have  a  large  uterus  to  deal  with  I  cut  pieces  from  each 
side  of  my  median  section  as  I  proceed,  thus  diminishing  the 
bilateral  diameter.  If  a  retroperitoneal  mass,  such  as  a  fibroid 
or  blood  accumulation,  lifts  the  uterus  up  against  the  symphy- 
sis so  that  the  anterior  median  section  can  proceed  but  a  short 
distance,  I  split  the  posterior  wall  through  the  cervix  and  re- 
move the  displacing  mass,  thus  allowing  the  uterus  to  drop 
down.  Occasionally  I  have  met  with  cystic  accumulations  so 
large  and  so  high  up  that  I  could  not  liberate  them  with  the 
fingers  even  after  splitting  the  uterus.  In  such  cases  I  do  not 
hesitate  to  remove  the  uterus  and  to  carefully  dissect  out  the 
adnexa  or  tumors  with  forceps  and  scissors.  In  eighteen 
hours  the  bowels  are  moved  by  salines  and  enema.  In  forty- 
eight  hours  the  forceps  are  taken  off,  and  six  hours  later  I  wash 
out  the  bladder  and  take  out  the  catheter.  The  first  dressing 
is  made  in  from  seven  to  twelve  days  and  is  preferably  done  in 
Sims'  position.     Other  details  I  need  not  go  into. 

The  features  of  the  operation,  as  I  perform  it,  are  the  libera- 
tion of  all  the  adherent  organs  before  any  hemostasis  is  at- 
tempted, and  the  application  of  the  pelvic  Mikulicz  dressing. 
The  first  is  essential  to  the  formation  of  the  pedicles,  so  that 
they  may  be  strictly  extraperitoneal,  while  the  latter  insures 
the  retention  of  these  pedicles  in  their  proper  position  while 
isolation  of  the  field  of  operation  and  its  sterilization  are  ac- 
complished by  the  dressing. 

A  certain  mortality  from  this  operation  is  found  abroad  to  be 
due  to  late  infection  occurring  after  the  forceps  are  removed. 
This  is  entirely  due  to  a  disregard  of  the  possibilities  of  the 
pelvic  Mikulicz.  In  the  first  place,  this  dressing  drains  and 
sterilizes  the  pelvic  pouch.  I  may  remind  you  that  in  this 
operation  no  pins  are  used  to  fasten  the  stumps  outside  the 
peritoneal  sac,  as  is  done  in  the  old  extraperitoneal  suprapubic 
hysterectomy,  but  this  is  accomplisrhed  in  vaginal  ablation  by 
the  forceps  for  two  days  only.     When  these  are  removed  the 
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ovarian  stumps,  not  being  held,  have  a  tendency  to  snap  back 
into  the  peritoneal  pouch,  and  I  am  convinced  that  a  part  of 
the  European  late  mortality  is  due  to  this.  The  application  of 
the  pelvic  Mikulicz  prevents  this.  As  the  first  essential  to  a 
successful  vaginal  ablation  was  found  to  be  the  formation  of 
the  stumps  so  that  they  would  be  extraperitoneal,  so  the  second 
embraces  the  proper  application  of  dressings  which  will  main- 
tain these  stumps  outside  the  pelvis  while  the  union  between 
the  bladder  and  rectum  is  forming. 

Another  attribute  of  the  method  of  forming  the  stumps,  not 
less  important  than  the  one  mentioned,  is  that  by  it  the  for- 
ceps cannot  touch  any  part  of  the  pelvic  contents,  and  hence 
fistulse  are  not  seen  to  follow  the  method  advocated.  Apart 
from  the  sentimental  objection  to  an  abdominal  scar  which  is 
held  by  some  women,  there  are  several  real  objections  to  mak- 
ing a  section  of  the  abdomen  in  these  pus  cases.  In  removing 
pus  foci  through  an  abdominal  incision  they  must  be  dragged 
through  a  cut  which  it  is  expected  must  close  by  primary  union. 
Even  to-day  occasionally  an  abdominal  wound  or  stitch  hole 
suppurates.  The  best  method  of  closing  the  abdomen  each  of 
us  possesses,  but  none  of  us  can  persuade  all  the  rest  to  try  it; 
and  I  believe  I  am  well  within  the  truth  when  I  say  that  a  cer- 
tain percentage  of  our  abdominal  operations  result  in  hernia — 
may  I  say  three  per  cent  ? 

All  these  questions  are  not  brought  up  for  consideration  in 
vaginal  ablation.  The  two  ovarian  stumps  and  the  two  uterine 
are  brought  to  the  vaginal  vault.  As  the  scar  of  healing 
forms  it  will  be  seen  that  at  each  lateral  angle  there  is  a  dimple 
where  the  scar  is  firmly  held  up  by  the  broad  ligaments.  In 
other  words,  the  bases  of  the  broad  ligaments  have  become 
part  of  the  vaginal  scar.  Furthermore,  the  vaginal  scar  lies 
under  the  protection  of  the  promontory  of  the  sacrum  in  all 
positions  of  the  body  in  which  any  intra  abdominal  pressure  is 
brought  to  bear  upon  the  pelvic  floor.  Hernia  through  the 
vaginal  vault  and  shortening  of  the  vagina  are  not  results  of 
the  vaginal  ablation  under  discussion.  My  friend  Dr.  Baldy 
has  particularly  appreciated  this  point,  for  he  has  devised  an 
operation  for  prolapse  which  is  effective  because  it  is  dependent 
upon  the  fixation  of  the  broad  ligaments  to  the  vaginal  vault. 

We  have  now  to  consider  the  vaginal  operation  in  its  bearing 
upon  certain  lesions  and  complications  which  are  present  in 
cases  of  pelvic  suppuration.  I  will  take  first  the  adhesions 
which  are  found  to  exist  between  coils  of  intestine.  These  are 
particularly  diffuse  where  the  lesions  are  due  to  infection  after 
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unclean  instrumentation  upon  the  uterus,  abortion   or  labor. 
It  was  necessary  to  pass  through  this  mass  of  adherent,  inter- 
adherent  organs  in   order  to  reach   the  pelvis,  and  here  we 
found  our  first  argument  against  laparatomy.     These  adhesions 
were  of  two  kinds,  the  recent  and  the  old.     The  first  were 
easily  broken  along  the   point  of  union   between  the  lymph 
masses,  while  the  latter  were  severed  between  fine  ligatures. 
The  presence  of  the  old  organized  adhesions  was  evidence  that 
that  particular  place   was  sterile,  but  the  presence  of  recent 
lymph  was  proof  positive  that  the  line  of  cleavage  was  a  battle 
line.     Hence,  apart  from  the  waste  of  time  and  introduction  of 
ligature  material  incident  to  severing  old  adhesions,  these  latter 
were  not  factors  in   the  result.     But  far  different  when  the 
lymph   effusion  was   recent.     The   operation   being  done   for 
some  pus  focus  in  the   pelvis,  this  has  in  its  removal  been 
dragged  between  the  adherent  intestines  we  have  just  sepa- 
rated.    Possibly  reinfection  of  these  lymph  planes  occurs,  or 
handling  the  intestines  may  have  denuded  them  of  their  endo- 
thelial covering  and  these  spots  become  infected.     As  a  result 
we  had  form  after  our  abdominal  operation  adhesions  between 
the  coils  of  small  intestine  which  were  more  general  and  firm 
than  those  first  existing.     You  have  also,  by  lifting  these  in- 
fected spots  into  the  higher  cavity,  conduced  to  infection  there. 
Pelvic  adhesions  produce  little  disturbance  of  intestinal  func- 
tion.    Abdominal  adhesions  disturb  the  action  of  the  bowels, 
because  they  form  between  coils  of  small  gut.     The  greater  the 
normal  range  of  mobility  in  an  organ  the  greater  the  disturb- 
ance in  its  function  when  this  mobility  is  limited.     In  enucle- 
ating pus  foci  through  the  abdomen  more  general  interintes- 
tinal  adhesions  are  produced  than  existed  before  the  operation. 
No  entry  should  ever  be  made  into  a  recent  effusion  of  lymph 
unless  provision   be   made    against    reinfection.     In    vaginal 
ablation  these  interintestinal  adhesions  are  not  disturbed.     If 
any  of  you  state  that  it  is  advisable  to  sever  these,  and  that 
such  an  operation  is  not  followed  by  the  re-formation  of  the 
adhesions,  I  must  admit  that  I  have  no  technique  which  war- 
rants my  taking  your  position.     Certain  it  is  that  whenever  I 
have  performed  an  abdominal  section  after  another  operator 
has  made  one,  I  commonly  find  the  omentum  or  the  intestines 
adherent  to  the  abdominal  scar  and  a  greater  or  less  degree  of 
union  between  the  various  intestinal  coils. 

The  adhesions  which  exist  between  the  omentum  and  bowels 
and  the  organs   to  be  removed   must  be  severed  in  both  the 
abdominal  and  the  vaginal  operations.     But  in  the  abdominal 
38 
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you  lift  these  lymph-covered  and  infected  spots  from  the  pelvis 
into  the  higher  abdomen,  in  order  that  you  may  reach  the  pel- 
vic organs  which  you  seek;  you  convert  at  least  a  portion  of 
the  pelvic  filth  into  an  abdominal  infection,  and  at  the  same 
time  make  no  provision  for  its  removal  or  sterilization.  In  the 
cases  not  due  to  streptococcus  infection  this  is  not  a  matter  of 
great  importance  as  bearing  upon  risk  to  life,  but  I  am  con- 
vinced that  it  always  conduces  to  the  formation  of  supra- 
pelvic adhesions.  But  in  cases  of  infection  due  to  virulent 
streptococcus  the  implantation  of  this  pelvic  nastiness  upon 
the  general  abdominal  peritoneum  subjects  the  patient  to  some 
risk,  even  though  you  scatter  the  germs  by  flushing  the  abdo- 
men or  remove  them  by  drainage. 

In  the  vaginal  operation  the  uterus  and  adnexa  are  removed 
and  the  surfaces  of  union  between  them  and  the  intestines  are 
left  where  found,  turned  down  toward  the  point  of  readiest 
escape  for  their  discharges.  Also,  in  the  vaginal  operation, 
there  is  no  handling  of  the  intestines  above  the  pelvic  brim  and 
no  exposure  of  the  general  cavity  to  contamination  bj"  either 
hands,  swabs,  or  air.  The  vaginal  operation  is  essentially  an 
operation  upon  the  pelvic  contents  only. 

Not  the  least  attractive  feature  of  the  vaginal  ablation  with 
forceps  is  the  absence  of  all  problems  involved  in  the  use  of 
ligature  and  suture  materials.  No  less  than  seven  times  have 
I  removed  through  the  vagina  infected  ligatures  which  were 
introduced  through  the  abdomen.  And  whereas  the  introduc- 
tion of  the  kangaroo  tendon  ligature— composed,  as  it  is,  of  a 
homogeneous  material  which  is  not  easily  infected — has  done 
away  with  many  of  the  objections  to  ligature,  yet  the  passage 
of  ligatures  through  the  tissues  of  these  infected  cases  must 
always  be  considered  disadvantageous.  In  a  certain  number 
of  cases  of  pelvic  suppuration  we  find  openings  between  the 
rectum  and  a  pus  focus.  In  doing  vaginal  ablation  these  are 
not  sutured,  no  matter  how  large,  but  are  found  to  close  if  the 
sphincter  ani  is  forcibly  dilated  and  a  tube  introduced  into  the 
bowel. 

Having  thus  debated  the  relative  merits  of  the  vaginal  and 
abdominal  operations  in  certain  cases,  it  but  remains  for  me  to 
state  in  which  cases  I  believe  each  operation  occupies  a  posi- 
tion to  the  exclusion  of  the  other. 

I  would  always  consider  that  the  vaginal  is  the  operation  of 
election  in  all  cases  of  pelvic  suppuration  where  the  vermiform 
appendix  did  not  require  removal  and  where  there  was  no  fis- 
tulous opening  between  a  coil  of  small  gut  and  a  pus  sac. 
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In  considering  the  advisability  of  removing  the  vermiform,  I 
have  to  record  but  one  case  in  which  after  vaginal  ablation 
the  appendix  became  so  diseased  as  to  require  removal.  This 
patient  I  saved  by  a  midnight  laparatom3^ 

The  question  is  naturally  suggested,  Can  you  tell  through 
the  vagina  whether  the  appendix  should  be  removed  or  the 
small-gut  fistula  sutured?  For  if  you  cannot  foresee  the  com- 
plications your  position  is  untenable.  It  is  time  enough  to 
remove  the  appendix  when  it  produces  symptoms  requiring  it. 

A  fistula  existing  between  the  small  gut  and  a  pus  focus  I 
have  seen  but  once  in  my  life.  If  I  should  have  such  a  condi- 
tion existing  when  I  performed  a  vaginal  operation  I  could 
detect  it,  and  I  would  finish  my  vaginal  operation  and  close 
the  fistula  through  the  abdomen.  You  may  meet  this  state- 
ment by  the  objection  that  I  subject  my  patient  to  two  opera- 
tions. I  have  to  answer  that  so  do  you  whenever  you  remove 
the  uterus  and  adnexa  through  the  abdomen,  for  you  always 
do  an  abdominal  section  and  an  ablation  of  pelvic  organs. 
Once  more  in  my  life  I  may  be  compelled  to  open  the  belly  for 
a  small-gut  fistula.  If  I  do  not,  I  may  say  that  I  always  do  a 
vaginal  ablation  without  the  abdominal  section.  Much  of  the 
success  following  the  vaginal  ablation  is  due  to  the  minor 
degree  of  trauma  inflicted  and  the  incomplete  narcosis  under 
which  it  is  done.  The  operation  also  consumes  less  time  than 
is  required  for  abdominal  section. 

There  is  a  class  of  cases,  however,  in  which  I  never  attempt 
a  vaginal  operation.  A  few  times  I  have  had  to  deal  with 
uteri  and  adnexa  which  were  infected  after  either  a  full-term 
delivery  or  an  abortion  after  the  third  month.  Such  uteri 
extend  above  the  pelvic  brim  and  form  very  extensive  adhe- 
sions to  the  appendix  and  intestines.  In  most  of  such  cases  I 
perform  abdominal  section.  My  reasons  for  doing  this  are  as 
follows:  In  the  first  place,  the  infection  having  passed  from 
the  pelvis  and  become  distinctly  abdominal,  we  must  view  the 
case  in  the  light  of  its  abdominal  lesions.  Furthermore, 
essentials  to  my  operation  are  the  ability  to  make  at  least  some 
degree  of  down  traction  upon  the  uterus  and  to  split  the  uterus. 
These  puerperal  uteri  are  so  friable  that  the  least  traction  will 
cause  the  forceps  to  tear  through,  and  the  interlacing  vessels 
between  their  walls  are  so  developed  that  splitting  the  uterus 
produces  a  dangerous  degree  of  bleeding;  and  as  these  uteri 
are  too  large  to  remove  en  masse  through  the  vagina,  they  are 
to  be  taken  out  through  the  abdomen. 

In  the  six  years  during  which  I  have  been  doing  vaginal  ab- 
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lation  I  have  performed  but  five  suprapubic  hysterectomies 
for  pus.  The  history  of  these  cases — the  local  lesions  as  well 
as  the  state  of  very  general  septicemia  which  they  show — 
will  indicate  the  proper  line  of  procedure. 

If  I  may  be  pardoned  a  prophecy  I  will  state  as  my  belief 
that,  after  you  have  carefully  analyzed  this  vaginal  operation 
and  awarded  it  its  proper  place,  you  will  agree  with  me  that 
for  pelvic  lesions  it  should  always  be  done,  reserving  for 
laparatomy  those  cases  which  have  ceased  to  be  pelvic.  And 
if  you  will  bear  with  such  an  expression  from  one  who  feels, 
and,  I  think,  naturally,  some  enthusiasm  about  this  work,  I 
may  state  my  position  regarding  all  pus  foci  in  the  pelvis.  It 
is  that  we  must  be  either  wholly  conservative  or  absolutely 
radical,  whether  the  lesions  be  bilateral  or  unilateral.  It  is  no 
trick  of  dexterity  or  of  fortune  which  has  given  me  these 
results. 

Until  I  had  properly  placed  this  operation,  until  I  classed 
it  as  one  embodying  the  extraperitoneal  treatment  of  four 
stumps,  I  was  in  much  doubt.  What  before  I  did  not  under- 
stand is  now  clear  to  me,  and  in  hands  such  as  yours,  which 
do  such  wonders  in  the  abdomen,  I  look  for  still  further  im- 
provements. 

I  am  particularly  pleased  to  address  you  to-night,  because 
I  am  able  to  report  that  by  this  method  of  operating  I  have, 
without  mortality,  completed  my  first  series  of  100  operations 
for  pelvic  inflammatory  lesions.  Roughly  classified,  the  ope- 
rations were  for: 

Old  tubal,  ovarian,  and  peritoneal  lesions,  which  I 
term  genital  sclerosis — cases  where  the  tubes  are 
occluded,  distorted,  and   adherent  after  many 

attacks  of  pelvic  peritonitis 16  times. 

Pyosalpinx  or  ovarian  abscess,  the  lesions  being  in 

all  cases  bilateral 54      " 

Diffuse  suppuration,  the  pus  being  no  longer  con- 
fined in  the  sacs  of  its  origin,  but  free  in  the 
peritoneal  cavity  and  extending  between  adhe- 
rent lymph  planes 9      " 

Pelvic  bands,  sinuses,  or  other  lesions  due  to  lapa- 
ratomy         8      " 

Ectopic  gestation  with  pus  foci,  the  gestation  sacs 

sometimes  ruptured,  occasionally  unruptured. .     13      '* 


100  cases. 
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An  estimation  of  the  value  of  any  given  surgical  procedure 
is  to  a  great  extent  relative,  and  in  any  event  can  only  be 
properly  e.stiniated  from  practical  experience.  Such  is  pre- 
eminentl}^  the  case  with  the  surgical  treatment  of  pelvic  in- 
flammations conducted  by  either  the  vaginal  or  abdominal 
route.  Much  has  been  written  on  the  relative  merits  of  these 
two  methods,  and  each  has  its  advocates.  The  question  of 
which  operation  shall  be  performed  in  every  case  hardly  enters 
into  dispute,  because  there  are  some  cases  which  are  pre-emi- 
nently proper  for  the  vaginal  operation,  so  much  so  as  to  pre- 
clude the  consideration  of  any  other — such,  for  instance,  as 
acute  pelvic  abscess  in  which  the  pus  is  free  in  the  pelvis. 
One  might  well  include  in  this  class  those  rare  cases  of  pyosal- 
pinx  and  ovarian  abscesses  of  enormous  size  in  which  there  is 
oftentimes  a  doubt  as  to  just  where  the  pus  is  confined  and  in 
which  there  is  a  bulging  into  the  vagina.  Other  than  these 
all  cases  of  pelvic  inflammatory  lesions  are  open  to  considera- 
tion and  it  behooves  each  surgeon  to  settle  upon  a  routine 
operation — not  an  operation  from  which  he  cannot  or  will  not 
deviate  in  cases  of  peculiar  circumstances,  but  an  operation 
of  choice,  to  which  procedure,  as  a  matter  of  fact,  there  will 
be  but  few  exceptions. 

The  writer  has  met  this  question  from  a  purely  clinical 
standpoint  and  has  allowed  cold,  hard  facts  to  settle  the  mat- 
ter for  him.  It  has  happened  that  personal  experience  has 
been  the  main  factor  in  deciding  upon  abdominal  section  as 
the  operation  of  choice  in  all  cases  of  pelvic  inflammatory  le- 
sions, with  the  exception  of  those  already  noted.  It  is  not 
meant  that  the  experience  of  other  operators  has  had  no  con- 
sideration, but  merely  that  they  have  been  relegated  to  a  sec- 
ondary place  on  account  of  the  great  variety  of  uncertainties 
incident  to   statistics.      If  asserted   facts   presented  by  other 

'  Read  before  the  Section  on  Gynecology  of  the  College  of  Physicians  of 
Philadelphia,  March  16,  1899. 
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surgeons  agree  with  our  own  experience,  our  position  is  the 
more  amph'  fortified.  If.  on  the  other  hand,  experiences  are  met 
with  by  others  just  the  contrary  to  what  we  are  repeatedly  see- 
ing, we  are  not  unnaturally  apt  to  discard  all  else  and  accept 
our  own  as  the  true  status.  For  instance,  when  a  surgeon 
protests  that  after  abdominal  section  for  these  lesions  he  has 
much  and  profound  shock,  and  after  vaginal  section  on  the 
same  class  of  cases,  carried  as  far  as  was  his  abdominal  manip- 
ulation, he  has  no  shock  whatever  or  practically  none,  then  I 
am  forced  to  believe,  as  the  only  way  to  reconcile  the  difference 
between  his  experience  and  my  own  in  abdominal  section,  that 
he  is  not  as  good  an  abdominal  as  he  is  a  vaginal  surgeon; 
that  he  has  not  yet  risen  to  the  plane  of  the  highest  class  of 
abdominal  surgeons.  It  is  certainly  true  that  what  any  one 
man  or  group  of  men  have  accomplished,  and  repeatedly  ac- 
complish, in  any  given  branch  of  surgery,  is  the  correct 
status  of  that  particular  procedure;  if  another  man  or  group 
of  men  cannot  rise  to  the  established  standard,  the  fault  surely 
rests  with  the  individual. 

Shock,  in  the  sense  that  it  causes  any  undue  delay  in  the 
patient's  recovery  from  the  influence  of  the  anesthetic,  that  it 
necessitates  my  seeing  my  patient  from  the  time  of  the  ope- 
ration until  twenty-four  or  forty-eight  hours  have  elapsed, 
that  drugs  are  necessitated  as  restoratives,  that  the  patient  is 
unable  perfectly  to  recognize  and  converse  with  her  attendants, 
is,  in  this  class  of  cases  upon  whom  I  have  performed  an 
abdominal  section,  almost,  if  not  wholly,  unknown  to  me.  It 
is  a  matter  of  constant  surprise  to  see  this  question  of  shock 
continually  harped  upon  oftentimes  by  men  who  as  a  matter 
of  fact  know  better.  What  they  say  concerning  shock  in  the 
vaginal  operation  is  in  my  experience  true,  but  exactly  the 
same  thing  is  true  of  the  abdominal  section;  there  is  not  enough 
shock  in  either  of  them,  if  well  done,  worth  mentioning. 

As  far  as  the  abdominal  section  is  concerned,  I  base  my 
assertions  in  this  paper  on  a  series  of  seventy-three  cases.  The 
matron  of  the  Gynecean  Hospital  was  instructed  to  take  the 
hospital  books  for  the  past  four  years  and  submit  to  me  a  list 
of  all  abdominal  sections  performed  by  me  for  pelvic  inflam- 
matory lesions  during  that  period.  From  the  list  submitted  all 
mild  cases  have  been  eliminated;  such  cases,  for  instance,  as 
only  necessitated  the  breaking  up  of  adhesions,  hysterorrhaphy, 
the  removal  of  one  uterine  appendage  (with  three  exceptions 
which  will  be  noted  later),  conservative  procedures  on  one  or 
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both  ovaries,  prolapsed  ovaries,  etc.  In  not  a  single  case  elim- 
inated did  death  result  from  the  operation.  I  mention  this 
merely  to  impress  the  fact  that  eliminations  have  been  made 
only  with  the  object,  if  possible,  of  obtaining  a  true  idea  of 
what  can  be  accomplished  in  the  worst  forms  of  this  disease  by 
abdominal  section.  Concerning  these  statistics,  let  it  be  under- 
stood that  they  merely  represent  the  past  four  years'  work  in 
the  more  extreme  forms  of  pelvic  inflammatory  lesions  in  one 
of  the  institutions  with  which  I  am  officially  connected;  that 
by  retaining  the  milder  cases  referred  to  the  number  could 
easily  be  greatly  increased  and  made  to  show  much  better 
relative  results.  I  wish  it  to  be  distinctly  understood,  however, 
so  that  there  may  be  no  further  misunderstanding  upon  this 
subject — misunderstandings  such  as  are  continually  made,  and 
oftentimes,  I  think,  purposely,  in  discussions  on  the  relative 
merits  of  the  vaginal  and  abdominal  operations — that  the  cases 
upon  which  the  rem  irks  in  this  paper  are  based  are  of  the 
worse  class  that  pass  through  my  hands;  some  of  them  acute, 
some  chronic,  some  even  of  that  class  in  which  I  would  have 
pierformed  vaginal  incision  and  drainage  had  I  known  as 
much  about  the  cases  before  as  after  the  operation.  Amongst 
the  many  complications  in  this  series  of  cases  I  need  only  men- 
tion resection  of  the  bowels,  transplantation  of  the  torn  ureter 
into  the  bladder,  bowel  fistula?  requiring  resection  and  repair, 
diseased  and  lacerated  bowels  and  bladder  requiring  suturing, 
involvement  of  vermiform  appendix  in  diseased  masses,  to  em- 
phasize the  fact  that  these  are  to  be  classed  as  the  bad  cases. 

I  repeat,  in  but  one  of  these  cases  was  shock  an  element  of 
one  moment's  worry.  This  case  was  one  of  most  extensive 
pelvic  disease  with  the  most  dense  of  adhesions,  such  involve- 
ment of  the  vermiform  appendix  as  required  its  removal,  and 
with  such  a  rotten  condition  of  the  small  intestine  and  mesen- 
tery as  to  demand  resection.  I  operated  upon  the  patient  be- 
fore twenty  or  more  members  of  the  American  Medical  Asso 
ciation,  which  society  happened  to  be  holding  its  meeting  in 
Philadelphia  at  the  time.  The  shock  was  considerable,  but  she 
pulled  out  of  it  safely  and  made  an  excellent  surgical  recovery. 

Hernia  is  one  of  the  great  offensive  weapons  held  over 
abdominal  section  for  pelvic  inflammatory  diseases  by  its  oppo- 
nents. 

I  have  carefully  and  conscientiously  for  the  past  few  years 
followed  up  my  patients  wherever  and  whenever  possible,  in 
order  to  determine  whether  or  not  they  develop  hernia.     I  know 
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of  several  such  accidents,  but  in  each  and  every  case  they  are 
in  patients  on  whom  the  old  through-and-through  suture  alone 
was  used.  I  know  of  none  and  have  the  notes  of  none  which 
have  occurred  since  I  have  been  using  mj"  present  method  of 
closure  of  the  abdominal  wound.  Many  of  these  seventy- three 
patients  are  to-day  within  easy  reach,  and  many  more  of  them 
have  been  seen  or  heard  from  within  the  past  year;  in  not  a 
single  one  of  them  is  there  a  hernia  at  the  seat  of  the  incision. 

The  scar  on  the  woman's  abdomen  is,  we  are  repeatedly  told, 
held  as  a  matter  of  serious  complaint  by  women.  This  may 
be  true  in  France;  it  may  even  be  true  in  New  York,  where 
vanity  and  other  things  reign  supreme;  but  here  in  Philadel- 
phia and  Pennsylvania,  New  Jersey  and  Delaware  included, 
our  women  seem  to  be  of  a  different  quality.  Possibly  it  is 
that  with  their  Quaker  and  German  blood  they  are  more 
phlegmatic  (shall  we  say  less  giddy  ?)  and  look  at  these  matters 
differently  from  their  sisters  in  the  wicked  metropolis.  But, 
however  that  may  be,  I  desire  to  assure  you  most  seriously 
in  all  my  wide  experience  I  have  never,  in  the  case  of  my  own 
patients  nor  in  those  of  any  other  abdominal  surgeon,  who 
have  passed  through  my  hands,  heard  one  woman  even  mention 
the  subject.  I  assume,  therefore,  not  unfairly  I  think,  that 
there  must  be  some  mistake  in  the  assertion  of  these  men — at 
least  that  is  the  charitable  way  to  look  at  the  matter. 

Another  disadvantage,  we  are  told,  of  the  abdominal  section 
is  that  the  patients  are  unable  to  get  out  of  bed  within  ten  days 
or  two  weeks,  as  they  are  after  the  vaginal  operation.  This 
objection  to  the  abdominal  section  has  always  seemed  to  me 
to  have  been  answered  by  the  old  Irishwoman  who,  after 
kissing  the  cow,  remarked  it  was  simply  a  question  of  taste. 
It  is  simply  a  question  of  judgment.  It  may  be  good  judgment 
to  allow  a  woman  who  has  been  as  extremely  ill  as  these 
women  are,  and  who  requires  an  extensive  major  surgical  ope- 
ration, to  rise  from  her  bed  and  return  home  to  her  usual 
routine  of  life  at  the  end  of  ten  days,  but  it  is  a  decision  with 
which  I  beg  to  differ  in  toto.  This  class  of  cases  we  have 
under  discussion  are  for  the  most  part  cases  of  long-standing 
and  serious  disease;  the  women  are  broken-down,  worn-out 
patients,  and  so  much  so  that  not  infrequently  it  requires 
months  or  years  for  them  to  regain  their  former  state  of  health 
even  after  being  relieved  of  the  cause.  I  take  it  that  a  month 
in  bed,  good  feeding,  nursing,  and  all  that  goes  with  such 
after-treatment  is  worth  more  than  can  be  told  to  their  future 


INFLAMMATORY   LESIONS   BY   ABDOMINAL  SECTION.      601 

health.  There  is  not  one  of  these  patients  in  a  dozen  whom  I 
could  not  get  up  and  send  home  within  two  weeks  after  the 
abdominal  section  ;  in  fact,  how  many  of  us  do  not  daily  find 
it  difficult  to  keep  them  in  bed?  A  long  experience  with  this 
class  of  cases  in  particular  has  taught  me  to  resist  their  desires 
and  to  make  three  weeks  the  shortest  time  to  which  I  will  con- 
sent; I  prefer  four  weeks.  I  follow  the  same  practice  with  my 
vaginal  operations,  and  believe  that  my  ultimate  and  compara- 
tive results  fully  uphold  my  judgment. 

These  matters  are  all  more  or  less  important,  but  it  will  be 
seen  that  in  the  light  of  the  truth  not  an  atom  of  real  objection 
to  the  abdominal  section  is  advanced  in  them.  The  greatest 
of  all  elements,  and  the  one  which  must  after  all  condemn  or 
uphold  abdominal  section  in  these  diseases,  is  the  mortality 
and  the  results  of  the  operation. 

As  to  the  mortality,  a  glance  at  the  accompanying  tables  will 
show  seventy-three  of  the  worst  phases  of  the  disease.  In 
the  list  there  are  two  deaths  noted— the  balance  all  left  the 
hospital  at  the  end  of  the  appointed  time  in  comparatively 
satisfactory  condition. 

Of  the  two  deaths,  one  did  not  die  on  account  of  the  opera- 
tion. Her  death  occurred  between  three  and  four  weeks  after- 
ward. Her  convalescence  was  a  perfect  one  for  over  two 
weeks.  (Had  I  been  sending  my  patients  home  within  two 
weeks  she  would  have  died  there  and  not  in  the  hospital;  she 
would  have,  and  could  have,  left  the  hospital  apparently  per- 
fectly well.)  She  suddenly  developed  an  attack  of  bowel 
obstruction,  and  after  a  week  or  ten  daj^s'  illness  died  of  this 
condition.  I  offer  no  excuse  for  the  death,  but  append  a  letter 
from  her  doctor,  who  conducted  a  postmortem  examination 
upon  her  body  after  it  had  been  sent  home.  It  will  be  seen 
that  she  not  only  did  not  die  from  her  operation,  but  from  a 
condition  which  was  overlooked  at  the  time,  which  condition 
could  not  have  been  remedied  had  a  more  careful  overhauling 
revealed  it.  It  was  only  a  question  of  time  as  to  when  she 
died  from  it;  unfortunately  she  died  in  our  hands. 

Phcenixville,  December  1.  1897. 
Dear  Baldy: — This  morning,  in  the  presence  of  Dr.  Butt 
and  Miss  Harper,  the  nurse,  I  held  a  postmortem  examination 
on  Mrs.  Murray.  Of  course  your  diagnosis  was  correct.  The 
condition  was  curious.  The  pelvic  floor  was  perfect,  with  no 
inflammatory  deposits — everything  was  as  slick  and  clean  as 
possible;  but  the  obstruction  began  at  the  ileo-cecal  valve  and 
extended  some  eight  inches  back  along  the  small  intestine. 
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T  wo  knuckles  of  bowel  were  adherent  to  the  abdominal  inci- 
sion at  its  upper  end  very  firmly.  The  walls  of  about  two- 
thirds  of  the  small  intestine  were  infiltrated  with  a  hard 
deposit  very  much  like  old  atheromatous  arteries.  At  the  be- 
ginning of  the  ileum  (its  upper  end)  were  many  old  bands  of 
adhesions  extending  in  all  directions,  looking  almost  like  a 
web  formation,  there  were  so  inany:  and  I  presume  one  of 
these  fiimsy  bands  ruptured  when  she  experienced  the  sensa- 
tion of  something  snapping.  The  post,  settled  to  our  satisfac- 
tion two  things — first,  that  the  operation  had  nothing  to  do 
with  the  death  directl}*;  and,  second,  a  secondary  operation 
would  not  have  been  of  any  service,  but  would  have  only 
hastened  death.  The  family  were  perfectly  satisfied  and  real- 
ize that  all  was  done  that  could  be  done.  It  was  unfortunate, 
but  could  not  be  helped.  Sincerely  yours, 

J.  G.  Shoemaker. 

The  other  death  was  one  of  septic  peritonitis  and  was  di- 
rectly attributable  to  the  operation. 

One  death  in  73  operations,  a  mortality  of  less  than  l.-i  per 
cent  I  Can  the  vaginal  operation  produce  any  better  result? 
Is  there  any  major  operation  in  the  whole  range  of  surgery  that 
can  be  done  with  less  danger  to  the  patient  ?  When  the  oppo- 
nents of  the  abdominal  operation  for  this  class  of  disease,  in 
making  comparisons  to  the  detriment  of  the  procedure,  talk 
of  25  per  cent,  15  per  cent,  or  even  10  per  cent  mortality  as 
being  the  natural  one  for  the  operation,  do  they  think  they  are 
dealing  fairly  with  the  student  or  physician  or  patient  who 
comes  within  the  sphere  of  their  influence  ?  or  is  it  fair  to  the 
science  of  surgery?  Personall}-  I  think  the  surgeon  who  can- 
not in  this  particular  class  of  cases  bring  his  mortality  down  to 
five  per  cent  has  no  right  to  expect  that  his  results  will  be 
taken  into  consideration  when  the  status  of  this  operation  is 
considered. 

Comparatively  with  the  vaginal  operation  several  more  points 
remain  to  be  considered.  Many  of  these  seventy-three  cases 
were  impossible  from  the  vaginal  standpoint— namely,  the 
cases  of  bowel  resection,  the  bowel  fistulse,  the  bowel  and 
bladder  injuries  (necessar}"  ones,  if  the  operation  was  to  be 
completed  at  all),  the  ureteral  transplantation,  the  involve- 
ment of  the  vermiform  appendix — fully  twenty  cases  or  more 
in  all.  By  the  abdominal  operation  every  case  was  possible 
and  was  completed,  whatever  the  difficulties,  whatever  the 
complications.  No  disease  was  left  for  future  complications, 
no  injuries  to  hollow  viscera  (with  one  exception)  to  give  rise 
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to  a  fistula:  no  second  incision  to  repair  damage  done  during 
operation. 

Nor  was  drainage  required  in  but  a  small  per  cent  of  the 
cases — eight  cases  out  of  seventy-three  (about  11  per  cent) 
of  the  class,  of  all  others,  which  calls  most  frequently  for 
drainage.  Consider  what  that  means  :  no  chance  for  subse- 
quent infection,  no  fistulfe,  no  hernia,  no  ligatures  to  come 
away  after  long  suppuration,  no  tedious  and  troublesome  and 
expensive  dressings  of  wounds  and  drainage  tubes  or  tracks, 
primary  healing  of  all  wounds,  and  no  bad-smelling  patients, 
as  occur  after  the  vaginal  operation. 

In  conclusion,  the  following  is  the  status  of  the  abdominal 
section  for  pelvic  inflammatory  lesions,  as  is  demonstrated  by 
my  own  quoted  work  and  by  that  of  many  other  surgeons: 

1.  The  operation  is  the  safest  in  this  particular  class  of  cases 
of  almost  any  other  to  which  abdominal  section  is  applied. 

3.  Shock  rarely  enters  into  the  case  as  a  serious  sequel: 
never  more  so  than  in  the  vaginal  operation. 

3.  Drainage  is  the  exception:  it  is  the  rule  in  vaginal  work. 

4.  Hernia  occurs  in  not  more  than  one  per  cent  of  cases  ope- 
rated upon. 

5.  Women  are  not  prone  to  complain  of  the  abdominal  scar. 

6.  The  patient  could  arise  from  her  bed  and  return  to  her 
home  at  as  early  a  date  as  after  the  vaginal  operation,  were  it 
considered  advisable  for  her  to  do  so. 

7.  A  completed  operation  is  always  possible  by  the  abdom- 
inal route:  in  a  large  per  cent  of  the  bad  cases  it  is  impossible 
by  the  vaginal  route. 

8.  The  technique  of  the  abdominal  operation  is  much  more 
easy  than  that  by  the  vagina. 

9.  There  is  less  danger  of  damage  to  the  hollow  viscera  by 
the  abdominal  route :  if  such  injury  does  occur  there  is  less 
danger  of  infection  from  such  injury  and  the  damage  is  more 
readily  repaired.  As  a  matter  of  fact  such  injuries  are  impos- 
sible of  repair  by  the  vaginal  route. 

10.  The  mortality  of  the  abdominal  operation  is  all  that 
could  be  desired,  and  no  other  major  operation  shows  a  better 
record. 

All  cases  in  the  tables  are  arbitrarily  divided  into  salpingitis 
and  pyosalpinx,  simply  to  indicate  the  presence  or  absence  of 
pus. 
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CLINICAL  data  RELATING  TO   CANCER  OF  THE   UTERUS. 


BY 

ANDREW   F.  CURRIER,  M.D. 
New  York. 


There  is  no  form  of  disease  which  has  been  more  patiently 
and  thoroughly  studied  by  pathologist  and  clinician  than  can- 
cer, and  none  which  up  to  the  present  time  has  more  com- 
pletely baffled  human  effort  to  eradicate  it.  This  seems  the 
more  strange  since  Virchow,  Cohnheim,  Waldeyer,  and  others 
long  since  declared  that  in  its  initial  condition  it  was  a  local 
disease.  Such  a  statement  may,  however,  be  misleading, 
for  it  is  prone  to  attack  weak,  poorly  resisting  tissues,  and  may 
have  more  than  one  focus  of  development.  These  foci  may 
have  coalesced  and  reached  the  dangerous  or  incurable  limit 
before  the  alarm  has  been  sounded  and  the  offending  material 
removed.  Does  not  this  teach  us  that  if  we  are  to  expect  suc- 
cess in  the  treatment  of  any  form  of  cancer,  whether  in  horny 
tissues  like  the  skin  or  the  softer  tissues  of  the  mamma,  rec- 
tum, stomach,  or  uterus,  we  must  educate  our  patients  to 
direct  our  attention  to  it  in  its  incipiency  and  make  wide  and 
deep  removal  at  that  period? 

We  need  not  occupy  ourselves  at  this  time  with  a  lengthy 
consideration  as  to  the  nature  of  cancer.  While  it  often  pre- 
sents connective-tissue  elements  which  may  be  misleading  in 
the  investigation  of  a  given  specimen,  it  is  essentially  a  dis- 
ease of  the  epithelium,  whether  that  epithelium  be  of  the  flat 
squamous  variety  upon  the  surface  of  the  skin  or  mucous  mem- 
brane, or  the  cylindrical  epithelium  lining  a  follicle,  a  gland,  or 
a  duct.  In  epithelial  tissue  it  begins,  and  in  such  tissue  we 
must  study  its  structure  and  follow  it  in  its  invasion  and 
destruction  of  other  tissues  which  it  attacks. 

While  it  has  no  unvarj^'ing  formation,  it  commonly  presents 
an  alveolar  framework  of  connective  tissue,  a  net-like  struc- 
ture, the  holes  or  cavities  of  which  are  more  or  less  filled  with 
epithelial  cells  or  fragments  of  cells.  As  these  cells  are  repro- 
duced or  proliferated  new  tissues  are  invaded  and  infiltrated; 
these  in  turn  are  destroyed  and  break  down,  and  hemorrhage 
and  offensive  discharge  are  apparent. 
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As  the  blood  and  lymph  vessels  are  entered  by  the  accumu- 
lating cells  the  latter  are  carried  from  the  original  seat  of  the 
disease  to  other  parts  of  the  body,  and  thus  we  have  the  sec- 
ondary deposits  which  make  the  complete  removal  of  the  dis- 
ease at  its  primary  location  only  an  ineffectual  attempt. 

It  thus  appears  that  there  are  no  fixed  bounds  or  limits  to 
this  disease,  unlike  the  benign  growths  which  have  capsules 
and  definite  boundaries:  on  the  contrary,  it  advances  and  de- 
stroys and  advances  again,  infecting  the  tissues  which  it  meets 
in  its  progress  and  others  to  which  it  is  carried  by  the  blood 
and  lymph  streams,  until  the  patient  succumbs  from  exhaustion 
and  malnutrition.  In  the  concise  words  of  Waldeyer,  it  may 
be^defined  as  an  atypical  epithelial  new  growth. 

Such  is  the  pathological  picture  of  cancer,  and  an  apology 
may  be  necessary  for  recalling  so  much  as  is  elementary  in  the 
foregoing  remarks. 

In  cancer  of  the  uterus  we  have,  as  is  well  known,  one  of  the 
most  frequent  localizations  of  the  disease.  It  has  been  stated 
that  in  cancer  of  the  uterus  and  of  the  mammae  more  than  half 
of  all  cases  and  all  localizations  of  the  disease  are  to  be  found. 
Common  experience  will  sustain  the  statement  that  cancer  in 
women  includes  the  large  majority  of  all  cases  of  malignant 
disorder.  It  therefore  demands  unusual  attention,  and  uterine 
disturbance  which  is  in  the  slightest  degree  suspicious  from 
the  presence  of  erosion  of  epithelium  or  from  bloody  discharge 
should  at  once  furnish  a  signal  for  careful  investigation. 

With  reference  to  what  may  be  termed  the  initial  lesion  of 
cancer  of  the  uterus,  there  are  several  well-recognized  varieties 
with  uniform  characteristics  in  so  far  as  their  mode  of  origin  is 
concerned. 

1.  The  most  common  variety  is  that  which  begins  in  the 
cylindrical  epithelium  lining  the  follicles  with  which  the  mu- 
cous membrane  of  the  vaginal  portion  of  the  cervix  is  studded. 
It  is  a  hard,  warty  growth,  progresses  slowly  and  painlessly, 
the  different  foci  coalescing  after  a  time,  breaking  down  with 
more  or  less  hemorrhage,  and  then  extending  to  the  vaginal 
mucous  membrane,  the  pelvic  cellular  tissue,  and  the  mucous 
membrane  of  the  cervical  canal.  This  variety  is  commonly 
known  as  the  cauliflower  growth,  cancroid,  papilloma,  etc. 
As  it  progresses  slowly,  it  is  the  most  amenable  of  any  of  the 
varieties  to  radical  treatment  if  removed  early  and  thoroughly. 

2.  The  second  variety  attacks  primarily  the  flat  epithelium 
upon  the   vaginal   portion  of  the  cervix  and  the  contiguous 
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mucous  membrane  of  the  vagina.  It  is  less  hard  than  the  first 
variety,  extends  somewhat  more  rapidly,  and  gradually  works 
its  way  into  the  deeper  structures. 

3.  The  third  variety  first  attacks  the  epithelium  of  the  mu- 
cous membrane  which  lines  the  cervical  canal.  It  is  softer 
than  the  other  two  varieties,  develops  rapidly,  ulcerating  and 
breaking  down  the  cervical  tissue  with  profuse  accompanying 
hemorrhage  and  offensive  discharge  from  the  uterus;  it  extends 
into  the  broad  ligaments,  and  produces  systemic  infection 
more  rapidly  than  the  other  forms.  It  is  not  often  discovered 
until  it  has  produced  damage  which  is  beyond  the  reach  of 
cure.  Its  appearance  is  often  that  of  a  great  hole  or  cavern, 
with  walls  which  bleed  and  break  down  at  the  slightest  touch. 

4.  The  fourth  variety  is  the  least  common  of  any  and  attacks 
the  epithelial  covering  of  the  mucous  membrane  of  the  body  of 
the  uterus.  The  uterus  becomes  infiltrated  and  enlarged,  its 
peritoneal  surface  is  often  hard  and  irregular,  and  extension 
takes  place  downward  to  the  cervix  and  outward  into  the 
broad  ligaments. 

Of  course  it  is  not  always  possible  to  differentiate  these  sev- 
eral varieties  except  in  the  early  stages  of  the  disease. 

Enough  has  already  been  said,  for  a  paper  of  this  character, 
of  the  manner  in  which  the  disease  extends;  and  when  we 
realize  the  richness  of  the  uterus  in  lymphatics  and  blood 
vessels,  it  becomes  perfectly  easy  to  understand  why  the  dis- 
ease soon  passes  beyond  the  point  when  complete  removal  of 
all  infecting  elements  becomes  an  impossible  task. 

One  of  the  most  unfortunate  facts,  paradoxical  as  this  state- 
ment may  appear,  in  the  development  of  uterine  cancer  is  the 
complete  absence  of  pain  until  a  degree  of  extension  into  the 
tissues  beyond  the  uterus  has  been  reached  in  which  complete 
removal  is  practically  impossible.  Indeed,  a  woman  may  go 
from  the  beginning  to  the  end  with  scarcely  an  admonition 
from  this  source  that  a  fatal  disease  is  present. 

Another  misleading  fact  is  that  there  may  be  nothing  in  the 
facial  appearance  of  the  patient  to  indicate  severe  disease. 
Cachexia,  pallor,  and  wax-like  countenance  are  not  universal, 
at  least  not  until  a  late  period,  and  I  have  seen  rosy  cheeks  and 
the  blush  of  health  upon  the  countenance  coexist  with  a  hope- 
less condition  of  the  uterus  and  surrounding  tissues. 

The  first  symptom  which  excites  the  patient's  attention,  as  a 
rule,  is  hemorrhage.  This  symptom  presents  itself  in  a  variety 
of  ways.     It  may  be  a  slight  stain  at  irregular  intervals,  or  a 
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profuse  gush,  with  or  without  clots,  or  an  unusually  free  flow 
at  the  menstrual  period.  An  abundant  hemorrhage  at  the 
time  of  the  menopause  or  subsequently  is  always  an  alarming 
symptom  and  should  call  for  rigid  investigation.  The  hemor- 
rhage may  follow  an  exertion  or  a  strain,  severe  fatigue  or  a 
profound  emotion,  or  it  may  have  no  appreciable  exciting 
cause  whatever. 

A  cause  which  I  have  observed  in  many  cases  is  coitus. 
The  bleeding  in  such  cases  is  usually  profuse  and  excites  at- 
tention which  might  not  be  aroused  under  other  circum- 
stances. Unfortunately  the  disease  is  usually  far  advanced 
when  it  is  announced  in  this  manner. 

A  symptom  which  is  less  likely  than  hemorrhage  to  arouse 
attention  is  a  fluid  discharge  from  the  uterus  and  vagina.  It 
may  or  may  not  be  of  an  offensive  character,  and  is  unlikely, 
at  first  at  least,  to  cause  the  patient  to  seek  professional 
advice.  Thus  the  very  paucity  of  the  symptoms  in  this  dread- 
ful disease  prevents  the  physician,  in  the  great  majority  of 
cases,  from  interference  when  interference  might  be  radical 
and  life-saving. 

As  the  disease  progresses  repeated  attacks  of  peritonitis 
follow  one  another,  and  the  intestines  and  omentum  become 
infiltrated  and  fused  together  into  a  firm  and  unyielding  mass. 
The  nutrition  becomes  visibly  impaired;  the  discharge  of  blood 
and  broken-down  tissues  becomes  almost  continuous;  finally  the 
ulcerative  process  invades  the  rectum  and  vagina,  and  thence- 
forward to  the  end  of  life  feces  and  urine  are  fiowing  from  the 
vaginal  opening  almost  constantly.  Sooner  or  later,  if  the 
disease  follows  its  accustomed  destructive  course,  the  kidneys 
become  seriously  involved.  This  fact  was  brought  out  many 
years  ago  by  Lancereaux,  and  I  have  verified  it  many  times 
by  autopsy.  The  ureters  become  enlarged  and  infiltrated,  the 
kidneys  themselves  sacculated  and  filled  with  pus,  and  death 
often  comes  with  the  symptoms  of  uremic  coma. 

The  treatment  may  be  regarded  as  radical  and  palliative,  and 
any  mode  of  treatment  which  leaves  out  of  consideration  the 
use  of  surgical  measures  is,  in  my  judgment,  worse  than  use- 
less. I  do  not  deny  the  value  of  careful  diet,  exercise,  sun- 
light, and  agreeable  surroundings,  nor  the  efficacy  of  anodynes 
and  tonics,  but  I  have  failed  to  observe  that  they  alone  had 
any  particular  effect  in  staying  the  progress  of  the  disease. 

Surgery  alone  holds  out  any  promise  of  a  cure,  and  only  in 
those  cases  in  which  its  aid  is  invoked  at  an  early  period. 
39 
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When  Freund  proposed  the  complete  removal  of  the  cancerous 
uterus  through  an  abdominal  incision,  about  the  year  1876,  it 
was  thought  that  the  solution  of  a  very  troublesome  question 
was  in  sight.  His  propositions  were  put  to  the  practical  test 
by  Schroder,  Billroth,  Czerny,  Leopold,  Fritsch,  and  many 
other  surgeons,  chiefly  German,  and  a  large  number  of  cases 
were  operated  upon,  usually  with  unsatisfactory  results.  Then 
came  the  operation  of  removal  of  the  uterus  through  the 
vagina,  chiefly  through  the  advocacy  of  Schroder,  the  imme- 
diate results  being  certainly  better  than  those  which  were 
obtained  by  the  Freund  method, 

Carl  Braun,  and  others  following  his  lead,  from  about  the 
year  1870  amputated  the  cancerous  cervix  in  many  cases  with 
the  electro-cautery  wire  loop,  and  John  Byrne,  of  Brooklyn, 
has  been  doing  a  similar  operation  as  long  or  longer  with  the 
electro-cautery  knife. 

Marion  Sims'  contribution  to  the  subject  consisted  in  the 
removal  of  the  diseased  tissues  as  completely  as  possible  with 
the  scissors  and  curette,  followed  by  the  application  of  a  tam- 
pon moistened  with  a  strong  solution  of  chloride  of  zinc. 

Various  substances  have  been  tried  from  time  to  time,  some 
to  be  taken  internally,  others  to  be  applied  locally,  for  the  pur- 
pose of  curing  the  disease,  none  of  which  has  proved  of  per- 
manent value.  Among  them  may  be  mentioned  condurango, 
Chian  turpentine,  absolute  alcohol,  and  alveloz.  Perhaps  the 
wished-for  end  will  come  from  a  combination  of  methods 
already  tried,  or  perhaps  the  correct  principle  of  treatment  has 
not  yet  been  found. 

The  problem  is  to  remove  the  disease  elements  entirely,  and 
furthermore  to  so  change  and  improve  the  resisting  powers  of 
the  tissues  that  a  renewal  or  recurrence  may  not  take  place. 

Assuming  that  a  case  has  been  seen  while  the  disease  is  still 
local,  the  vagina,  cellular  tissue,  and  peritoneum  being  as  yet 
uninfected,  the  uterus  being  perfectly  movable  and  the  ulcer- 
ative process  still  quite  superficial,  a  cure  may  be  hoped  for 
by  radical  measures.  I  say  hoped  for,  since  it  is  beyond  the 
power  of  ordinary  mortals  to  state  with  positiveness  in  any 
given  case  that  root  and  germ  have  been  entirely  destroyed. 

The  means  which  I  prefer  in  the  treatment  of  incipient  cases 
— which,  it  must  be  confessed,  are  rarely  met  with — consist  in  a 
combination  of  the  actual  cautery  and  the  knife. 

The  uterus  is  separated  from  its  vaginal  attachments  with 
the  Paquelin  cautery  and  then  removed  with  knife  or  scissors 
and  ligatures  in  the  ordinary  way.     The  heat  from  the  cauter- 
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izing  instrument  may  destroy  disease  germs  which   are  not 
appreciable  to  the  eye  or  finger. 

Theoretically,  at  least,  such  cases  ought  to  be  cured  and 
remain  cured. 

In  the  cases  which  are  further  advanced — and  these,  alas,  are 
the  ones  which  usually  come  to  our  notice — our  aim  must  be  to 
remove  the  diseased  tissue  as  thoroughly  and  completely  as 
may  be,  the  entire  uterus  being  removed  if  possible,  and  other 
diseased  tissue  removed  subsequently  as  it  reappears.  This 
plan  should  be  repeated  as  often  as  occasion  requires.  In- 
other  words,  such  cases  must  be  under  constant  observation,- 
with  the  understanding  that  the  fight  is  henceforward  to  be  ani 
unremitting  one.  When  the  uterus  and  its  surrounding  tis- 
sues have  been  removed  and  recurrence  takes  place,  my  cus- 
tom is  first  to  remove  all  tissue  which  can  be  removed  with  a 
large  cutting  curette,  apply  the  actual  cautery  to  the  entire 
wounded  surface,  which  has  been  made  as  dry  as  possible,  and 
then  apply  a  tampon  moistened  with  a  strong  solution  of 
chloride  of  zinc  to  the  excavated  uterus,  the  tampon  being 
first  squeezed  so  that  it  will  not  run  or  drip.  The  tampon 
should  be  retained,  as  a  rule,  for  twenty-four  hours;  but  if  it 
is  very  painful  or  causes  great  swelling  it  may  be  removed 
earlier.  The  vagina  and  external  genitals  must  be  kept  con- 
stantly covered  with  vaselin,  for  the  chloride  of  zinc  causes 
an  abundant  acrid,  watery  discharge  which  excoriates  any 
unprotected  tissues  with  which  it  comes  in  contact.  The  nu- 
trition of  the  patient  should  be  constantly  guarded  and  main- 
tained as  efficiently  as  possible,  stimulants  being  freely  used, 
and  the  pain,  which  in  the  later  stages  of  the  disease  is  severe, 
subdued  by  sufficiently  large  doses  of  morphine.  There  need 
be  no  fear  of  the  formation  of  the  alcohol  or  opium  habit  in  such 
cases,  the  object  being  to  make  the  patient  as  comfortable  as 
possible.  By  these  means  and  by  regulation  of  the  bowels  and  a 
careful  regard  for  cleanliness,  the  offensive  discharges  being  fre- 
quently washed  away  by  hot  water  combined  with  carbolic  acid, 
permanganate  of  potash,  or  creolin,  the  lives  of  these  unfortu- 
nate human  beings  may  be  made  relatively  comfortable. 

And,  after  all,  to  relieve  pain,  to  soothe  distress,  to  make 
the  pathway  to  the  unseen  world  as  easy  and  gentle  as  pos- 
sible, while  it  is  not  as  brilliant  or  satisfying  to  the  ambition 
as  the  restoration  of  the  sick  to  health  and  usefulness,  is  not, 
as  it  seems  to  me,  an  end  which  is  unworthy  the  efforts  of  any 
man  who  has  the  welfare  of  his  fellow-beings  at  heart. 

128  East  Thirty  fourth  street. 
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EXTRAUTERINE  PREGNANCY. 


BY 

H.  J.  rBOLDT,  M.D., 
New  York. 


(With  illustration.) 


When  again  referring  to  extrauterine  pregnancy,  on  which 
so  much  has  already  been  written,  I  will  say  at  the  beginning 
that  I  shall  refrain  from  considering  the  subject  in  detail,  but 
purpose  to  call  special  attention  to  the  variety  generally  called 
"  abdominal  pregnancy,"  and  take  as  a  basis  an  instance 
which  apparently  was  a  secondary  abdominal  pregnancy.  Two 
previous  cases  seen  by  me  could  not  be  utilized  for  careful 
study,  but  fortunately  the  conditions  for  this  were  favorable  in 
the  last  instance,  and  I  beg  to  express  my  high  appreciation  to 
Prof.  William  H.  Welch,  of  Baltimore,  for  his  painstaking 
work  with  the  specimen. 

I  hope,  however,  to  be  pardoned  for  so  frequently  allud- 
ing to  the  great  importance  to  every  physician  of  learning  to 
make  a  diagnosis  in  all  cases  of  ectopic  gestation.  The  im- 
pression prevails  that  such  knowledge  has  been  generally 
attained,  but  my  own  experience  teaches  otherwise.  Only  two 
weeks  ago  I  saw  a  woman  with,  the  history  that  she  had  been  a 
widow  several  years,  who  had  been  menstruating  sixteen  days 
and  then  suddenly  fainted;  she  had  been  seen  by  six  different 
physicians  and  also  one  specialist  within  a  few  hours  prior  to 
my  visit,  and,  without  a  single  exception,  each  diagnosed  that 
the  attack  of  fainting  and  subsequent  collapse  was  due  to  the 
prolonged  loss  of  blood  during  menstruation.  It  seems  to 
me  that  none  of  the  gentlemen  endeavored  to  get  an  accu- 
rate history,  due  perhaps  to  the  woman's  widowhood.  When 
seen  by  me  the  patient  was  semi-conscious,  but  from  her 
sister  I  elicited  the  following  data:  The  patient  had  previously 
been  regular;  had  at  no  time  missed  a  single  period;  her  pres- 
ent so-called  menstruation,  which,  however,  had  ceased  on 
the  previous  day,  was  also  on  time;   the  color  of  the  blood 

'  Read  before  the  New  York  County  Medical  Association,  April  17, 
1899. 
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was  stated  to  be  pale;  the  flow  had  not  been  continuous  for 
sixteen  days,  but  it  would  at  times  cease  for  a  few  hours  and 
then  start  again  quite  profusely;  at  times  cramp-like  pains  were 
present,  which  at  previous  menstrual  periods  were  not  com- 
plained of.  The  attack  of  "fainting"  was  sudden,  and  upon 
recovery  retching  and  vomiting  took  place  at  frequent  inter- 
vals, with  much  pain  in  the  lower  abdomen. 

Status  Presens. — Patient  semi-conscious  and  pulseless;  the 
abdomen  distended;  the  percussion  note  flat  nearly  up  to  the 
umbilicus — the  lower  percussion  was  made,  the  more  pro- 
nounced was  the  flatness.  Tenderness  in  the  hypogastric 
region  was  evident,  despite  the  existing  collapse.  Above  the 
region  of  flatness  the  percussion  note  was  tympanitic.  Vagi- 
nal examination  showed  the  cervix  to  be  larger  and  more  suc- 
culent than  normal  ;  the  uterus  could  not  be  mapped  out,  but 
in  the  cul-de-sac  there  was  a  fulness  as  though  fluid  filled  the 
pelvis.  No  colostrum  in  the  breasts.  With  these  data  it  is 
hard  to  see  why  a  diagnosis  should  not  have  been  made,  espe- 
cially by  the  gynecologist.  I  operated  soon  afterward,  after 
first  infusing  two  litres  of  normal  saline  solution  directly  into 
the  vein,  and  the  blood  squirted  out  of  the  abdomen  in  a  jet 
as  though  from  a  fountain.  She  was  still  bleeding.  It  was 
found  that  she  had  an  interstitial  pregnancy.  The  embryo 
slipped  between  my  fingers  in  the  enormous  quantity  of  fluid 
and  clotted  blood,  and  I  did  not  waste  time  in  making  a  care- 
ful search  for  it.  The  placenta  was  removed  and  the  large 
rent  in  the  horn  of  the  uterus  closed  by  a  continuous  suture, 
after  removing  the  adnexa  of  that  side. 

This  is  only  one  illustration  out  of  a  goodly  number  of  simi- 
lar instances  which  have  come  under  my  observation.  I 
therefore  deem  it  my  duty  to  once  more  direct  attention  to  the 
most  prominent  symptoms,  any  one  of  which,  however,  may 
be  absent;  in  fact,  sometimes  all  are  wanting,  and  the  extra- 
uterine fetation  does  not  make  itself  manifest  until  rupture 
with  profuse  intraperitoneal  hemorrhage  and  collapse. 

A  menstruation  delayed  from  a  few  days  to  several  weeks, 
its  reappearance  marked  by  more  or  less  colicky  pain  and  ir- 
regular flowing  or  "spotting";  the  peculiarly  characteristic 
tenacious,  dark  chocolate  appearance  of  the  blood;  the  passing 
of  a  membrane  (decidua)  ;  a  small  tumor  to  one  or  the  other 
side  of  the  uterus ;  colostrum  present  in  the  breasts  without 
a  recent  pregnancy  having  existed — any  or  all  of  these  symp- 
toms should  lead  us  to   suspect  an   extrauterine  pregnancy. 
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Moderate  enlargement  of  the  uterus,  with  sHght  softening  in 
texture,  is  an  additional  factor;  but  great  stress  need  not  be 
placed  upon  this  sign,  because  other  conditions  may  produce  it. 

Tubal  abortion  does  not  differ  in  its  symptoms  from  a  par- 
tial tubal  rupture,  but  in  its  objective  signs  it  differs  in  so 
far  that  the  small  tumor,  which  in  partial  rupture  is  irregular 
in  outline  and  varies  in  size  according  to  the  amount  of  san- 
guineous exudate,  is  not  present  in  abortion.  In  it  only  the 
enlarged  tube  is  felt. 

It  is  difficult  to  realize  that  a  gestation,  once  to  some  extent 
developed  in  the  Fallopian  tube,  can  escape  into  the  abdominal 
cavity  and  there  continue  to  develop  up  to  or  nearly  to  full  term, 
in  every  respect  like  a  normal  intrauterine  pregnancy;  never- 
theless such  is  the  case.  The  history  of  the  case  from  which 
the  specimen  presented  was  obtained  is  the  following:  A.  K., 
set.  30  years;  married  seven  years;  one  child  six  years  ago;  no 
other  pregnancies.  Menstruation  regular  until  October,  1897; 
then  she  began  to  lose  some  blood  every  two  weeks,  the  flow 
lasting  one  and  a  half  days,  accompanied  by  cramp-like  pains 
during  the  first  few  hours,  and  on  one  occasion  by  pains 
continuing  a  whole  night.  In  December  a  large  amount  of 
blood  and  a  flesh-like  clot  was  passed,  after  which  her  health  im- 
proved and  no  more  blood  was  passed  until  April,  when  a  flow 
of  three  days'  duration  was  present;  at  that  time  fetal  move- 
ments were  also  felt.  Since  May  30  patient  has  been  constantly 
flowing  in  moderate  amount.  The  cul-de-sac  of  Douglas  is 
filled  by  a  very  hard  tumor,  which  is  slightly  nodular  and 
conveys  the  impression  of  a  calcified  fibroid;  a  softer  tumor  is 
in  the  left  part  of  the  abdomen  with  its  upper  border  on  a  line 
with  the  umbilicus;  it  is  of  globular  shape  and  does  not  seem 
to  be  in  connection  with  the  tumor  in  the  cul-de-sac.  On  the 
right  side  there  is  also  a  tumor,  irregular  in  outline,  nearly  as 
large  as  that  on  the  left  side,  apparently  in  connection  with 
the  pelvic  bone.  The  abdomen  is  excessively  sensitive  to  touch, 
especially  about  the  tumors.  The  uterus  does  not  appear  to  be 
enlarged  and  is  held  fixed  between  the  tumors;  the  cervix  is 
patulous,  admitting  the  first  phalanx  of  the  index  finger. 

Diagnosis. — Extrauterine  pregnancy  or  multinodular  fibro- 
myoma,  examination  and  history  favoring  the  former. 

Operation  August  6,  1898.  On  opening  the  abdomen  the 
umbilical  cord  was  first  seen,  apparently  partly  macerated. 
The  fetus  was  lying  entirely  free  in  the  abdominal  cavity 
among   the  intestines ;   no  liquor  amnii    was  present  and  no 
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sac.  The  head  was  wedged  tightly  into  the  cul-de-sac  of 
Douglas;  it  was  this  which  gave  the  impression  of  a  fibroid. 
It  was  encapsulated  by  pyogenic  membrane  in  its  lower  por- 
tion; this  pyogenic  membrane  did  not  extend  beyond  the  boun- 
daries of  the  true  pelvis.  The  tumor  felt  in  the  left  side  was 
a  globular  oval,  firm  in  consistence,  and  was  connected  by  a 
hollow  pouch  (remnants  of  the  sac,  as  per  subsequent  examina- 


•^v^ 


1,  Placenta;  2,  attachment  to  intestines;  3,  remnant  of  membrane;  4,  partly  obliterated 
left  Fallopian  tube;  5,  entrance  of  cord  into  placental  tumor. 


tion)  in  the  left  lateral  part  of  the  pelvic  cavity.  The  umbili- 
cal cord  passed  into  the  abdominal  tumor.  The  uterus  was 
but  slightly  increased  in  size,  but  more  succulent  than  normal. 
The  broad  ligaments  were  absolutely  normal,  except  more  suc- 
culent. The  tubes  and  ovaries  were  increased  in  size,  but  not 
pathological.  The  left  Fallopian  tube  was  slightly  elongated 
and  the  abdominal  opening  and   fimbrise  partly  obliterated. 
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The  following  is  the  report  by  Dr.  Welch,  who  kindly  exam- 
ined the  specimen: 

Examination  of  Specimen  of  Extrauterine  Pregnancy. 

"  The  specimen  consists  of  a  firm,  oval  mass  to  which  is  at- 
tached a  piece  of  the  umbilical  cord,  and  of  a  detached  fetus  to 
which  is  also  attached  a  part  of  the  umbilical  cord.  The  speci- 
men has  been  hardened  in  alcohol. 

^^  Fetus. — The  fetus  has  the  dimensions  of  about  an  eight- 
months  embryo.  It  measures  43  centimetres  in  length  from 
vertex  to  heel,  the  length  from  vertex  to  tip  of  the  coccyx  being 
30  centimetres.  The  head  is  compressed  laterally,  but  other- 
wise there  is  no  visible  external  abnormality.  The  sex  is  fe- 
male. No  trace  of  a  membrane  envelops  the  fetus.  There  is 
a  small  detached  piece  of  membrane  in  the  jar  containing  the 
specimen.  The  part  of  the  umbilical  cord  attached  to  the  fetus 
measures  6^  centimetres  in  length. 

"A  microscopical  section  through  the  cutis  and  extending 
into  the  deeper  muscles  shows  well  stained  nuclei  in  the  epider- 
mis and  cutis,  but  only  scattered  stained  nuclei  in  the  deeper 
parts;  here  faintly  stained  or  unstained  nuclei  are  visible. 
The  absence  of  proper  nuclear  staining  in  the  deeper  parts  may 
be  due  to  imperfect  preservation,  the  entire  fetus  being  placed 
in  alcohol.  The  fetus  externally  shows  no  evidence  of  macera- 
tion. 

"  Placental  Mass. — The  oval  or  egg-shaped  mass  measures 
15  centimetres  in  length,  ]0  centimetres  in  width,  and  8  centi- 
metres in  thickness.  One  of  the  broad  convex  surfaces  is  flat- 
ter than  the  other,  and  one  extremity  or  pole  of  the  oval  is  nar- 
rower than  the  other.  The  consistence  of  the  mass,  as  felt 
through  the  exterior,  is  firm  but  elastic.  In  general  the  exter- 
nal surface  is  smooth  and  even,  but  in  places  there  are  slight 
projections  or  knots.  There  are  over  one-third  of  the  surface, 
chiefly  the  flatter  side,  many  tags  and  shreds  of  broken  fibrous 
adhesions.  These  are  delicate  and  none  contain  any  large 
blood  vessels.     Nothing  suggestive  of  a  pedicle  is  present. 

"  The  piece  of  umbilical  cord  attached  to  the  mass  measures 
12  centimetres  in  length.  It  is  attached  2|  centimetres  from 
the  end  of  the  smaller  pole.  There  is  in  the  jar  a  loose  piece  of 
umbilical  cord  5  centimetres  in  length. 

"  The  mass  is  enveloped  in  a  thin,  smooth  fibrous  covering  of 
a  grayish  color,  with  here  and  there  brownish-red  patches 
caused   by  extravasated   blood.      This  outer    smooth   fibrous 
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covering  appears  somewhat  thickened  and  irregular  along  an 
oblique  line  surrounding  the  smaller  pole  close  to  the  attachment 
of  the  umbilical  cord,  the  edge  of  the  line  being  just  outside  of 
the  umbilical  cord,  that  is,  toward  the  larger  pole.  This  gives 
somewhat  the  impression  of  the  small  pole  with  the  umbilical 
cord  protruding  from  the  capsule  beyond  this  irregular  line, 
but  the  smaller  pole  also  has  a  delicate  fibrous  investment. 

"Along  this  band,  particularly  on  the  side  of  the  mass  oppo- 
site the  site  of  attachment  of  the  umbilical  cord,  can  be  seen 
small,  projecting,  smooth  villosities,  which  on  careful  inspection 
are  seen  to  be  shrunken  fimbriae  of  the  Fallopian  tube.  This 
appearance,  indicating  intimate  incorporation  of  the  spread-out 
fimbriated  extremity  of  the  Fallopian  tube  with  the  covering  of 
the  mass,  is  evident  over  an  area  4  centimetres  long  near  the 
smaller  pole.  Otherwise  no  trace  of  the  tube  is  visible  to  the 
naked  eye. 

"  On  section  through  the  entire  thickness  of  the  mass  it  is 
evident  that  the  mass  is  a  placenta  with  a  more  or  less  distinct 
fibrous  or  capsular  investment.  This  outer  covering  is  lamin- 
ated fibrous  tissue,  about  1  to  3  millimetres  in  thickness,  in 
places,  especially  toward  the  smaller  pole,  demonstrable  as  a 
separable  layer.  This  separation  can  be  effected  most  readily 
near  the  thickened  band  and  fimbriated  area  already  described. 
Over  the  two  poles  and  over  much  of  the  rest  of  the  mass  the 
fibrous  covering  cannot  be  separated  as  a  distinct  layer,  but  is 
intimately  incorporated  with  the  subjacent  placental  structure. 
Imperfect,  irregular  septa  extend  here  and  there  from  the  outer 
fibrous  investment  into  the  interior. 

''This  interior  is  unmistakable  spongy,  placental  tissue  with 
blood  spaces  of  small  size.  Its  prevailing  color  is  brownish-red 
(doubtless  rendered  pale  by  the  action  of  the  alcohol),  with  areas 
of  an  opaque  yellowish  or  grayish-white  color  and  homogeneous 
texture. 

"  The  average  thickness  of  the  umbilical  cord  is  1^  centime- 
tres. A  loose  piece  of  the  umbilical  cord  in  the  jar  measures  5 
centimetres  in  length.  The  vessels  in  the  cord  appear  throm- 
bosed. 

"  Microscopical  sections  were  made  from  various  parts  of 
the  mass.  The  only  nuclei  which  stain  are  those  in  the  fibrous 
capsule.  The  part  beneath  this,  composing  the  mass,  consists 
of  necrotic  placental  tissue.  The  general  structure  of  placental 
tissue  with  chorion  villi  and  blood  vessels  can  be  made  out, 
but  none  of  the  cells  present  any  differential  staining.     There 


618  boldt:  extrauterine  pregnancy. 

are  numerous  small  patches  of  calcification  throughout  the 
placenta.  The  blood  between  the  villi  is  rich  in  fibrin,  partly 
fibrillated,  but  much  of  it  hyaline  and  canalized.  The  appear- 
ances indicate  that  all  circulation  through  the  placenta  had 
ceased  before  the  removal  of  the  specimen  from  the  abdominal 
cavity  of  the  patient.  The  outer  layers  of  the  mass  were  evi- 
dently nourished  through  the  delicate  fibrous  adhesions  already 
noted.  These  outer  layers  consist  of  laminated  fibrillated  con- 
nective tissue  with  elongated  cells  and  in  a  few  places  clumps 
of  lymphoid  cells. 

'^  Sections  through  the  fimbrise  and  adjacent  parts  reveal  the 
structures  of  the  Fallopian  tube.  The  fimbrise  themselves 
show  the  irregular  mucosa  of  the  tube  with  numerous  projec- 
tions and  depressions,  and  gland-like  spaces  and  tubes  lined 
with  cylindrical  epithelium  are  evident  in  the  outer  fibrous 
covering  of  the  mass  in  the  neighborhood  of  those  fimbrise,  and 
indeed  scattered  here  and  there  irregularly  in  the  fibrous  capsule 
of  the  mass. 

'*  Diagnosis. — Ruptured  tubal  pregnancy. 

"  Remarks. — I  understand  that  at  the  time  of  the  operation 
there  was  no  distinct  evidence  of  rupture  of  either  Fallopian 
tube,  and  that  the  tubes  appeared  intact,  save  that  the  abdom- 
inal extremity  of  one  was  closed.  I  think  that  the  most  probable 
explanation  of  the  condition  is  an  entire  separation  of  the  ab- 
dominal part  of  the  Fallopian  tube,  in  which  placenta  and  fetus 
had  originally  developed,  from  the  uterine  part  of  the  tube. 
That  the  abdominal  end  of  the  tube  is  connected  with  the 
detached  placental  mass  is  evident  from  the  preceding  descrip- 
tion. One  can  also  think  of  the  possibility  of  an  aberrant 
ostium  of  the  tube  and  of  a  pregnancy  developing  in  a  div^ertic- 
ulum  of  the  tube,  but  the  explanation  just  given  seems  to  me 
the  more  probable  one. 

"  At  least  a  part  of  the  fibrous  covering  of  the  placenta  is  the 
wall  of  the  Fallopian  tube.  The  appearances  indicate  that  a 
small  part  of  the  placenta — represented  by  the  smaller  pole 
with  the  attachment  of  the  umbilical  cord — protruded  through 
the  abdominal  ostium  of  the  tube  into  the  abdominal  cavity. 
As  one  passes  toward  the  larger  pole  evidences  of  tubal  struc- 
tures disappear. 

"As  already  stated,  the  placental  circulation  had  ceased  by 
the  time  the  specimen  was  removed  from  the  bodj^  but  how 
long  before  the  operation  it  had  ceased  it  is  difficult  to  say. 
The  chorion  villi  are  completely  necrosed,  and  the  blood  spaces 
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in  the  placenta  are  filled  with  old  coagula.  Calcification  of  the 
placenta  was  in  progress,  and  there  are  homogeneous  areas  in 
the  placenta  resembling  white  or  anemic  infarcts.  There  is  no 
evidence  of  infection. 

"William  H.  Welch." 

Convalescence  was  uninterrupted,  and,  so  far  as  I  know,  the 
woman  is  enjoying  excellent  health  at  present. 

The  nearest  approach  to  my  case,  in  the  table  of  79  cases 
cited  by  Harris*  of  advanced  extrauterine  pregnancy,  is  the 
case  of  John  M.  Taylor* :  "  No  sac  nor  liquor  amnii  existed. 
The  head  of  the  child  was  elongated  in  the  occipito-f  rontal 
diameter,  and,  viewed  from  above,  its  horizontal  outline  is  seen 
to  be  irregularly  concavo-convex,  the  right  side  being  cen- 
trally depressed  and  the  left  correspondingly  prominent.  Be- 
hind the  central  depression  on  the  right  side  the  posterior  part 
of  the  right  parietal  bone  is  elevated  into  an  unnatural  eminence 
or  boss,  the  suboccipito-vertical  diameter  on  this  side  being 
deeper  than  on  the  left  side.  There  were  also  abnormalities  of 
the  neck  and  the  right  lower  extremity." 

A  later  instance,  resembling  mine  in  some  respects,  and  which 
came  to  my  notice  a  few  days  after  my  operation,  was  the 
case  of  Franz  Neugebauer,'  which,  however,  was  exceedingly 
gratifying,  the  operation  being  performed  with  a  living  child. 
Patient,  set,  36  years,  had  two  children  and  aborted  once.  The 
last  menstruation  was  from  February  3  to  6,  1897;  she  then 
began  to  flow  on  February  10,  for  a  period  of  six  weeks,  during 
which  she  complained  of  intense  pain  which  compelled  her  to 
remain  in  bed;  even  subsequently  she  suffered  intensely,  so  that 
the  frequent  use  of  morphine  was  a  necessity.  On  September 
16  the  diagnosis  of  extrauterine  pregnancy,  with  child  living, 
having  been  made,  she  was  operated  upon  without  waiting 
until  full  maturity  of  the  child,  on  account  of  the  continuance 
of  severe  pain.  The  child  lacked  twenty-four  days  of  full  ma- 
turity; it  was  entirely  free  in  the  abdominal  cavity,  and  there 
was  no  evidence  of  membranes  and  practically  no  amniotic 
fluid.  The  placenta,  which  was  attached  to  the  posterior  sur- 
face of  the  bladder,  except  for  a  small  marginal  portion  which 
adhered  to  the  anterior  surface  of  the  uterus,  separated  spon- 

'  Kelly's  "Operative  Gynecology,"  vol.  ii.;  Monatsschrift  fiir  Geburts- 
hiilfe  und  Gynakologie,  August,  1897;  and  The  American  Journal  op 
Obstetrics,  1887. 

^  Transactions  London  Obstetrical  Society,  1891,  p,  119. 

»  Centralblatt  fur  Gynakologie,  July  30,  1898. 
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tH.aeously.  Oaly  around  the  edge  of  the  placenta  some  rem- 
nants of  the  membranes  were  found.  The  diagnosis  of  an 
advanced  extrauterine  pregnancy  is  usually  not  very  difficult, 
unless  some  complicating  features  in  the  objective  signs  exist 
and  the  child  is  dead.  Under  such  circumstances  it  is  readily 
conceivable  that  it  may  be  mistaken  for  other  conditions,  espe- 
cially if  the  patient  is  not  intelligent  enough  to  give  a  clear 
history. 

The  question  of  treatment  is  very  serious.  If  the  child  is 
living  the  patient  should  be  placed  amid  proper  surroundings, 
under  constant  supervision,  and  upon  indication  of  pseudo- 
labor  the  abdomen  should  be  opened.  It  is  especially  advisable 
in  this  class  of  cases  to  wait  until  the  child  is  about  mature, 
because  of  the  lack  of  development  in  children  which  are  car- 
ried extrauterine.  In  nearly  every  instance  of  this  variety  of 
pregnancy  the  child  has  showed  a  defect  of  some  kind;  there- 
fore they  are  given  the  best  chance  to  exist,  subsequent  to 
their  liberation,  by  allowing  them  to  come  as  near  to  term  as 
possible.  If  it  is  impossible  to  place  the  patient  amid  such 
surroundings,  it  is  best  to  operate  as  soon  as  may  be  after  the 
seventh  month  of  gestation,  because  false  labor  pains  may  set 
in  at  any  time  and  destroy  the  life  of  the  child.  If,  however, 
the  patient  is  not  seen  until  after  the  death  of  the  infant,  it  is 
best  to  wait  with  the  operation  until  one  can  feel  relatively  cer- 
tain that  the  circulation  in  the  placenta  has  ceased,  so  that, 
if  at  all  possible,  the  entire  product  of  conception  may  be  re- 
moved without  great  risk  of  hemorrhage  from  detachment  of 
the  placenta. 

The  placenta  in  an  advanced  ectopic  pregnancy  is  the  most 
important  element  to  deal  with,  because  it  is  never  normal,  it 
varying  so  much  in  size,  position,  and  vascularity  that  no 
specific  rule  can  be  laid  down  which  will  hold  good  for  all 
cases;  each  must  be  dealt  with  as  the  circumstances  may  re- 
quire. The  placenta  may  be  attached  to  the  iliac  fossae;  in  the 
cul-de-sac  of  Douglas;  to  the  uterus;  to  the  bladder,  intestines, 
mesentery,  stomach,  liver — in  fact,  to  any  part  inside  of  the 
abdomen.  Because  of  our  inability  to  diagnose  this  attach- 
ment before  opening  the  abdomen,  it  is  best  to  wait,  if  the  case 
is  not  seen  until  after  the  death  of  the  child,  until  the  vessels 
of  the  cord  have  become  obliterated  and  the  placental  function 
has  ceased. 

If  the  placenta  is  so  situated  that  it  can  be  removed  at  the 
time  of  operation,   this   should  be   invariably  done.     If  this 
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cannot  be  accomplished,  then  the  operation  can  be  made 
practically  an  extraperitoneal  procedure  by  stitching  the  sac 
(if  one  is  present)  to  the  abdominal  parietes  and  packing  it 
loosely  with  gauze.  If  neither  course  can  be  adopted,  the  cord 
should  be  tied  as  close  as  possible  to  the  placenta,  the  abdom- 
inal wound  left  open,  and  sterile  gauze  packed  loosely  around 
and  over  the  placenta.  With  this  procedure  there  are  two 
elements  of  great  danger — first,  sepsis,  and,  second,  secondary 
hemorrhage,  even  if  the  process  of  decomposition  and  sepa- 
ration of  the  placenta  is  gradual;  yet  under  the  circumstances 
it  is  the  best  procedure.  To  cut  the  cord  short  and  close  the 
abdominal  wound,  although  it  has  been  done  with  a  success- 
ful termination,  is,  in  my  opinion,  more  hazardous. 
54  West  Fifty-first  street. 


THE   TREATMENT  OF  ECLAMPSIA  BY   INFUSION  OF  SALT 

SOLUTION, 

WITH   REPORT  OF  THREE  CASES.' 


L.   M.   ALLEN,   M.D., 

Chief  of  Obstetrical  Clinic  and  Demonstrator  of   Obstetrics,   University  of  Maryland 
Lying-in  Hospital,  Baltimore,  Md. 


In  looking  over  the  literature  of  this  subject,  having  seen 
very  little  about  it,  it  occurred  to  me  that  it  would  be  interest- 
ing to  report  these  cases,  especially  as  the  results  were  so 
gratifying  in  every  respect.  Eclampsia  is  not  rare;  its  dangers 
to  the  mother,  and  especially  to  the  unborn  child,  are  great;  and 
■even  if  the  former  should  escape  immediate  death,  she  is  liable 
to  infection  or  to  chronic  nephritis,  and  sequelae  involving  the 
psycho-motor  centres  are  not  uncommon.  Indeed,  one  of  the 
most  forcible  sights  that  it  has  ever  been  my  lot  to  witness  was 
a  case  of  acute  mania  following  eclampsia.  The  patient  had 
to  be  held  in  bed  and  prevented  from  doing  injury  to  herself 
and  every  one  around  her.  Then  there  is  a  certain  amount  of 
interest  in  the  uncertainty  attached  to  eclampsia,  as  we  know 
that  neither  the  pathology  nor  the  treatment  has  as  yet  been 
definitely  settled  upon.     Of  course,  with  such  a  limited  number 

'  Read  before  the  Medical  Society  of  the  University  of  Maryland,  Janu- 
■  ary  17,  1899. 
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of  cases  at  my  disposal,  no  very  definite  conclusions  can  be 
drawn;  but  having  seen  a  number  of  cases  treated  without  the 
use  of  salt  solution,  and  comparing  the  results  with  the  results 
in  these  cases  which  I  bring  before  you,  the  advantages  in  the 
latter  method  seem  evident.  It  will  be  noted  that  in  all  of 
these  cases  the  prognosis  is  extremely  grave  for  both  the 
mothers  and  their  infants,  the  convulsions  occurring  not  only 
before  labor  but  some  time  before  labor  was  due.  To  empha- 
size the  gravity,  especially  of  the  first  case,  Winckel '  says  he 
has  seen  but  one  recovery  after  eighteen  attacks.  It  will  be 
seen  that  in  this  case  the  patient  had  been  in  convulsions  seven- 
teen hours  when  seen,  and,  as  well  as  can  be  estimated  from 
the  history  given  by  her  husband,  not  less  than  twenty-five 
convulsions  had  occurred.  All  of  the  cases  occurred  in  the 
out-patient  department,  and  owing  to  the  surroundings  it  was 
impossible  to  attend  to  them  at  their  homes,  so  all  were  brought 
to  hospital,  and  of  course  some  time  was  lost  in  so  doing. 

Case  I. — L.  M.  C,  age  23,  had  one  child  and  one  miscar- 
riage; age  of  child  1  year.  Previous  pregnancies  normal. 
Patient  was  seen  by  one  of  the  house  physicians;  had  been  in 
convulsions  seventeen  hours. 

Condition. — Edema  of  feet,  legs,  thighs,  hands,  and  face. 
Respiration  slow  and  labored,  showing  signs  of  pulmonary 
edema.     Comatose. 

External  Examination. — Presentation,  vertex;  position, 
left;  variety,  anterior;  height  of  fundus  uteri,  midway  be- 
tween umbilicus  and  ensiform  cartilage;  apparent  duration  of 
pregnancy,  eight  months.  Fetal  heart  heard  to  left  of  median 
line  and  below  umbilicus,  very  slow  and  weak;  estimated  size 
of  fetus,  small.     Head  not  engaged  in  pelvis. 

Pelvic  Measurements. — Spinse  ilii,  27  centimetres;  cristse 
ilii,  28  centimetres;  trochanters,  30  centimetres;  Baudelocque's 
diameter,  18  centimetres;  conjugata  diagonalis,  10.5  centime- 
tres; conjugata  vera,  9.5  centimetres.  Pains  weak  and  irregu- 
lar. 

Patient  brought  to  hospital,  and  as  soon  as  possible  prepared 
and  anesthetized  with  chloroform. 

Internal  Examination. — Cervix  partially  obliterated,  rather 
rigid;  os  sufficiently  patulous  to  admit  one  finger;  dilatation 
could  not  be  effected  with  fingers.  Accouchement  force  was 
used.  Cervix  incised  to  vaginal  vault.  Internal  podalic  ver- 
sion done  and  child  extracted.  Operation  occupied  seven 
'  Abstract  in  American  Journal  of  Obstetrics. 
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minutes.  Hemorrhage  was  very  profuse  from  both  uterus  and 
cut  in  cervix.  After  sufficient  amount  of  blood  was  lost  it  was 
necessary  to  tampon  vagina  and  uterus,  sterile  cotton  pledgets, 
being  used  for  this  purpose.  Patient  stimulated  with  strych- 
nine, whiskey,  and  digitalis  hypodermatically.  As  soon  as 
possible  normal  salt  solution  (six  grammes  to  one  litre  of  water) 
was  injected  into  the  cellular  tissue  under  the  mammary 
glands;  1,000  cubic  centimetres  were  used.  Nine  hours  after 
delivery  a  second  injection  of  salt  solution  of  1,400  cubic  cen- 
timetres was  given.  On  the  following  day  the  tampon  was 
removed  and  the  uterus  washed  out  with  sterile  salt  solution 
and  1.400  cubic  centimetres  injected  subcutaneously.  On  the 
third  day  1,400  cubic  centimetres  of  sterile  salt  solution  were 
injected,  making  in  all  5, '^00  cubic  centimetres  in  three  days. 
After  each  injection  the  change  in  the  patient  for  the  better 
was  marked. 

Mediciyial  Treatment. — Mostly  eliminative.  Bowels:  Cro- 
ton  oil  three  drops  with  olive  oil  two  drachms,  followed  by 
drachm  doses  of  Epsom  salts  every  hour  until  effectual;  chloral 
hydrate  forty  grains  and  potassii  bromidum  one  drachm  by 
rectum  and  afterward  when  necessary.  Kidneys:  Dry  cups- 
over  groins  ;  infusion  of  digitalis  one  half  ounce  every  four 
hours.  Diet:  Milk  alternating  with  white  of  eggs,  and  whis- 
key one  drachm  every  two  hours  for  first  week,  after  which 
time  gradually  brought  to  solid  diet;  during  convalescence  a 
tonic  of  iron,  quinine,  and  strychnine.  Highest  temperature, 
100°  F.  on  third  day;  after  that  time  perfectly  normal. 
Patient  discharged  from  hospital  on  twenty-first  day  perfectly 
well. 

Child  practically  dead  when  born;  all  methods  of  resuscita- 
tion failed  to  revive  it. 

Urinalysis. — Very  dark  and  cloudy  in  appearance;  specific 
gravity,  1030;  reaction,  acid;  sugar,  none;  albumin,  five  per 
cent;  amouat  in  twenty-four  hours,  13  ounces.  Microscopical: 
Epithelium,  hyaline  and  granular  and  waxy  casts;  pus  cells- 
numerous.  Second  day  examination  about  same;  33  ounces 
secreted.  Examination  every  day  showed  the  condition  be- 
coming better.  On  sixth  day  amount  in  twenty-four  hour& 
increased  to  130  ounces;  albumin  very  little  and  very  few 
casts;  specific  gravity,  1010. 

Case  II. — A.  B.,  colored,  age  18,  Ipara.  Patient  was  seern 
by  me  at  her  home  after  having  had  five  convulsions.  Was 
brought  to  hospital  immediately. 
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Condition. — Edema  of  feet,  legs,  thighs,  hands,  and  face; 
semi-comatose;  signs  of  pulmonary  edema,  not  so  marked  as 
in  first  case. 

Exteinial  Examination. — Presentation,  vertex;  position, 
left;  variety,  anterior;  height  of  fundus  uteri,  little  above  mid- 
way between  umbilicus  and  ensiform  cartilage;  apparent 
duration  of  pregnancy,  eight  months  and  one  week.  Fetal 
heart  heard  to  left  of  median  line  and  below  umbilicus;  esti- 
mated size  of  fetus,  medium.     Head  not  engaged  in  pelvis. 

Pelvic  Measurements. — Spinse  ilii,  23  centimetres;  cristse 
ilii,  25  centimetres;  trochanters,  30  centimetres;  Baudelocque's 
diameter,  19  centimetres;  conjugata  diagonalis,  10.5  centi- 
metres; conjugata  vera,  9.3  centimetres.  Hardly  any  pains  at 
all. 

As  soon  as  preparation  could  be  made  patient  was  anesthet- 
ized by  chloroform. 

Internal  Examination. — Cervix  partially  obliterated  and 
rigid;  os  sufficiently  patulous  to  admit  one  finger;  dilatation 
•could  not  be  effected  with  fingers.  Accouchement  force  used. 
Cervix  incised  as  before.  Internal  pod  alio  version  and  ex- 
traction operation  occupied  eight  minutes.  Hemorrhage,  as  in 
previous  case,  was  profuse  and  necessitated  tamponing  uterus 
and  vagina.  Condition  immediately  after  delivery:  tempera- 
ture 100°  F.,  pulse  148,  respiration  20.  One-half  hour  after 
delivery,  injection  of  sterile  salt  solution  under  mammary 
gland,  GOO  cubic  centimetres;  six  hours  after,  1,200  cubic  cen- 
timetres ;  on  second  day,  1,400  cubic  centimetres ;  on  third 
-day,  1,400  cubic  centimetres — making  total  of  4,600  cubic  centi- 
metres.    As  in  first  case,  marked  improvement  was  noticed. 

Medicinal  treatment  same  as  in  first  case.  Highest  tempera- 
ture, 103°  F.  soon  after  delivery;  gradually  came  to  normal. 
Patient  was  perfectly  well  on  twenty-third  day,  except  for  a 
breast  abscess  caused  by  the  needle,  owing  to  proper  precau- 
tions not  having  been  taken  in  the  hurry  and  excitement  of 
injecting  salt  solution, 

Child^Jasphyxiated.  but  was  revived  and  is  living  and  healthy 
to-day. 

Urinalysis. — Dark  in  color,  having  flaky  sediment;  specific 
gravity,  1010;  reaction,  acid;  sugar,  none;  albumin,  trace. 
Amount'secreted  in  twenty-four  hours,  14  ounces.  Amount  of 
urea  secreted  in  twenty-four  hours.  5.47  grammes.  Micro- 
vscopic  examination  negative.  Examination  on  second  day 
gave  about  the  same  result;  amount  secreted  in  twenty-four 
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hours,  28  ounces.  Fourth  day,  126  ounces  secreted;  amount  of 
urea  in  twenty-four  hours,  47.04  grammes.  Sixth  day,  chem- 
ical analysis  showed  ahout  the  same  result,  but  microscopical 
examination  showed  for  first  time  a  few  granular  and  hyaline 
casts,  and  the  same  result  on  several  successive  days. 

Case  III. — I.  S.,  colored,  age  18,  Ipara.  Patient  was  seen 
by  me  at  home  after  having  had  four  convulsions;  was  brought 
to  hospital  immediately. 

Condition. — Edema  of  whole  body,  especially  face;  coma- 
tose; respiration  very  bad;  signs  of  pulmonary  edema.  Tem- 
perature 97°  F.,  pulse  102,  respiration  10. 

External  Examination. — Presentation,  vertex;  position, 
left;  variety,  anterior;  head  engaged  in  pelvis;  apparent  dura- 
tion of  pregnancy,  eight  months  and  one  week.  Fetal  heart 
heard  to  left  of  median  line  below  umbilicus.  Child  in  fairly 
good  condition. 

Pelvic  Measurements.  — ^Y)va.se,  ilii,  23  centimetres;  cristse 
ilii,  25  centimetres;  trochanters,  30  centimetres;  Baudelocque's 
diameter,  19  centimetres;  conjugata,  10  centimetres;  conjugata 
vera,  9  centimetres.  Uterine  contraction  not  at  all  strong. 
As  soon  as  patient  was  prepared  she  was  anesthetized,  chloro- 
form being  used. 

Internal  Examination. — Cervix  obliterated;  os  sufficiently 
patulous  to  admit  one  finger,  but  rather  soft  and  dilatable;  os 
was  dilated  with  fingers,  forceps  applied,  and  delivery  com- 
pleted. Entire  operation  occupied  ten  minutes.  Uterus  con- 
tracted well. 

Pulse  immediately  after  delivery,  130.  Twenty  minutes  post 
partum,  injection  of  salt  solution,  1,100  cubic  centimetres; 
fifteen  minutes  after  injection,  pulse  104;  thirty  minutes  after 
injection,  pulse  97.  Perineum  intact.  One  hour  and  fifteen 
minutes  post  partum  a  convulsion  occurred.  The  cephalic 
vein  was  opened  aad  65G  cubic  centimetres  of  blood  allowed  to 
flow  out.  The  blood  was  very  black  and  thick.  At  the  same 
time  the  blood  was  flowing  from  the  arm.  Seven  hundred 
cubic  centimetres  of  salt  solution  were  injected  under  the  breast; 
pulse  98.  Six  hours  post  partum  another  convulsion,  not  so 
severe  as  previous  one.  Vein  opened  again  and  192  cubic  cen- 
timetres of  blood  drawn.  Morphine,  one-sixth  of  a  grain, 
hypodermatically;  chloral  hydrate  forty  grains,  potassii  bro- 
midum  one  drachm,  given  by  rectum.  After  this  patient  was 
quiet.  No  more  convulsions  occurred.  Total  amount  of  blood 
lost,  1,G00  cubic  centimetres.  Medicinal  treatment  was  same 
40 
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as  in  other  two  cases.  Total  amount  of  salt  solution  injected, 
1,800  cubic  centimetres.  No  more  indications  after  first  day. 
Highest  temperature,  101°  F.  Discharged  on  nineteenth  day 
perfectly  well. 

Child  was  asphyxiated,  but  revived  after  a  little  while  and 
seemed  in  fairly  good  condition.  About  two  hours  after  de- 
livery a  convulsion,  resembling  very  closely  those  of  the 
mother,  occurred.  The  ligature  was  removed  from  cord  and 
two  ounces  of  blood  allowed  to  flow;  six  drachms  of  salt  solu- 
tion injected  under  skin,  after  which  it  did  well  until,  five  hours 
later,  the  convulsions  returned,  occurring  every  ten  minutes. 
Three  ounces  of  salt  solution  injected  into  rectum  and  child 
put  into  continuous  warm  bath,  but  gradually  became  worse, 
and  died  nine  hours  after  birth. 

Urinalysis. — Dark  in  color,  with  little  sediment;  specific 
gravity,  1010;  reaction,  acid;  no  sugar;  albumin  present,  but 
not  abundant — amount  in  first  twenty-four  hours  was  not 
recorded.  Microscopic  examination  showed  \evj  few  epithe- 
lia,  hyaline  and  granular  casts,  epithelium  and  pus  cells. 
Second  day,  amount  secreted  in  twenty-four  hours,  34  ounces; 
amount  of  urea,  21.99  grammes.  Third  day,  120  ounces  se- 
creted, albumin  diminishing  in  amount.  At  time  of  discharge 
albumin  had  all  disappeared. 

Let  us  consider  the  advantages  of  this  method  of  treatment 
and  compare  it  with  others  recommended.  In  order  to  do  this 
the  pathology  of  eclampsia  will  have  to  be  taken  up,  as  it  bears 
directly  upon  the  treatment.  I  will  refrain  from  an  extensive 
account  of  the  pathology  and  only  give  enough  to  give  an  idea 
of  the  cause,  and  upon  that  base  my  treatment. 

The  various  theories  regarding  the  cause  which  have  held 
sway  for  so  many  years,  and  in  fact  until  very  recently,  are 
now  regarded  more  in  the  light  of  history  than  facts.  We  no 
longer  consider  the  kidneys  as  the  essential  factors  in  the 
etiology  of  eclampsia.  It  is  not  the  failure  of  those  organs  to 
eliminate  urea  that  determines  the  convulsions,  for  the  non- 
pregnant woman  may  have  anuria  for  several  days  without 
eclampsia;  and.  again,  a  woman  may  have  eclampsia  and  her 
kidneys  at  the  same  time  be  perfectly  healthy,  as  is  shown  in 
one  of  these  cases,  the  kidney  disease  being  the  result  and  not 
the  cause  of  the  eclampsia. 

Nor  is  the  disease  essentially  nervous  in  its  origin,  and  as  a 
proof  in  this  direction  we  see  its  occurrence  in  the  colored  race 
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as  often  as  in  the  white,  and  the  nervous  system  is  not  so 
highly  developed  in  this  race  as  in  the  white.  Nor,  as  Hal- 
bertsma  said,  is  it  due  to  lessened  excretion  of  urine  resulting 
from  compression  of  the  ureters,  for  in  two  of  these  cases  the 
head  was  floating  above  the  pelvic  brim,  no  pressure  being 
exerted  on  the  ureters  at  all.  Strumpf  believes  that  in  some 
cases,  under  abnormal  decomposition,  a  non-nitrogenous  sub- 
stance, probably  acetone,  is  produced,  and  that  this,  in  its 
elimination,  causes  irritation.  Herrgott  advanced  the  micro- 
bian  theory;  and  while  this  has  not  been  completely  disproved, 
it  is  not  held  by  the  best  authorities. 

The  theory  which  seems  to  stand  ahead  of  all  others  and 
to  meet  the  requirements  of  most  cases  is  the  result  of  work 
done  by  Jugens  in  188(3,  Klebs,  Pilliet,  Lubarsch,  Poutz,  and 
recently  and  probably  more  thoroughly  by  Schmorl.  The  lat- 
ter examined  17  cases  dead  of  eclampsia,  and  the  findings  in 
each  case  were  tolerably  constant.  They  consisted  of  necroses 
and  hemorrhage  in  the  parenchymatous  organs  on  the  one 
hand  and  multiple  thromboses  in  the  blood  vessels  on  the 
other.  Placental  cells  were  found  in  the  general  circulation, 
and  were  found  in  such  enormous  quantities  as  to  be  pathog- 
nomonic of  this  disease  and  to  indicate  the  extreme  probability 
that  in  the  placenta  must  we  seek  the  origin  of  the  fibrin-pro- 
ducing substance  which  is  so  poisonous  to  the  patient.  Suffice 
it  to  say  that,  while  the  experiments  made  by  Schmorl  do  not 
definitely  prove  the  cause,  still  they  do  offer  a  probable  expla- 
nation. 

Working,  then,  on  the  basis  that  eclampsia  is  due  to  a  poison 
generated  by  the  placenta,  upon  that  will  be  based  our  treat- 
ment. 

On  behalf  of  the  kidney  theory  it  is  granted  that,  if  the 
poison  or  poisons  which  cause  eclampsia  are  retained  in  the 
blood,  renal  insufficiency  or  failure  may  add  to  the  gravity  of 
the  condition,  in  that  if  the  kidneys  were  healthy  they  would 
cast  off  the  offending  matter,  but  it  cannot  be  considered  as 
the  essential  cause  of  the  disease. 

The  theory  of  blood-poisoning  or  toxemia  is  sustained  by  the 
clinical  history  of  the  disease  and  by  the  postmortem  findings. 
The  prodromata,  gastric  and  cerebral  symptoms;  the  serious 
rapid  disturbance  in  the  action  of  the  brain;  postmortem  in- 
crease of  temperature;  the  nature  and  frequency  of  nervous 
disorders  that  follow,  and  which  are  analogous  to  those  conse- 
quent upon  typhus  fever  and  diphtheria  (probably  caused  by 
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toxalbumins),  all  play  their  part  in  making  this  theory  more 
certain. 

Proceeding  upon  the  basis  that  it  is  caused  by  a  toxin  in  the 
system,  which  toxin,  as  long  as  it  remains,  will  continue  its 
deadly  effect  upon  the  vital  centres,  our  most  rational  treat- 
ment would  be  the  removal  of  both  the  poison  and  the  cause  of 
the  poison,  and  that  is  what  we  would  suggest.  Remove  the 
placenta  and  poisoned  blood  from  the  body  (or  as  much  of  it 
as  possible),  and  substitute  for  it  a  fluid  which  is  not  laden 
with  poison,  but  one  that  is  sterile  and  which  possesses  prop- 
erties very  much  like  those  of  the  normal  blood.  It  rapidly 
permeates  the  system,  filling  the  blood  vessels  and  furnishing 
something  for  those  and  the  heart  to  contract  upon.  It  dilutes 
the  poison  that  remains  in  the  system,  and  in  that  dilution 
diminishes  the  power  that  it  may  have  in  doing  harm  to  the 
patient.  It  stimulates  the  patient  just  at  the  time  that  stimu- 
lation is  most  necessary.  It  flushes  the  kidneys  and  stimu- 
lates them  to  secrete,  for  in  the  majority  of  cases  they  are  not 
acting  up  to  the  normal.  The  increase  in  the  amount  of  urine 
secreted  after  the  use  of  salt  solution  is  astounding.  In  Case 
1  the  amount  increased  from  13  ounces  in  twenty-four  hours  to 
130  ounces  on  the  sixth  day,  and  in  Case  2  from  14  ounces  to 
126  ounces  on  the  fourth  day.  In  Case  3  there  was  also  a 
large  increase.  It  feeds  the  hungry  tissues  and  sets  up  a  reac- 
tion that  is  wonderful  to  see. 

Now  let  us  glance  briefly  over  some  of  the  other  methods  of 
treatment. 

Veratrmn  Viride. — This  is  called  the  "  American  treat- 
ment." For  the  past  twenty-five  years  this  drug  has  been 
extensively  employed  in  various  parts  of  this  country  with 
different  results.  As  far  as  my  personal  knowledge  is  con- 
cerned, having  had  no  experience  with  it,  I  can  say  very  little 
about  it;  but,  looking  at  it  in  a  common-sense  way,  it  hardly 
seems  that  it  can  be  of  any  great  value.  As  far  as  I  can 
learn,  no  specific  action  upon  the  disease  has  been  claimed  for 
the  drug,  the  good  that  it  does  being  ascribed  to  its  power  of 
lowering  the  blood  pressure  and  so  relieving  the  congestion 
and  having  a  favorable  effect  upon  the  disease.  In  adminis- 
tering this  drug  and  lowering  the  blood  pressure  we  are  not 
carrying  out  the  most  important  part  of  the  treatment,  namely, 
removal  of  the  poison.  We  are  putting  more  poison  into  the 
system,  and  instead  of  stimulating  the  patient,  which  will  be 
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necessary  in  a  very  short  time,  owing  to  the  operation,  etc., 
we  are  depressing  her. 

In  considering  the  use  of  chloroform  in  this  disease  it  may 
be  said  that  when  this  drug  first  came  into  general  use  it  was 
regarded  by  many  as  a  specific,  and  is  so  regarded  by  a  few 
to-day.  As  is  well  known,  chloroform  stimulates  the  bronchial 
secretions  and  in  some  patients  produces  a  profuse  bronchor- 
rhea,  which  adds  to  the  already  embarrassed  respiration  due 
to  laryngeal  and  pulmonary  edema.  Besides,  the  tendency  it 
has  to  interfere  with  the  action  of  the  kidneys  will  sometimes 
lead  to  very  unhappy  results.  I  can  recall  a  case  in  which 
death  was  due  to  this  very  cause.  But  fortunately  the  place 
of  chloroform  in  the  treatment  of  eclampsia  is  now  pretty  well 
settled;  no  one  would  rely -upon  it  alone,  but  every  one  is 
willing  to  admit  of  its  value  as  an  adjunct  to  other  treatment. 

Pilocarpine  is  a  drug  that  is  generally  condemned,  as  it  is 
dangerous  owing  to  the  profuse  bronchial  secretions  started. 

Morphine  is  a  useful  drug  in  this  disease,  used  as  an  adju- 
vant to  chloroform. 

Venesection. — Hirst,  of  Philadelphia,  says  phlebotomy  is  at 
present  somewhat  in  disfavor.  He  also  says  that  physicians 
in  the  country  who  have  to  deal  with  strong,  full-blooded  people 
are  obliged,  in  the  treatment  of  pneumonia,  to  use  the  lancet; 
and  in  the  same  class  of  patients  blood-letting  in  eclampsia  is 
indicated.  The  "American  Text  Book  of  Obstetrics"  quotes 
Kaltenbach  as  wisely  saying  that  in  strong,  plethoric  women 
with  great  cyanosis,  bleeding  has  undoubtedly  a  good  effect. 
This  book  goes  on  to  say  that  of  course  it  is  only  in  exceptional 
cases  that  this  treatment  is  indicated.  And  so  it  seems  to  be 
the  general  opinion  that  blood-letting  is  onlj^  indicated  when 
the  pulse  is  very  full  and  bounding.  I  think  I  am  right,  and 
am  sure  this  statement  will  be  generally  substantiated,  when  I 
say  that  it  is  only  in  very  exceptional  cases  that  blood-letting 
is  contraindicated. 

Bleed  not  only  when  the  pulse  is  full  and  bounding,  but  when 
it  is  rapid  and  weak,  if  you  are  sure  the  rapidity  and  weakness 
are  not  due  to  previous  hemorrhage.  The  pulse,  under  such 
treatment,  instead  of  becoming  weaker,  will  get  strong  and 
slower,  as  was  thoroughly  demonstrated  in  my  cases.  You 
remove  the  poison  and  relieve  pulmonary  congestion.  The 
cause  of  the  better  condition  of  the  pulse  in  such  cases  is  the 
removal  from  the  system   and    vital  centres  of  this  poison, 
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which  relieves  the  heart  of  the  embarrassment  and  allows  it 
to  act  better. 

Before  concluding  it  might  not  be  out  of  place  to  suggest  a 
line  of  treatment,  not  offering  much  that  is  new,  but  putting 
it  in  a  way  that  it  may  be  speedily  and  systematically  carried 
out.  The  treatment  is  divided  into  (1)  the  pre-eclamptic, 
applicable,  of  course  only  in  those  cases  where  you  have  been 
fortunate  enough  to  have  had  the  patient  under  your  care  be- 
fore the  attack;  (2)  eclamptic,  when  the  attack  comes  on. 

(1)  Pre-eclamptic. — When  the  premonitory  symptoms  are 
noticed,  especially  epigastric  pain,  frontal  headache,  and  dis- 
turbance of  vision,  prophylactic  treatment  should  be  instituted 
at  once.  This  consists  of  the  following:  Purge  the  bowels, 
stimulate  the  skin  by  warm  baths  twice  a  day,  both  of  which 
measures  aid  in  elimination.  Use  a  milk-and-water  diet. 
Give  sedatives  to  quiet  very  nervous  tendency.  Examine  the 
urine  quantitatively  for  urea;  if  the  kidneys  are  not  secreting 
a  normal  quantity  of  urea,  stimulate  and  keep  patient  under 
close  observation.  If  under  such  treatment  the  symptoms  do 
not  improve,  or,  it  may  be,  get  Avorse,  especially  if  examina- 
tion of  the  urine  shows  continued  diminution  in  the  amount  of 
urea,  we  think  that  interference  is  justifiable. 

(2)  Eclamptic. — If,  as  in  the  majority  of  cases,  we  do  not 
see  the  patient  until  after  convulsions  have  occurred,  the  best 
thing  is  to  give  morphia  hypodermatically  at  once.  Of  course 
the  woman  has  to  be  delivered,  but  a  certain  time  elapses  be- 
fore this  can  be  done.  With  the  morphia  we  may  inject  into 
the  bowel  forty  grains  of  chloral  and  one  drachm  of  bromide  of 
potassium.  The  deliver}^  should  be  accomplished  as  soon  as 
possible,  and  our  efforts  must  be  made  with  this  end  in  view. 

It  is  usually  necessary  to  anesthetize  the  patient,  and  chloro- 
form must  be  used  for  this,  but  using  as  little  as  possible  for 
reasons  given  before.  The  selection  of  operation  will  depend 
upon  the  conditions  present.  It  will  usually  be  either  forceps 
or  version,  more  frequently  the  latter.  Use  force  if  necessary. 
The  disease  cannot  be  treated  until  the  cause  is  removed. 

After  delivery  do  not,  as  is  usually  the  case,  stimulate  the 
uterus  to  contract,  but  let  it  remain  relaxed,  and  bleed  until  the 
patient's  symptoms  show  that  she  has  bled  enough.  If  suf- 
ficient hemorrhage  does  not  take  place  from  the  uterus,  open  a 
vein .  As  soon  as  possible  after  delivery  salt  solution  should 
be  introduced  into  the  cellular  tissue  under  the  mammae.  As 
much  as  700  cubic  centimetres  can  be  injected  under  each. 
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The  salt  solution  is  not  only  indicated  immediately  after  deliv- 
ery, but  for  several  days  after,  depending  upon  the  condition 
of  the  patient.  The  next  important  consideration  is  elimina- 
tion other  than  by  blood-letting.  This  is  done  through  the 
bowels,  kidneys,  and  skin.  The  bowels  appear  to  be  especially 
sluggish  in  this  disease,  and  the  only  drug  that  seems  efficient 
is  croton  oil  and  that  in  large  doses.  It  is  our  custom  in  the 
hospital  to  give,  as  soon  after  delivery  as  possible,  two  drops 
in  two  drachms  of  olive  oil,  the  olive  oil  preventing  the  severe 
irritation  sometimes  caused.  As  soon  as  patient  rouses  suf- 
ficiently she  is  given  drachm  doses  of  Epsom  salts  every  hour, 
and.  if  this  is  not  effectual,  an  enema.  The  salt  solution  usually 
acts  wonderfully  well  in  increasing  the  secretion  of  urine,  but 
if  the  kidneys  continue  to  act  very  badly,  dry  and  wet  cups  are 
applied  and  a  half- ounce  of  the  infusion  of  digitalis  is  given 
every  four  hours.     The  diet  is  exclusively  milk. 

To  stimulate  the  skin  the  hot-air  bath  or  the  wet  pack  is 
used,  each  with  good  results.     Tonic  during  convalescence. 

In  conclusion  it  may  be  said  that  it  is  impossible  to  realize 
the  great  advantages  of  the  salt  solution  without  having  used 
it  and  watched  the  results. 


THE  DIAGNOSTIC  VALUE  OF  PAIN  IN  GYNECOLOGY. 
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(In  two  parts.) 


PART   II. 
GENERAL   CONSIDERATION   OF   PAIN  IN  GYNECOLOGY. 

In  connection  with  what  I  have  said  of  sensations  of  psychical 
origin,  which  does  not  entirely  correspond  to  our  present  views 
about  pain,  it  is  proper  to  speak  of  pain  in  general  as  dealt 
with  in  gynecology.  The  atypical  character  of  the  pains  already 
discussed  is  noted  by  all  authors,  and  each  differs  in  his  charac- 
terization; one  speaks  of  it  as  an  "ideal  pain,"  another  as  a 
"pseudo,"  or  "psychical,"  or  "illegitimate,"  or  "hysterical" 
pain.     If  in  contradistinction  to  these  sensations — which  are 
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perhaps  of  cortical  origin — I  speak  now  of  genuine  pain,  I  am 
aware  that  I  attempt  a  diflScult  task,  and  I  would  consider  my 
efforts  in  this  field,  and  especially  the  classifications  of  the 
various  pains,  as  a  mere  attempt  to  explain  the  significance  of 
the  same  as  we  meet  them.  Pain  in  general  is  from  the  first  of 
an  immeasurable  and  inestimable  magnitude.  We  are  obliged 
to  accept  the  statement  of  the  patient;  yet  we  cannot  always 
take  as  a  measure  of  the  degree  of  her  sensation  the  expression 
of  the  face,  or  the  manifestation  of  her  suffering  by  complain- 
ing, moaning,  groaning,  or  tears,  and  we  have  to  remember 
always  that  one  stands  pain  better  than  another.  Some  pain 
we  can  closely  estimate — for  example,  the  pain  of  labor.  It  is 
surprising  that  our  histories  do  not  say  anything  of  the  patients 
having  felt  this  genuine  pain  as  something  abnormal,  or  that 
the  pain  of  an  expected  confinement  should  not  be  feared. 
Genuine  pain  is  well  borne  by  the  hysterical,  and  this  shows 
again  that  the  hyperesthesias  belong  to  quite  a  different  field 
of  sensation.  Intensity  of  the  pain  we  can  surmise  but  not 
definitely  ascertain.  The  extent  of  a  hemorrhage  can  be 
judged  of,  the  size  of  an  exudate  felt,  the  increase  of  a  tumor 
can  be  made  out,  but  in  the  complaint  of  a  patient  we  are  al- 
ways compelled  to  accept  her  statement;  that  is  the  expression  of 
her  psyche.  Concerning  the  role  of  the  psyche  in  this  I  find 
the  following  interesting  passage  by  Janet,'  who  says:  "Up 
to  the  present  time  sensation  has  been  considered  to  be  that 
primal  condition  of  consciousness  which  cannot  be  resolved  into 
simpler  elements."  He  shows  further  that  such  an  analysis  is 
possible.  For  instance,  if  one  says,  "  I  feel,"  then  one  of  these 
words,  feeling,  strictly  considered,  is  a  mere  incident.  But  it  is 
different  with  the  word  "  I "' ;  this  is  an  expression  of  person- 
ality, that  is,  the  union  of  all  present  sensation,  the  remem- 
brance of  all  past  impressions,  and  the  imagination  of  future 
impressions.  There  would,  therefore,  be  present  in  the  expres- 
sion "  I  feel"  two  things — a  small  new  psychological  fact  and 
a  vast  amount  of  already  arranged  thought,  the  "I."  These 
entities  overlap  and  combine,  and  when  one  says  "  I  feel "  it 
means  that  the  great  personal  conception  has  absorbed  the 
small  newly  originated  sensation.  Janet  says:  ''  I  would  dare 
to  make  the  comparison  that  the  '  I '  is  an  excessively  hungry, 
living  being,  a  sort  of  ameba  which  sends  out  prolongations 
to  entrap  the  small  beings,  the  slight  sensations  which  have 
'  "The  Psychical  Condition  of  Hysterics,'  p.  51. 
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started  at  its  side,  and  takes  them  into  itself."  In  all  these 
hysterical  perversions  of  sensibility  there  must  be  an  exaltation 
of  the  ego,  an  exaggeration  of  the  personal  sense. 

Pain  is  the  worst  torture  of  man.  Because  of  pain  we  send 
quickest  for  the  physician;  pain  most  easily  excites  his  compas- 
sion, most  easily  gives  him  cause  for  interference.  But  what 
is  pain?  Is  it  only  an  exaggerated  tactile  sensation?  Even 
tactile  sensations  have  a  psychical  character.  The  touch  of  the 
hand  of  a  stranger  conveys  a  sensation  distinctly  different  from 
that  of  a  friend.  It  is  also  known  that  one  cannot  tickle  him- 
self, and  that  sensations  which  various  persons  may  feel  from 
the  same  irritant  are  manifold . 

What  does  physiology  understand  by  pain  ?  Herman,  Bricker, 
and  Landois  describe  tactile  nerves,  which  carry  sensation  of 
pressure  and  temperature,  and,  besides  these,  special  nerves  that 
convey  the  sensation  of  pain.  These  very  likely  have  different 
peripheral  endings  and  different  perception  centres  in  the  brain. 
In  proof  of  this  are  the  following  facts: 

1.  That  visceral  nerves  convey  sensations  of  pain,  but  not 
tactile  or  temperature  sensations. 

2.  That,  when  under  the  influence  of  narcotics,  tactile  sensa- 
tions may  persist  while  the  sensation  of  pain  has  been  abolished.'' 
This  view  of  the  specific  pain  nerves  with  their  special  end  or- 
gans is  also  advocated  by  Frey  and  Richett,  while  Oppenheim 
looks  upon  the  nerves  of  the  vessels  as  the  transmitters  of  pain^ 
and  Gowers  would  have  the  tactile  nerves  play  the  same  role. 
Goldscheider  absolutely  denies  the  existence  of  specific  pain 
nerves.  He  refers  to  the  observation  of  Naunyn.  The  latter 
found  that  a  slight  irritant,  not  enough  to  cause  any  sensation 
of  pain, if  applied  rhythmically  and  for  a  long  enough  time  would 
produce  pain,  even  in  the  normal  skin.  In  this  way  the  sensation 
of  pain  can  be  explained  without  necessitating  the  existence  of 
a  special  end  apparatus  and  a  special  conducting  path,  which 
either  anatomically  or  physiologically  have  not  yet  been  dem- 
onstrated. If,  therefore,  the  viscera  are  painful  only  during 
disease  processes,  this  is  explained  by  the  supposition  that  it 
takes  a  prolonged  repetition  of  irritants  before  the  subpainful 
limit  is  passed.  On  the  appearance  of  an  intense  acute  pain 
we  can  suppose  that  the  irritant  impulses  come  very  rapidly 
one  on  top  of  another,  in  a  manner  comparable  to  the  vibrations 
of  the  hammer  of  an  induction  apparatus,  but  infinitely  more 
rapid,  so  that  even  the  most  severe  pain  can  be  thus  explained, 

'   Landois'  "  Physiology,"  p.  955. 
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But  how  is  the  pain  irritant  conducted?  Where  do  the 
paths  lead  to?  In  other  words,  where  is  the  pain  centre?  We 
have  to  look  for  it  in  the  ganglia  of  the  posterior  gray  sensitive 
columns  of  the  spinal  cord,  and  consider  the  nature  of  pain  as 
an  increased  irritation  of  such  hyperalgesic  ganglia.  The  cord 
itself  is  supposed  to  he  insensitive,  just  as  the  brain  is  not  sen- 
sitive except  over  some  verj^  small  areas.  A  sensitive  nerve 
itself  is  much  less  sensitive  than  its  endings.  If  these  endings 
are  abnormally  excitable  there  is  a  hyperesthesia.  This  can 
be  explained  either  by  the  exclusion  of  certain  limiting  tracts 
or  by  increase  of  function.  Sach  exclusion  of  limiting  tracts 
seems  to  be  present  in  the  hysterical  hyperesthesias,  and  in- 
crease of  function  in  neuralgia,  etc.  As  soon  as  the  ganglion 
cells  of  the  posterior  tracts  are  recognized  as  pain  centres,  it  is 
evident  that  every  centripetal  irritant  can  excite  the  adjoining 
segment  under  certain  circumstances.  This  is  the  only  way  in 
which  we  can  explain  the  co-sensation,  the  so-called  douleurs 
echotives.  This  field  of  co  sensation  has  been  recently  carefully 
studied  by  Head.  Head's  conclusions  have  to  be  examined, 
however,  if  they  are  to  carry  any  great  weight.  They  are  in 
effect  as  follows:  Every  pathological  disturbance  is  reported  to 
the  spinal  cord  by  sympathetic  nerves.  The  centres  for  the 
sympathetic  nerves  lie  adjacent  to  those  for  the  sensitive 
nerves.  If  there  comes,  therefore,  a  sympathetic  impulse  from 
the  periphery,  it  is  reflected  to  the  sensitive  tract.  The  conse- 
quence is  a  tenderness  of  certain  skin  zones,  and  there  should 
be  a  special  skin  zone  for  each  visceral  organ.  In  the  presence 
of  a  renal  calculus,  for  instance,  there  is  a  specific  regional 
sensitiveness  of  the  skin,  with  gall  stones  there  is  another, 
and  so  on  through  an  easily  understood  schema. 

Head's  theory  acquires  a  special  significance  frr m  the  fact 
that  he  found  the  various  sensitive  skin  zones  corresponded 
exactly  with  the  areas  affected  in  the  various  herpes.  This 
opens  a  new  and  wide  field  in  nerve  physiology  and  pathology. 
Setting  aside  the  still  mooted  question  of  the  procedure  of 
transference  of  a  pain  from  the  periphery  to  the  centre,  it  must 
be  a  very  complicated  one,  because  different  qualities  of  pain 
are  reported  to  the  consciousness  in  a  different  manner.  A 
burn  is  differentiated  at  once  from  a  cut,  perhaps  because  in 
the  one  the  heat-conducting,  while  in  the  other  the  touch-con- 
ducting, ends  are  especially  disturbed.  Physiology  recognizes 
sticking,  cutting,  burning,  boring,  aching,  knocking,  pressing, 
knotting,  tearing,  picking,  and  dumb  pain,  the  cause  of  which, 
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Landois  says,  is  entirely  unexplained.'  Although  we  know- 
very  little  about  measuring  the  intensity  of  pain,  we  know  still 
less  of  the  process  of  transmission  and  its  application  in  the 
cord  and  in  the  brain  cells.  As  to  the  various  qualitative  sen- 
sations, we  can  at  least  make  an  attempt  to  classify  them  ac- 
cording to  their  causes.  So  we  must  first  presuppose  the 
existence  of  a  visceral  pain.  Every  organ  has  its  specific  sen- 
sation, which  gives  the  correct  interpretation  of  the  pain 
originating  in  it.  A  toothache  is  something  entirely  different 
from  an  earache.  A  blow  over  the  stomach  is  felt  as  a  sensa- 
tion entirely  different  from  pressure  in  the  ileo-cecal  region, 
and  pressure  on  the  ovary  is  felt  as  a  sensation  akin  to  faint- 
ness.  Pressure  on  the  uterus  produces  a  dull  but  entirely 
typical  sensation.  This  visceral  pain  never  exists  by  itself. 
We  must  always  have  an  irritant  m  order  to  excite  it,  and 
the  pain  varies  according  to  the  nature  of  this  irritant. 

1.  Traumatic  Pain. — Here  the  nerve  endings  are  either 
directly  irritated  or  are  pressed  upon  by  exuded  blood.  Nor- 
mal wound  pain  is  verjr  intense  in  the  beginning,  but  soon 
diminishes  in  severity.  It  has  something  specific  about  it,  and 
one  recognizes  it  as  a  wound  pain.  If  there  is,  in  addition  to 
this,  chemical  change  in  the  tissues,  as  in  a  burn  or  eschar, 
then  its  character  changes,  but  even  then  it  still  has  something 
specific  about  it  besides  its  changed  intensity  and  duration. 

2.  Contractile  Pain. — Examples  of  this  are  presented  by 
the  labor  pain,  by  a  distended  tube  or  a  distended  bladder. 
This  pain  is  typical  in  its  recurrences  and  is  rhythmical  in  char- 
acter, following  distension  or  contraction  of  the  organ. 

3.  Inflammatory  Pain. — It  is  caused  in  part  by  swelling  of 
the  tissues  and  pressure  on  the  nerve  endings,  and  very  likely 
by  the  direct  chemical  or  toxic  effects  of  the  pus  corpuscles. 
It  is  spoken  of  as  sticking  and  cutting,  and,  when  the  pressure 
is  increased  with  each  pulse  wave,  as  a  gnawing  or  beating. 

4.  Neuralgiaform  Pain. — For  practical  reasons  I  speak 
collectively  of  the  neuritic  and  the  neuralgia  pain,  but  would 
remind  the  reader  that  each  can  be  distinguished  frequently 
from  the  other.  Neuralgic  pain  is  paroxysmal.  It  has  dis- 
tinct intermissions,  and  generally  it  is  more  severe  than  a  neu- 
ritic pain.  The  latter  is  more  permanent,  less  intense,  and  of 
a  more  subdued  character.  It  is  frequently  accompanied  by 
trophic  disturbances,  such  as  herpes  zoster  and  herpes  vulvae. 

It  is  remarkable  that  in  neuritis  the  pathological  changes  in 
.    '  Landois'  "  Physiology,"  p.  963. 
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the  nerve  are  very  great  as  compared  with  those  in  neuralgia, 
where,  in  spite  of  the  very  severe  pain,  no  positive  changes  can 
be  found.'  Taking  neuritic  and  neuralgic  pains  together,  we 
find  it  typical  for  both  of  them  that  they  follow  the  course  of 
nerves.  In  neuralgia  we  find  lancinating,  lightning-like,  very 
annoying  sensations,  which  frequently  increase  at  certain 
hours. 

5.  Hysterical  Pain. — This  is  not  necessarily  connected  with 
any  organ  or  division  of  nerves.  It  chooses  its  zone  indepen- 
dently of  the  course  of  nerves.  These  zones  frequently  form 
geometrical  figures.  It  is  dependent  on  psychical  alterations. 
It  is  not  influenced  by  rest.  It  is  subject  to  suggestion  and  is 
referable  to  central  disturbances.  It  is  mostly  designated  as 
burning. 

This  division  of  pain  into  five  categories  I  have  chosen  on  a 
purely  practical  basis.  Pain  in  general  has  for  a  long  time 
been  spoken  of  as  wound  pain,  cramp  pain,  nerve  pain,  and  in- 
flammation pain. 

We  could,  with  some  reservation,  adopt  the  following  divi- 
sions: 

Traumatic  Pain. — The  irritation  of  the  sensitive  nerves  by 
insults  from  the  outside. 

Contractile  Pain. — The  irritation  of  the  sensitive  nerves 
through  muscle  contraction  (contraction  of  vessels?). 

Neuralgiaform  Pain.  — Irritation  of  the  sensitive  nerves  by 
changes  in  the  nerves  themselves,  possibly  also  in  the  ganglia. 

Inflammatory  Pain. — Reflex  action  from  disturbance  in  the 
sympathetic  nerve  system  (trophic  changes)  to  the  sensitive 
nerves. 

Hysterical  Pain. — Disturbance  in  the  central  nervous  sys- 
tem. 

We  will  now  consider  the  single  organs  belonging  to  the 
domain  of  gynecology. 

I  do  not  endeavor  to  give  every  source  of  pain,  but  only  gen- 
eral examples.  From  these  examples  it  will  be  seen  that  in  the 
internal  organs  there  are  also  hysterical  hyperesthesias,  so  that 
to  the  picture  of  hyperesthesia  of  the  abdominal  walls  we 
must  add  these  similar  and  related  manifestations. 

VULVA  AND   INTROITUS  VAGINA. 

The  division  of  the  sensitive  nerves  is  here  rather  compli- 
cated.    The  ileo-inguinal  nerve  supplies  the  region  of  the  mons 
'  Bottinger:  Mitth.  aus  dem  Grenzgebiet  Med.  u.  Chir.,  Bd.  ii.,  p.  797. 
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veneris,  the  dorsalis  clitoridis  supplies  the  clitoris,  the  anterior 
labial  branch  of  the  external  spermatic  supplies  the  upper  half 
of  the  labia  majora,  while  the  posterior  labio-perineal  branch 
of  the  pudic  supplies  the  lower  half  of  the  same.  The  peri- 
neal branch  of  the  pudic  nerve  supplies  the  labia  minora,  the 
urethral  orifice,  and  the  hymen. 

1.  Traumatic  Pain. — We  find  it  in  the  rupture  of  the  hy- 
men, rupture  of  the  perineum  and  other  injuries  occurring  at 
birth,  in  operations  about  the  perineum,  etc.  The  sensation  of 
pain  is  very  acute,  but  quickly  disappears,  except  when  there 
is  a  flow  of  urine  over  the  injured  area;  then  its  character  is 
changed  and  it  is  designated  as  being  sore,  with  a  more  or 
less  severe  burning  and  itching,  and  occurs  only  if  there  is  a 
great  tension  of  the  parts  from  edema  of  a  wound  edge  or  a 
hematoma  of  the  labia.  On  rupture  of  a  varix  of  the  vulva 
there  is  frequently  no  pain  present.  I  saw  such  a  case  which 
was  mistaken  for  a  placenta  previa.  The  hemorrhage  was 
enormous,  but  one  could  not  suspect  the  source  of  the  hemor- 
rhage from  the  location  of  the  pain. 

2.  Contractile  Pain. — Some  cases  of  vaginismus  follow 
slight  injuries  of  the  introitus.  These  are  the  cases  that  may 
be  completely  cured  by  the  healing  of  the  fissures  and  after 
mechanical  dilatation.  Other  cases  belong  distinctly  in  the 
domain  of  hysteria.  Vaginismus  is  described  as  a  painful 
contraction,  and  this  contraction  of  the  various  muscular 
groups  can  frequently  be  seen  distinctly. 

3.  Inflammatory  Pain. — Here  we  perceive  frequently  exten- 
sive pathological  changes  without  any  pain,  as  in  condylomata 
lata  or  condylomata  acuminata.  Even  in  carcinoma  of  the 
vulva  there  is  little  pain.  When  pus  is  present  redness  and 
swelling  follow.  Then  the  patient  says  the  pus  "  eats."  Fur- 
uncles are  excessively  painful.  We  find  in  gonorrhea  a  burn- 
ing, itching,  and  sticking  pain,  and  certain  parts  are  especially 
sensitive,  as  the  urethral  opening,  the  fossa  navicularis,  and 
mouths  of  the  Bartholinian  glands,  which  show  in  this  condi- 
tion the  macula  gonorrhoica.  Special  pain  is  also  caused  by 
Bartholinitis  or  senile  colpitis  with  its  sticky  secretion  and  yel- 
lowish, thin,  and  shining  mucous  membrane.  The  sensation 
of  pain  which  follows  scratching  in  consequence  of  pruritus  is 
also  characteristic. 

4.  Neuralgiaform  Pain. — We  see  it  appearing  typically  in 
herpes  vulvse  as  a  neuralgia  of  the  ileo-inguinal  nerve  or  ex- 
ternal spermatic.     It  is  designated  as  a  drawing,  gnawing,  or 
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boring,  is  extremely  annoying,  is  always  one-sided,  and  is  pres- 
ent a  few  days  before  the  appearance  of  the  vesicles.  Phena- 
cetin,  antipyrin,  etc.,  are  specific  remedies  for  this  pain. 

0,  Hysterical  Pain.  This  is  of  much  significance  in  most 
cases  of  vaginismus,  because  it  is  well  known  that  the  great- 
est role  is  played  here  by  central  influence.  Schauta '  ex- 
presses himself  as  follows:  "Vaginismus  is  produced  by  the 
very  idea  of  being  touched."  Schroder  says  about  it:  '"These 
cases  are  ordinarily  of  psychical  nature,  the  consequences  of 
excessive  nervousness,  and  have  nothing  in  common  with 
mechanical  irritation  of  the  introitus.^" 

I  would  like  only  to  prove  that  this  excessive  nervousness  is 
in  many  cases  nothing  more  than  hysteria  and  that  hyperes- 
thetic  zones  can  be  demonstrated. 

Naturally  I  do  not  consider  patients  with  neurotic  tenden- 
cies who  complain  of  absence  of  libido  or  have  an  aversion  to 
cohabitation.  I  mean  to  speak  here  only  of  genuine  vaginis- 
mus. As  in  hysterical  tic  of  the  eyelids,  in  consequence  of 
hyperesthesia  of  the  skin,  a  spasm  of  the  orbicularis  is  brought 
about,  so  we  have  here  a  similar  spasm  of  the  constrictor  cunni 
and  levator  ani. 

The  differentiation  is  very  great  between  hyperesthesia  of 
the  introitus  and  vaginismus,  and  yet  Olshausen '  and  Win- 
scheid '  say  correctly  that  the  latter  is  only  a  higher  degree 
of  the  first.  It  is  a  common  occurrence  that  these  cases  of 
vaginismus  recur  after  childbirth,  when  we  certainly  can- 
not speak  of  mechanical  narrowing.  It  has  been  frequently 
recommended  that  vaginismus  occurring  shortly  after  mar- 
riage should  be  treated  by  removal  of  the  hymen.  He  who 
has  done  this  knows  that  a  prolonged  after-treatment,  consist- 
ing of  frequent  dilatations,  has  to  follow  it.  Does  not  that  in 
itself  show  that  operative  interference  is  not  curative,  that  it 
does  not  reach  the  root  of  the  trouble?  Because  aqueous  solu- 
tions of  cocaine  have  no  effect  whatsoever  on  these  hyperesthe- 
sias, Olshausen  long  ago  suspected  the  psychical  nature  of  this 
pain.  Opium  suppositories  are  also  of  very  slight  use.  This 
is  easily  explained  when  one  considers  that  narcotics  do  not 
act  well  in  hysterical  pain.  I  have  excised  the  hymen  shortly 
after  marriage  in  two  cases,  but  hyperesthesia  was  present  the 
same  as  before,  with  the  exception  that  it  was  localized  in  a 

'  Winscheid:  "  Neuro-Pathologie  und  Gynakologie,"  p.  110. 
^  Zeitschr.  f.  Geb.  und  Gyn.    Bd.  xxii. 
^  "  Neuro-Path  und  Gyn.,"  p.  1(9. 
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slightly  different  manner  after  the  operation.  The  treatment 
should  have  been,  from  the  very  beginning,  dilatation  and  gal- 
vanization (I  use  here  a  ring  speculum  which  I  connect  with 
the  anode).  I  also  had  a  case  where  hysterical  hyperesthesia 
of  the  introitus  and  of  the  perineal  region  was  present.  For- 
merly the  case  would  have  been  looked  upon  as  a  recto-vaginal 
neuralgia,  or  even  one  of  recto-vagino-vesical  neuralgia. 

Case  XXVIII. — Hyperesthesia  of  the  introitus  in  an 
elderly  woman  with  a  neuropathic  tendency  and  all  sorts  of 
local  complaints.  Distinct  hysterical  stigmata.  Rapid  im- 
provement on  galvanization. 

Mrs.  X.,  58  years  old.  First  menstruated  at  15,  slight. 
Somnambulistic  when  a  young  girl,  and  was  frequently  subject 
to  stomach-ache.  The  disturbances  of  the  stomach  she  says 
were  less  dependent  on  real  causes  than  on  psychical  causes. 
She  says  that  during  her  confirmation  time  she  was  a  religious 
fanatic,  and  later  she  suddenly,  without  any  special  reason  ,^ 
developed  an  irresistible  affection  for  every  stranger,  to  such 
an  extent  that  this  inclination  ruled  all  of  her  thoughts.  As  a 
young  woman  she  was  also  frequently  troubled  with  her  stom- 
ach. Her  physician  told  her  it  was  hysterical,  especially  as 
she  always  had  a  sensation  as  though  there  was  a  lump  in  her 
throat.  She  gave  birth  to  four  living  children  without  assist- 
ance, the  last  one  sixteen  years  ago  after  a  thirteen-year  inter- 
val. Menopause  at  48.  Was  well  to  one  year  ago,  with  the 
exception  of  a  few  nervous  difficulties  and  of  neuralgias  of  the 
lower  part  of  the  abdomen.  A  year  ago  she  went  to  a  special- 
ist because  she  had  a  sensation  of  irritation  in  the  vagina  and 
urethra.  The  doctor  found  what  he  considered  a  malignant 
neoplasm  and  cauterized  a  suspicious  spot  on  the  cervix.  Not- 
withstanding the  healing  of  this  condition,  the  irritation  per- 
sisted. Occasionally  it  was  a  sticking,  at  other  times  a  burn- 
ing and  an  itching;  besides  there  was  present  a  bearing-down 
feeling  in  the  rectum,  vagina,  and  bladder,  "  as  though  she 
had  something  there."  She  had  to  run  to  the  closet  frequently, 
because  she  had  a  sensation  as  though  she  had  something  in 
her  bowel  that  wanted  to  come  away.  If  a  small  tampon  was 
placed  in  her  vagina  the  irritation  was  considerably  increased 
until  the  tampon  was  removed  The  frequent  desire  to  urinate 
had  existed  when  she  was  a  young  girl.  Every  excitement 
affected  her  bladder. 

At  first  it  was  not  easy  to  recognize  the  hysterical  back- 
ground of  these  complaints,  since  other  apparent  changes 
were  present.  Perhaps  they  were  the  agents  provocateurs 
through  which  the  attention  of  the  patient  had  been  called  to 
these  parts  over  and  over  again.  It  is  certain  that  every  local 
and  technically  rational  treatment  tended  to  increase  the  irri- 
tation and  her  suffering.  It  is  also  certain  that  these  difficul- 
ties were  present  after  all  local  lesions  had  been  healed,  and 
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finally  that  only  the  galvanic  current  brought  relief  to  the  suf- 
fering. 

Concerning  the  objective  changes,  I  found  a  typical  senile 
colpitis,  a  furuncle  of  the  introitus,  and  herpes  of  the  left  la- 
bium minus.  Whatever  had  been  done  for  her  suffering,  the 
sensation  of  irritation  remained  unchanged  or  became  worse. 
If  the  vagina  was  cauterized  with  a  weak  solution  of  nitrate  of 
silver,  which  acts  like  a  charm  in  senile  colpitis,  she  continued 
to  complain;  if  a  small  medicated  tampon  was  introduced  she 
became  still  worse. 

Zinc  and  starch,  ordered  for  the  herpes,  caused  an  irritating 
crust.  The  same  results  were  obtained  with  cocaine,  in  oint- 
ment or  solution,  lead  water,  mild  carbolic  acid  wash,  and  sitz 
baths  for  her  furuncles.  There  was  sugar  in  the  urine.  After 
removal  of  all  these  inflammatory  conditions  nothing  was 
found  to  cause  her  any  difficulty,  but  her  complaints  were  still 
the  same.  On  closer  examination  we  found  the  following:  In 
the  region  of  the  clitoris,  on  the  slightest  touch  with  the  pencil 
brush,  there  was  exquisite  pain,  so  that  the  patient  threw  her- 
self about  on  the  examining  table.  There  was  also  a  very  ex- 
cessive hyperesthesia  at  the  urethral  opening.  The  left  labium 
minus  was  also  hyperesthetic,  and  a  touch  on  the  perineal  or 
anal  region  was  more  sensitive  on  the  left  than  on  the  right 
side.  On  further  examination  we  found  the  entire  left  side  of 
the  body  hyperesthetic.  The  pharynx  was  anesthetic  and  the 
conjunctiva  bulbi  and  the  cornea  itself.  All  remedies  had  no 
effect  and  only  made  matters  worse.  The  effect  of  the  anode 
was  therefore  a  more  surprising  one.  After  the  first  applica- 
tion the  patient  said  she  had  not  felt  so  well  for  months,  and 
two  more  seances  sufficed  to  relieve  her.  Recently  I  saw  her 
because  all  the  irritations  have  reappeared,  but  without  signs 
of  disease.  She  requested  to  be  galvanized  again,  which  I 
have  done  three  times,  but  cannot  say  whether  the  result  will 
be  permanent  or  not. 

I  will  present  here  two  further  cases  of  hyperesthesia  and 
subsequent  vaginismus  in  young  girls  where  there  could  not 
have  been  any  injury  by  cohabitation. 

Case  XXIX. — Excessive  vaginismus  in  a  young  unmar- 
ried girl,  complicated  with  glandular  endometritis.  The 
vaginismus  remained  luJien  the  endometritis  icas  cured. 
Hyperesthesia  and  undoubted  stigmata  can  be  referred  to 
hysteria. 

Miss  X.,  33  years  old  ;  first  menstruation  at  14,  irregular, 
slight,  always  with  excessive  pain  in  the  stomach.  Came  three 
years  ago  into  my  care  with  excessive  irregular  menstruation, 
considerable  fluor,  soreness,  pain  in  her  back,  and  pain  in  the 
left  side  of  the  abdomen;  excessive  vaginismus — the  slightest 
touch  caused  a  convulsive  contraction.  Curetting  under  nar- 
cosis removed  an  excessively  large  amount  of  tissue.  Micro- 
scopical examination  showed   a  glandular    endometritis.     A 
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year  after,  the  curetting  is  repeated,  and  this  time  considerably 
less  found.     Uterus  was  decreased  in  size. 

A  microscopical  examination  showed  less  inflammation  of 
the  glands  than  the  first  time.  During  these  two  narcoses,  on 
account  of  the  very  painful  contraction  which  occurred  during 
and  after  each  menstruation,  the  introitus  was  energetically 
stretched  with  the  fingers  and  the  speculum;  but  with  all  this 
the  vaginismus  persisted  even  after  the  cessation  of  the  fluor. 
Even  before  touching  the  vulva  one  could  see  the  levator  ani 
contract,  and  the  patient  would  lie  on  the  examining  table 
groaning  and  moaning.  Narcotics  in  large  doses  (morphine 
and  cocaine)  had  almost  no  influence  on  the  pain.  The  same 
result  was  noted  when  narcotics  were  used  for  her  insomnia, 
while  a  galvanization  of  the  head  was  a  remarkable  success. 
On  close  examination  we  found  an  excessive  hyperesthesia  of 
the  entire  leftlabiocrural  region.  The  slightest  touch  with  the 
sound  is  designated  here  as  pain,  and  she  reacts  to  it  accord- 
ingly. With  the  galvanic  current  the  irritability  in  this  region 
is  relieved.  To  the  right  a  current  of  four  milamperes  is  felt; 
to  the  left,  corresponding  to  the  hyperesthesia,  one  of  twelve 
milamperes.  There  is  further  present  a  hyperesthetic  zone  on 
the  left  of  the  abdomen  and  an  analgesic  zone  over  the  right 
shoulder  blade  and  right  knee.  Deep  punctures  here  are  not 
felt.  The  conjunctiva  bulbi  and  the  pharynx  are  entirely  anes- 
thetic. The  galvanic  current  caused  a  temporary  relief  of  the 
vaginismus,  but  I  did  not  succeed  in  relieving  the  patient  en- 
tirely, perhaps  because  there  was  a  persistent  agent  provoca- 
teur in  her  fatnily  surroundings. 

Case  XXX. — Hyperesthesia  of  the  introitus.  Vaginis- 
mus of  hysterical  origin  favorably  influenced  by  iron  and 
the  galvanic  current. 

Miss  X..  32  years  old;  first  menstruated  at  14,  six  days' 
duration,  slight,  without  pain.  Four  years  ago  she  was  ope- 
rated on  for  goitre  in  Basedow's  disease.  Palpitation  and 
shortening  of  breath  still  persisted,  but  the  eyes  were  less 
prominent  She  comes  now  for  pain  in  her  back.  Frequent 
menstruation  every  two  or  three  weeks,  and  weakness;  no 
whites.  The  complaint  remains  the  same  after  replacing  the 
retroflexed  uterus  and  the  introduction  of  a  pessary.  The 
patient  says  she  has  cramps  or  convulsions  at  home  and  be- 
comes unconscious.  Just  before  her  menstruation  she  has  a 
squint  (spasms),  and  motion  in  her  abdomen.  She  dreams 
much  of  men  who  wish  to  assault  her.  Then  there  occurs  a 
very  painful  contraction  of  the  introitus,  which  wakes  her  up 
and  forces  her  to  moan  and  to  cry. 

Every  afternoon  at  4:30  she  is  said  to  have  an  attack  of 
chills,  followed  by  a  sensation  of  heat,  but  with  no  fever. 
Quinine  is  without  any  action.  She  is  anemic,  there  is  hyper- 
esthesia of  the  right  abdominal  walls,  hyperesthesia  of  the 
clitoris  and  of  the  right  small  labium.  On  the  slightest  touch 
she  turns  and  moans,  during  which  the  perineal  muscles  and 
the  constrictors  contract  spasmodically.  She  has  anesthesia  of 
41 
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the  conjunctiva  bulbi  and  of  the  pharynx.  Rapid  improve- 
ment followed  treatment  by  iron  and  the  application  of  the 
galvanic  current  to  the  introitus. 

In  the  year  1889,  in  the  Centralhlatt  fiir  Gyndkologie, 
1889,  No.  50,  I  reported  two  cases  of  vaginismus  of  nervous 
origin  which  were  cured  by  the  use  of  the  galvanic  current.  I 
referred  then  to  the  publication  of  V.  Campe,^  who  has  also 
cured  pruritus  vulvas  by  the  galvanic  current.  The  pain  has 
considerable  similarity  to  the  itching  irritation  noted  by  Gold- 
scheider,  and  he  called  attention  to  the  fact  that  in  both  dys- 
menorrhea was  present;  furthermore,  that  with  the  relief  of 
this  vaginismus  the  sensitiveness  to  the  galvanic  current  was 
increased.  At  that  time  I  did  not  designate  the  affections  by 
their  propar  name — that  is,  hyperesthetic  hysterical  zones  of 
the  introitus  vaginae. 

VAGINA. 

Concerning  pain  in  the  vagina  we  can  be  brief,  because  this 
organ  is  comparatively  insensitive.  Calmann "  says:  "It  is 
surprising  how  rarely  patients,  multiparse  as  well  as  nulliparae, 
with  narrow  vaginae,  who  have  been  examined  a  number  of 
times,  hardly  recognized  the  carefully  introduced  finger.  A 
small  number  do  not  feel  it  at  all.  Most  of  them  designate  it 
as  an  instrument  known  to  them,  or  shown  to  them  at  the 
moment.  Calmann  once  packed  the  vagina  full  of  cotton  and 
shot  without  the  patient  knowing  that  she  had  anything  inside 
of  her.  Pessaries  are  ordinarily  not  felt.  The  vagina  is  sup- 
plied by  sensitive  nerves  from  the  perineal  branch  of  the  mid- 
dle hemorrhoidal  nerve,  the  same  nerve  which  supplies  the 
urethra  and  the  rectum.  A  dull  pain  is  present  when  the 
vagina  is  distended  by  a  very  large  ring.  In  a  case  of  diph- 
theritic colpitis  during  pregnancy  which  I  saw  there  was  also 
a  dull  pain  in  the  pelvis.  Ulcerations  caused  by  pessaries  are 
not  felt  in  a  manner  corresponding  to  the  pathological  changes 
present. 

Primary  carcinoma  of  the  vagina  causes  hardly  any  pain. 
More  difficulty  is  caused  by  the  localized  inflammation  of  senile 
colpitis.  The  hysterical  and  at  the  same  time  contractile  pain 
is  met  with  in  the  coitus  captivus. 

PORTIO   VAGINALIS   AND    CERVIX. 

We  have  seen  that  the  vagina  is  principally  supplied  by  a 

'  Centralbl.  f.  Gyn.,  1887,  No.  33. 
^  Arch  f.  Gyn.,  vol.  lii.,  p.  454. 
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sympathetic  nerve  system.  This  is  still  more  marked  with  the 
uterus.  The  hypogastric  plexus  sends  numerous  filaments 
through  the  broad  ligaments,  which  expand  on  the  side  of  the 
uterus  and  are  known  as  plexus  uterinus.  Just  above  the  va- 
ginal wall  lie  the  ganglia.  Some  few  filaments  coming  from 
the  internal  branch  of  the  third  and  fourth  sacral  nerves  reach 
down  here,  according  to  Luschka.  It  is  very  likely  that  these 
are  sensitive  nerves.  In  the  vaginal  portion  Luschka  has  also 
found  nerves  without  having  been  able  to  trace  their  end- 
ings. 

Traumatic  Pam. — Although  the  vaginal  portion  of  the  cer- 
vix is  but  slightly  sensitive  and  but  few  sensitive  nerves  have 
been  traced  to  it,  still  the  pain  is  very  acute  during  the  dilata- 
tion of  the  first  period  of  labor.  If  the  cervix  tears,  or  if  one 
makes  an  incision  into  it,  this  pain  ceases.  Perhaps  we  are 
dealing  here  with  the  contractile  pain.  Discission  usually  does 
not  cause  much  pain. 

The  catching  of  the  cervix  with  tenaculum  forceps  is  always 
painful.  A  very  narrow  orifice,  behind  which  there  is  an  ac- 
cumulation of  mucus — the  so-called  "pinhole  os" — which 
causes  much  pain  by  distension  of  the  tissues,  can  be  relieved 
by  discission. 

Inflammatory  Pain. — This  plays  a  more  important  role  than 
is  ordinarily  suspected.  Erosions  and  old  cervical  catarrhs 
cause  a  numb,  deep  pain  with  a  sensation  of  fulness  and  sink- 
ing. I  have  seen  a  number  of  such  cases  in  which  the  pain 
disappeared  with  the  healing  of  the  erosions  by  wood  vinegar 
or  the  application  of  a  dilute  tincture  of  iodine  to  the  cervical 
mucous  membrane.  This  was  the  same  whether  we  had  con- 
siderable tear  or  not.  In  my  opinion  it  is  proper  to  talk  of  a 
specific  cervical  pain.  Schroder  says  of  it:  "  The  bare  mucous 
membrane  exposed  to  irritation  is  sensitive,  so  that  there  is  a 
numb  pain  in  the  pelvis.  The  painful  sensations  occur  with 
greater  severity  if  there  are  a  large  number  of  cysts  which  fill 
up  with  mucus  and  cause  a  distension  of  the  vaginal  portion. 
Then  we  have  a  backache,  and  a  very  characteristic  burning 
in  the  depth  of  the  pelvis."  Barnes  also  says:  "  Erosions  and 
cervical  catarrhs  are  a  source  of  pain  in  the  abdomen." 

Neuralgiaform  Pain. — I  see  this  form  frequently  from  a 
small  cervical  polypus.  I  hear  frequently,  for  instance,  from 
old  women  that  they  can,  after  removal  of  such  polypi,  again  lie 
on  one  side  or  the  other,  which  had  caused  them  pain  before. 
Schroder  also  says  that  pain  in  the  back  originates  from  small 
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mucous  polypi  of  the  cervix,  and  Olshausen '  saw  irritation  of 
the  bladder  and  frequent  desire  to  urinate  caused  by  them. 

Hysterical  Pain. — Case  13  presented  a  hyperesthesia  of  the 
portio  and  the  cervix,  with  a  purulent  catarrh,  which  was 
relieved  by  the  galvanic  current.  I  saw  two  cases  in  which  on 
the  slightest  touch  of  one  side  of  the  portio  vaginalis  there  was 
excessive  pain.  One  case  came  from  the  Leipzic  Poliklinik. 
I  proved  at  that  time  to  my  co-assistant,  Dr.  Glitch,  this  remark- 
able finding.  The  second  case  I  saw  in  Hamburg  with  Dr. 
Marben.  Both  cases,  I  am  sorry  to  say,  I  did  not  examine  for 
hysteria.  But  since  Dr.  Marben  tells  me  now  that  his  patient 
is  probably  hysterical,  I  would  append  the  notes  which  I  have 
of  the  case. 

Case  XXXI. — One-sided  hyperesthesia  of  the  vaginal  por- 
tion of  the  cervix,  probably  of  hysterical  origin. 

Mrs.  X.,  31  years  old;  first  menstruation  at  10,  painful. 
Was  married  at  19;  has  never  borne  children.  On  coition  com- 
plains of  a  very  severe  pain  in  the  vagina,  of  a  convulsive  char- 
acter and  radiating  into  the  right  leg.  Condition  of  genitals 
normal.  It  is  apparent  that  the  right  side  of  the  cervix  and 
the  vaginal  fornix  is  exquisitely  painful  to  the  slightest  touch. 
The  patient  designates  this  sensation  at  once  as  her  pain.  Pal- 
pation of  the  pelvic  organs  is  possible  only  by  putting  the  fin- 
ger against  the  left  vaginal  wall  and  pressing  the  parts  from 
here.  As  soon  as  the  right  side  is  touched  the  patient  groans. 
The  mistaking  of  the  condition  for  a  painful  exudate  or  a  dis- 
ease of  the  appendages  can  be  excluded,  because  the  slightest 
touch  even  is  felt  as  pain  on  the  right  side  and  complained 
of  violently.  The  uterine  orifice  was  very  narrow  and  not 
eroded.  I  considered  the  case  at  that  time  to  be  a  neuralgia 
and  thought  that  it  might  have  been  excited  by  the  accumula- 
tion of  cervical  secretion  behind  the  narrow  os,  and  I  there- 
fore advised  discission.  This  was  done  by  Dr.  Marben  and 
the  hyperesthesia  was  relieved  at  once.  Perhaps  this  was  a 
"suggestive"  result.  At  any  rate,  the  prompt  benefit  is  in 
favor  of  the  affection  being  of  a  hysterical  nature.  Dr.  Mar- 
ben treated  the  woman  later  for  stomach  trouble,  and,  although 
there  was  no  hemorrhage,  he  thought  at  first  that  she  had  an 
ulcer  of  the  stomach,  but  from  the  rapid  improvement  he  now 
thinks  it  was  hysteria. 

Finally,  I  would  cits  the  following  case,  although  we  are 
dealing  here  less  with  pain  than  with  a  hysterogenetic  zone  of 
the  cervix. 

Case  XXXll.  —  The  cervix  is  the  seat  of  a  hysterogenetic 
zone  from  which  attacks  of  grand  hysteria  emanate 

Mrs.  X  ,  3-3  years  old.     Has  borne  two  children.     The  vagina 

'  Zeitschr.  f.  Geb.  u.  Gyn.,'Ed.,  Bd.  xxii.,  p.  4:54. 
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is  rather  patulous  than  narrow.  Without  there  being  present 
a  sign  of  vaginismus,  she  was  taken,  about  a  year  after  her 
second  confinement,  at  each  coitus  with  moaning  and  groaning, 
followed  by  an  attack  of  hysteria,  throwing  about  of  her  ex- 
tremities, a  spasmodic  contraction  of  her  diaphragm  and  of  the 
muscles  of  the  back.  Her  husband  gave  up  all  attempts  at  co- 
habitation, and  on  account  of  these  attacks  I  saw  the  patient 
repeatedly,  and  made  the  observation  tbat  she  was  taken  with 
the  same  attack  at  each  vaginal  examination  when  the  cervix 
was  touched.  She  would  always  say:  '*  It  is  coming  again,  I 
feel  so  very  peculiar."  She  would  begin  to  throw  herself  about 
and  to  turn;  her  breathing  would  stop  She  would  throw  about 
her  extremities,  turn  her  head  from  side  to  side,  curve  her  back, 
breathe  heavily,  whistle  through  the  nose,  bite  her  teeth,  get 
purple  in  the  face,  and  froth  at  the  mouth.  At  first  I  believed 
that  I  had  to  deal  with  an  excessive  orgasm,  but  the  patient 
said  that  she  had  no  sensual  sensations  with  it.  After  the  at- 
tack she  would  lie  exhausted,  but  would  recover  rapidly.  I 
saw  it  occur  on  one  occasion  during  an  examination,  before  the 
body  of  the  uterus  or  the  ovaries  had  been  touched.  The  in- 
troitus,  as  I  have  said  in  the  beginning,  was  large  and  free  from 
hyperesthesia;  the  attacks  during  cohabitation  are,  therefore, 
to  be  explained  by  the  touching  of  the  cervix.  My  patient  had, 
besides,  pain  in  her  back  just  below  the  last  rib  on  the  right  side, 
in  which  place  was  a  hyperesthetic  skin  zone.  The  pain  in 
these  places  was  treated  with  all  sorts  of  remedies,  but  in  vain. 
Belladonna  plaster  made  it  even  worse.  Good  resulted  only 
from  galvanic  treatment. 

At  that  time  I  did  not  look  for  other  hysterical  stigmata,  but 
believe  firmly  that  the  case  belongs  here.  In  Gilles  de  la 
Tourette  I  find  that  Rosenthal  has  seen  two  cases  in  which 
hysterical  attacks  were  excited  by  touching  the  cervix. 


THE    BODY    OF    THE    UTERUS. 

Here  we  meet  with  an  important  additional  factor  in  the 
production  of  pain — the  peritoneal  covering.  It  determines  a 
number  of  sensations. 

First  Traumatic  Pain. — This  seems  to  be  very  slight. 
Perforation  of  the  uterus  with  a  sound  is  usually  not  even  felt. 
Rupture  of  the  uterus  I  have  seen  repeatedly  occu;  during 
labor,  spontaneously  or  instrumentally,  without  the  patient 
having  experienced  pain  immediately  or  later.  Once  during  a 
spontaneous  rupture  the  patient  said,  ''  Something  is  tearing  in 
me,''  and  she  collapsed  at  once,  but  without  having  any  pain. 
Normal  labor  leaves  a  large  open  wound  in  the  uterus,  but 
this  does  not  cause  any  pain  whatsoever.  Passing  the  hand 
into  the  uterus  in  order  to  remove  the  placenta  is,  however, 
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very  painful  ('"  distension  contraction").     The  most  extensive 
burning  of  carcinoma  is  not  followed  by  any  pain. 

Contractile  Pain. — Xot  considering  the  pains  of  labor,  we 
meet  with  it  in  dysmenorrhea,  especially  in  the  mechanical, 
obstructive  form,  when  the  uterus  tries  to  rid  itself  of  its  con  tents 
which  cannot  pass  through  the  narrow  orifice.  In  dysmenor- 
rhea with  endometritis  the  swollen  mucous  membrane  acts  as  a 
foreign  body  in  the  uterus.  Every  content  of  the  uterus,  with 
the  exception  of  the  normally  developing  ovum,  causes  pain, 
which  can  be  traced  to  the  occasional  contraction  of  the  organ; 
therefore  the  numb,  drawing  pains  in  incomplete  abortion,  the 
painful  sensation  of  faintness  after  the  death  of  the  fetus,  the 
disagreeable,  slightly  painful  sensations  met  with  in  myomata, 
which  last  for  years  and  have  a  special  location,  and  the  pains 
from  polypus  and  endometritis.  Frequently  pain  can  be 
brought  on  artificially  by  the  sound.  The  endometrium  is,  on 
touching,  perhaps  the  most  sensitive  portion  of  the  entire  gen- 
ital tract.  Here,  too,  we  are  dealing  with  pure  contractions, 
for  it  can  be  proved  that  with  a  dilated  cervix  the  sound  can- 
not be  felt. 

Calmann  says  we  can  accept  without  any  doubt  that  the 
entire  uterine  cavity  down  to  the  internal  os  is  void  of  sensa- 
tion in  pregnant  women.  Spontaneously  pains  appear  when 
there  are  contents  which  require  removal.  I  saw  twice  very 
advanced  carcinoma  of  the  cervix  where  very  intense  pain  was 
complained  of.  The  pain  disappeared  after  curetting  and  the 
use  of  the  red-hot  iron.  Another  proof  that  it  was  not  a  pain 
produced  by  the  involvement  by  the  cancer  of  the  nerve  end- 
ings or  of  the  peritoneum,  but  was  caused  b}'  the  contractions 
of  the  cervix,  is  shown  in  the  fact  that  it  ceased  after  the 
removal  of  these  large  masses.  Afterpains  are  perhaps  the 
consequence  of  just  such  attempts  at  expulsion  when  blood  or 
lochia  accumulate  in  the  uterus.  Landau  '  says  that  inter- 
mittent pain  is  a  hysterical  symptom  (small  doses  of  ergot, 
five  drops  every  three  hours,  have  a  very  remarkable,  almost 
specific,  action  on  afterpains).  We  meet  apparently  with  the 
contractile  pain  in  the  first  few  months  of  pregnancy,  when 
the  contents  of  the  uterus  grow  more  rapidly  than  its  cover- 
ings. Then  we  have  an  abnormal  tension  of  the  uterine  mus- 
cles which  causes  pain.  The  pregnant  uterus  does  not  feel 
doughy  in  such  cases,  but  is  hard  It  has  more  the  consistence 
of  a  fibroma.  These  cases  are  frequently  complicated  with 
'Zeitsclir.  f.  Klin.  Med.,  Bd.  vi.,p.  450. 
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severe  attacks  of  vomiting  in  pregnancy  {agent  provocateur 
for  hysterical  hyperemesis),  especially  where  the  uterus  is 
prevented  from  growing  by  old  perimetritic  adhesions.  At 
the  meeting  of  the  Gynecological  Society  of  Hamburg  on  Oc- 
tober 28,  1890,^  I  called  attention  to  the  remarkable  effect 
(and  here  we  had  to  deal  with  a  result  which  could  be  seen) 
that  massage  has  in  such  cases.  Since  then  I  have  repeat- 
edly seen  the  same  effect:  first,  that  severe  vomiting,  when 
connected  with  pain  in  the  abdomen,  is  met  with  in  the  dis- 
tended, sensitive,  hard  pregnant  uterus  ;  second,  that  with 
massage  the  latter  grows  very  rapidly,  gets  soft  and  doughy  ; 
third,  that  coincident  with  this  the  nausea  and  the  pain  dis- 
appear. 

Inflammatory  Pain. — Here  the  peritoneum  dominates  the 
pain.  At  any  rate  the  pain  emanating  from  it  is  pre-eminent. 
In  chronic  metritis  we  may  have  a  numb  sensation  in  the  ute- 
rus, but  it  is  difficult  to  differentiate  it  from  contractile  pain. 
It  is  the  same  with  the  pain  in  retroflexion  of  the  uterus  and 
in  perimetritis. 

In  perimetritis,  for  instance,  menstruation  usually  acts  as  an 
aggravator;  however,  on  the  contrary,  the  pain  may  be  re- 
lieved. In  one  case  that  I  saw,  with  an  abscess  of  the  ute- 
rine wall,  there  was  no  spontaneous  pain  present.  Very 
frequently,  in  chronic  inflammation  of  the  organ,  pain  is 
located  in  certain  parts  of  the  uterus.  Possibly  one  horn  may 
be  very  sensitive.  I  am  glad  to  see  that  this  observation, 
which  I  have  made  frequently  while  massaging,  has  also 
been  noted  by  Frommel  '  The  recto-uterine  fold  is  especially 
sensitive  to  pressure,  even  with  normal  genitalia,  and  when  we 
find  here  inflammatory  processes  or  abscesses  they  are  the 
cause  of  some  of  the  most  severe  pains  met  with  in  gynecology. 
I  remember  a  case  with  retrouterine  abscess,  with  very  slight 
fever,  of  protracted  course,  in  which  the  patient  cried  so  that 
one  could  hear  her  in  the  street.  Narcotics  gave  but  little 
help,  and  she  was  only  relieved  by  incision  through  the  poste- 
rior vaginal  wall.  Inflammatory  processes  in  the  Douglas 
pouch  are  especially  painful,  even  in  chronic  cases.  The  so- 
called  parametritis  posterior,  with  thickening  and  shortening 
of  the  utero-sacral  folds,  supplies  considerable  material  for  the 
gynecological  office  hour. 

'Centralbl.  f.  Gyn.,1890. 

'Centralbl.  f.  Gyn.,  1898,  p.  1116  :  "Localized  Inflammation  of  the  Ute- 
rine Horns.'' 
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The  very  acute  pain  of  an  acute  parametritis  or  perimetritis 
is  well  known.  It  is  also  well  established  that  a  great  part  of 
the  pain  in  advanced  carcinoma  is  due  to  inflammatory  pro- 
cesses in  the  peritoneum. 

Neuralgiaform  Pain. — I  would  place  here  the  pains  occur- 
ring in  advanced  carcinoma,  even  though  I  believe  that  they 
do  not  come  from  the  uterus  itself.  These  are  the  violent 
pains  in  the  back,  shooting  into  the  legs,  in  infiltration  of  the 
parametrium  affecting  the  pelvic  nerves.  The  degree  of  in- 
filtration of  the  pelvic  cellular  tissue  is  not  a  correct  measure 
of  the  degree  of  the  pain,  because  in  rapidly  ulcerating  car- 
cinomata  very  great  pain  may  be  present  with  extensive  infil- 
tration of  the  parametria,  or  there  may  be  none,  or  it  may  be 
very  slight.  One  does  not  know  whether  there  is  a  destructive 
process  affecting  the  nerves  or  whether  there  is  a  functional 
disturbance  of  sensibility.  These  pains  occur  just  as  severely 
in  recurrence  after  total  extirpation.  I  would  lay  stress  on 
the  fact  that  they  are  of  a  typical  neuralgic  character.  They 
appear  at  certain  hours,  usually  in  the  evening  or  at  night,  and 
are  referable  perhaps  to  the  toxic  effect  of  the  carcinoma  on 
the  nerves. 

According  to  my  belief,  there  is  no  better  remedy  than  phe- 
nacetin  for  these  carcinoma  pains.  It  seems  to  have  a  specific 
effect  upon  them.  It  acted  in  all  my  cases  in  a  similar  man- 
ner and  at  all  times.  I  can  say  that  I  have  in  innumerable 
cases  of  carcinoma  accomplished  more  with  phenacetin  than 
with  morphine.  The  latter,  perhaps,  is  not  to  be  discarded 
entirely. 

In  uterine  carcinoma  we  may  find  the  most  unbearable 
pains;  the}'  radiate  into  the  back  and  into  the  legs;  but  with 
all  their  severity  they  appear  to  have  no  influence  on  the 
sympathetic.  Migraine,  nausea,  and  vomiting  are  induced  by 
vasomotor  influences  from  the  abdomen.  The  pelvic  pains 
from  carcinoma  may  be  very  severe  without  the  occurrence  of 
migraine  or  nausea.  The  stomach  troubles  in  carcinoma  are 
referable  more  to  the  involvement  of  the  peritoneum.  As  a 
final  example,  in  a  trophic  sense  the  uterus  and  the  breast  are 
very  closely  connected.  We  do  not  know  that  even  in  the 
most  severe  pain  coming  from  the  uterus  there  is  ever  produced 
any  irritation  in  the  mamma. 

Hysterical  Pain. — If  we  wish  to  seek  proof  from  literature  of 
the  hysterical  origin  of  visceral  hyperesthesias,  there  is  nothing 
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more  interesting  than  the  work  of  Routh  'on  "  Fundal  En- 
dometritis." This  is  a  word-picture  of  disease  which  was  not 
approved  of  by  gynecologists  with  a  pathological  and  anatom- 
ical knowledge.  Yet  this  observer  has  made  very  minute  and 
careful  observations,  even  if  the  conclusions  drawn  from  his 
observations  are  not  absolutely  correct.  Routh  says:  ''In  these 
cases  we  see  that  the  pain  is  not  influenced  favorably  by  rest 
in  bed,  and  that  narcotics  are  absolutely  useless."  Further: 
"There  are  pains  also  in  the  back,  in  the  lumbar  regions,  in  the 
abdominal  walls  above  the  symphysis,  which  are  intensified  by 
the  slightest  touch."  "There  is  difficulty  in  urination,  con- 
nected with  the  frequent  desire  to  micturate.  In  several  cases 
I  have  been  almost  under  the  impression  that  I  was  dealing  with 
a  cystitis,  until  the  normal  urine  taught  me  that  it  was  an  ir- 
ritable bladder,"  One  case  had  a  h}"sterical  sneezing  attack, 
with  a  convulsive  cough  and  opisthotonos,  and  all  this  is  re- 
ferred to  the  endometritis  of  the  uterus  and  of  the  fundus,  be- 
cause in  these  cases  it  becomes  so  sensitive  that  the  passage  of 
the  sound  becomes  a  torture.  Routh  is  so  certain  of  this  state- 
ment that  he  has  asserted  that  Gooch,  who  considered  that 
similar  symptoms  meant  irritable  uterus,  has  not  made  reliable 
observations.  Routh  also  cites  cases  where  there  were  false 
labor  pains  with  all  the  symptoms  of  real  labor,  except  that 
there  was  no  dilatation  or  expulsion  of  an  ovum  following  it. 
A  very  interesting  case  belonging  to  this  category  I  met 
with  in  consultation  practice,  and  was  able  to  make  a  diagno- 
sis of  hysterical  pain.  I  owe  the  complete  history  to  the  kind- 
ness of  Dr.  Grapovv,     He  writes  of  the  case  as  follows: 

Case  XXXIII. — An  "■irritable"  uterus  repeatedly  sim- 
ulates genuine  labor  pains. 

Mrs,  X.  Was  perfectly  healthy  when  a  child.  Menstrua- 
tion was  always  regular  up  to  her  marriage,  coming  on  every 
two  or  three  months,  never  very  frequently,  always  slight,  be- 
ginning with  excessive  pain  associated  with  nausea.  In  the 
summer  of  189.3  she  married.  Fourteen  days  after  her  mar- 
riage she  was  taken  with  cramps,  pain  in  her  abdomen,  and 
nausea,  sensation  of  "all  gone." 

Defloration  and  the  first  days  of  her  marriage  had  excited  no 
unpleasant  sensation.  A  physician,  who  did  not  know  that 
she  had  been  married  such  a  short  time,  diagnosed  an  impend- 
ing abortion.  Her  menstruation  never  reappeared  after  her 
marriage.  I  saw  her  for  the  first  time  in  April,  1894,  Up  to 
that  time  she  was,  on  account  of  existing  pregnancy  and  ac- 
companying pain,  frequently  put  to  bed  and  treated  with  anti- 

'  Obstetrical  Transactions,  vol.  xii.,  p.  138. 
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spasmodics  in  the  hope  of  avoiding  a  premature  birth.  On  the 
3d  of  May,  1894,  "pains"  began  at  noon;  tliey  were  not  fre- 
quent, but  painful.  May  3,  1894,  she  could  sleep  but  little 
throughout  the  night  on  account  of  the  *' pains,"  which  oc- 
curred almost  every  ten  minutes.  May  5,  pains  frequent 
through  the  night;  at  my  visit  they  occurred  about  every 
five  minutes.  She  presented  exactly  the  impression  of  a 
femme  en  travail.  She  turned  in  bed  with  the  pain, 
moaned,  groaned,  and  became  red  in  the  face.  After  these 
pains  had  lasted  for  several  days  an  internal  examination 
failed  to  give  any  signs  of  beginning  childbirth. 

The  head  was  movable  above  the  pelvic  brim,  the  child  not 
mature  but  small.  Os  is  not  dilated.  The  pains  gradually 
ceased  and  I  saw  the  patient  again  on  the  3 J  st  of  June,  when 
I  was  called  at  5  o'clock  in  the  morning  and  found  the  labor 
progressing  favorably  and  the  os  open  the  size  of  a  dollar. 

At  11  o'clock  she  gave  birth  to  an  apparently  over-mature 
child.  Mrs.  X.  nursed  for  four  months;  menstruated  after 
that  twice  every  four  weeks  without  pain. 

The  second  conception  took  place  early  in  February,  1895. 
In  April  she  complained  again  of  pain  in  the  abdomen,  and 
examination  of  the  anterior  surface  of  the  lower  part  of  the 
uterus  showed  it  to  be  very  sensitive.  Narcotics,  as  opium, 
morphine,  belladonna,  by  the  mouth,  vagina,  or  rectum,  and 
gentle  massage  of  the  uterus,  gave  only  a  transient  relief. 
Occasionally  she  stayed  in  bed  ;  gradually  the  pain  disap- 
peared. On  the  4th  of  November  "pains"  occurred  every 
ten  minutes,  then  more  frequently.  In  the  evening  at  7  the 
patient  sat  in  a  rocking  chair  and  complained  of  pains  every 
five  minutes,  which  made  the  impression  of  intense  opening 
pain.  During  the  pains  the  uterus  became  hard  and  erected 
itself,  but,  with  all  that,  by  11  o'clock  at  night  there  was  no 
beginning  of  labor.  At  2  o'clock  in  the  morning  Mrs.  X. 
pleaded  that  she  had  to  bear  down,  but  examination  revealed 
no  dilatation.  In  the  morning  of  the  5th  the  pain  occurred 
more  seldom,  was  weaker,  of  shorter  duration,  and  disappeared 
for  the  entire  day. 

On  the  6th,  at  1:45  in  the  morning,  the  birth  occurred,  wath 
the  brow  to  the  front. 

In  1896  Mrs.  X.  was  not  impregnated,  but  during  October 
she  had  repeated  pains,  for  which  narcotics  and  antineuralgics 
(phenacetin  and  quinine)  were  useless.  Galvanization  gave 
no  results.  Gradually  the  symptoms  lessened,  but  reappeared 
at  intervals.  On  the  2d  of  January,  1897,  during  an  examina- 
tion, she  had  another  attack.  The  patient  went  home  and  the 
pains  immediately  disappeared. 

Toward  the  end  of  October,  1897,  she  believed  herself  to  be 
impregnated  again,  and  counted  on  the  middle  of  July,  1898. 
In  the  beginning  of  June  she  again  had  pains,  and  on  the  8th 
of  July  at  1  o'clock  I  was  telephoned  that  she  had  had  pains 
every  seven  minutes  since  9  o'clock.  At  1 :30  I  again  found  the 
picture  of  a  woman  in  labor.     The  pains  were  apparently  very 
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strong.  With  regular  pauses  the  nurse  knelt  by  her  bedside 
and  supported  her  back.  The  husband  helped  to  hold  her. 
The  woman  had  an  intensely  red  face,  and  threw  herself  in 
bed  from  side  to  side.  The  examination  revealed  the  cervix 
far  back,  undilated.  The  head  was  small  and  ballotted  above 
the  pelvis.  Toward  4  o'clock  in  the  morning  the  pains  gradu- 
ally ceased,  and  I  left  the  patient  at  G. 

On  the  10th  of  July,  at  7  o'clock  in  the  morning,  I  was  tele- 
phoned that  she  had  regular  pains,  but  my  examination  con- 
firms the  previous  condition. 

On  the  33d  of  July,  in  the  evening,  I  was  called  because  the 
pains  were  severe  and  recurred  every  five  minutes.  I  found 
the  same  condition.  In  the  night  of  the  24th  of  August  I  was 
called  again  for  a  supposed  labor;  finally  on  the  2d  of  Septem- 
ber came  beginning  of  labor.  This,  for  a  third  labor,  pro- 
gressed exceptionally  slowly.  In  the  evening  at  6 :  45  the  child 
was  born,  with  the  brow  upward  as  in  the  second  baby. 

This  was  not  over  term.  Convalescence  normal.  She  nursed 
the  baby  and  felt  well. 

With  hyperesthesia  of  the  uterus  of  hysterical  character  we 
have  to  class  a  large  number  of  cases  of  dysmenorrhea.  We 
saw  that  our  histories  showed  regularly  the  presence  of  dys- 
menorrhea, the  pain  continuing  even  while  the  flow  was  free. 
It  proved  that  there  was  no  mechanical  or  obstructive  dysmen- 
orrhea. Whether  the  visceral  hyperesthesia  extended  to  the 
tubes  and  ovaries,  or  was  confined  to  the  uterus,  it  is  difficult 
to  say.  In  Cases  12  and  13  both  ovaries  were  removed,  and 
yet  when  menstruation  reappeared  it  was  very  painful.  It  is 
known  that  the  intrauterine  use  of  the  galvanic  current  was 
curative  in  many  cases  of  dysmenorrhea.  It  is  possible  that  in 
these  cases  visceral  hyperesthesia  existed,  which  is  favorably 
influenced  by  the  current  as  are  the  hyperesthesias  of  the 
abdominal  walls. 

We  usually  employ  the  negative  pole  for  the  intrauterine 
applicator,  because  we  desire  to  produce  a  hyperemia  of  the 
endometriuin  and  the  consequent  easy  flow. 

The  following  case  I  would  cite  from  my  own  practice  as  an 
instructive  example  of  a  frequently  occurring  condition,  and 
which  formerly  would  undoubtedly  have  been  classed  as  ova- 
rian dysmenorrhea. 

Case  XXXIV. — Dysmenorrhea  for  one  and  a  half  years 
folloiving  psychical  excitement,  pei^haps  ivith  the  ergot 
medication  {agent provocateur  f).  Distinct  hysterical  stig- 
mata. Great  sensitiveness  of  the  right  ovary,  ivhich  is 
apparently  nornicd.  Folloiving  ''suggestion"  and  galvanic 
treatment,  the  next  menstruation  occurred  ivithout  pain. 
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Mrs.  X.,  22  years;  menstruation  at  17,  irregular,  very  fre- 
quent, at  that  time  without  any  pain.  On  account  of  the 
very  frequent  menstruation  she  was  treated  at  the  age  of  1 8  in 
the  hospital  with  rest  and '^' drops."  As  soon  as  the  patient 
could  enter  service  again  the  menstruation  appeared  too  fre- 
quently, but  still  without  pain.  One  and  a  half  years  ago, 
when  the  patient  was  in  service,  she  could  not  agree  with  the 
other  girls.  She  was  herself  very  irritable,  and  on  account  of 
disagreements  she  had  considerable  psychical  excitement. 
Since  that  time  her  menstruation  is  always  painful,  especially 
when  a  physician  gave  her  some  drops  to  stop  her  flow  (ergot?). 
The  pains  became  so  excessive  that  she  had  to  give  up  her 
position.  Occasionally  they  appeared  eight  days  before  her 
menstruation,  and  then  would  outlast  the  bleeding  by  three  or 
four  days.  She  would  lie  in  bed  during  that  time  and  would 
feel  faint.  She  was  treated  a  number  of  times  for  leucorrhea; 
her  bowels  were  irregular  and  sluggish;  she  had  palpitation  of 
the  heart  on  going  upstairs.  She  was  always  tired  and  had 
cold  feet.  Uterus  of  a  normal  size,  non- sensitive.  The  cervix 
was  not  eroded.  Right  ovary  lay  to  the  front,  next  to  the 
uterus,  was  movable,  smooth,  and  of  unusual  sensitiveness  to 
the  slightest  touch. 

The  patient  was  examined  by  Dr.  Sanger  for  her  nervous 
symptoms,  and  he  designated  them  as  hysterical:  the  conjunc- 
tiva reflex  was  absent,  the  cornea  reflex  lowered;  there  were 
anesthetic  zones  on  the  neck,  the  forehead,  and  the  cheeks. 
The  field  of  vision  was  narrowed. 

I  gave  this  patient  Blaud's  pill,  and  call  attention  to  the  fact 
that  she  had  taken  iron  in  several  forms  before.  After  that  I 
galvanized  her  twice  a  week,  with  the  positive  pole  over  the 
right  ovary,  the  negative  on  the  back.  The  current  was  just 
strong  enough  so  that  the  patient  could  feel  it.  During  this 
seance  I  acted  suggestively  on  the  patient  by  telling  her  that 
now  we  should  look  at  her  condition  from  an  entirely  different 
standpoint  and  very  likely  a  change  would  occur.  Three 
weeks  after  the  first  examination  she  came,  radiant  with  joy, 
and  told  me  that  the  menstruation  came  on  without  any  pain. 
She  was  under  the  impression  that  she  had  the  whites,  and  to 
her  surprise  it  was  blood.  At  other  times  she  knew  of  the 
appearance  of  the  blood  eight  days  beforehand.  I  would  spe- 
cify that  in  this  case  no  local  treatment  was  resorted  to.  Xot 
even  a  sound  was  passed  on  examining  the  uterus.  The 
patient  was  examined  only  twice  per  vaginam.  During  the 
first  examination  two  observers  ascertained  the  fact  that  the 
right  ovary  was  ver}^  sensitive  and  that  the  patient  designated 
this  as  being  her  pain. 

The  second  time,  eight  days  later.  I  examined  the  patient 
myself,  and  was  greatly  surprised  that  the  hyperesthesia  of  the 
right  ovary  could  not  be  made  out.  I  found  her  hysterical 
stigmata  to  be  just  as  evanescent  as  these  symptoms,  excepting 
an  analgesia  of  her  tongue.  I  could  not  discover  other  stig- 
mata, yet  when  Dr.  Siinger  examined  her  a  few  davs  before  the 
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above-mentioned  stigmata  were  all  demonstrated  in  my  pres- 
ence. 

OVARIES. 

According  to  Luschka  these  are  exclusively  supplied  by  the 
sympathetic  nervous  system  from  the  spermatic  plexus.  Herff  ' 
considers  the  largest  proportion  of  the  ovarian  nerves  to  be 
purely  nerves  of  the  blood  vessels. 

Traumatic  Pain. — The  rupture  of  a  follicle  during  men- 
struation is,  if  one  wishes  to  designate  it  so,  a  trauma,  and  i-s 
not  felt  under  normal  conditions ;  on  gynecological  examina- 
tions not  every  ovary  is  sensitive.  It  appears  to  be  less  of  a 
pain  than  a  specific  sensation  bordering  on  faintness.  Pres- 
sure on  an  ovary,  or  the  ligation  of  the  same  during  laparatomy, 
causes  considerable  shock,  which  can  be  noticed  even  during 
the  deepest  narcosis. 

To  ray  regret  I  had  no  case  in  which  I  could  try  Schleich's 
anesthesia  of  the  skin  while  testing  the  sensitiveness  of  the 
ovary.  In  order  to  answer  this  question  I  wrote  to  Dr. 
Schleich,  who  saj^s  "the  normal  peritoneum  is  entirely  insen- 
sitive, as  is  also  the  peritoneal  covering  of  the  tubes  and 
ovaries."  Further:  "  I  recollect  two  cases  in  which  the  non- 
inflamed  ovary  was  absolutely  without  any  sensation  to  the 
puncture  by  hypodermatic  needle."  "  From  this  it  is  evident 
that  their  parenchyma  is  also  insensitive."  "  I  have  not  made 
exact  observations  on  pain  during  the  ligation  of  the  pedicle." 
In  his  book,  on  page  223,  he  says  in  reference  to  another  organ: 
"  It  is  remarkable  that  I  find  the  parenchyma  of  the  kidney 
almost  entirely  without  any  sensation,  so  that  the  transfixion 
of  the  substance  of  the  kidney  is  hardly  noticed  by  the  patient 
and  may  be  done  without  any  anesthetic." 

Inflammatory  Pain. — It  is  surprising  that  in  the  many  in- 
flammatory processes  on  and  about  the  ovary  patients  never 
complain  of  the  characteristic  sensation  spoken  of  above  as  ex- 
citing faintness.  The  pain  from  inflammation  can  be  differ- 
entiated with  difficulty,  because  the  neighboring  tissues,  and 
especially  the  peritoneum,  are  always  involved.  As  it  is  an  or- 
gan which  functionates  ever}^  month  with  a  hemorrhage  into 
the  abdominal  cavity ,  it  is  evident  that  adhesions  and  forma- 
tion of  exudates  must  here  be  very  annoying.  It  is  a  fact, 
however,  that  such  adhesions  cause  in  one  case  severe  pain, 
while  in  another  they  are  not  felt  at  all.  Pain  is  caused  prin- 
cipally by  ovaries  adherent  in  Douglas'  pouch.     This  pain  does 

'  Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  xxiv. ,  p.  297. 
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not  depend  on  the  ovary,  but  on  the  accompanying  peri-oopho- 
ritis  and  the  complications  in  the  Douglas  folds.  How  often 
do  we  meet  with  prolapsed  and  fixed  ovaries  without  any  com- 
plaint I  All  cases,  and  especially  those  with  sensitive  normal 
ovaries,  have  to  be  examined  fcr  stigmata,  because,  as  in  vagi- 
nismus, hysteria  may  be  the  principal  cause  of  the  pain. 

Xeuralgiaform  Pain.  —  Much  has  been  written  about  neu- 
ralgias and  neuroses  of  the  ovary,  but  most  of  the  cases  have  to 
be  classified  as  hysteria.  I  mean  that  anatomical  reasons  force 
one  to  this  conclusion.  According  to  Luschka  all  the  ovarian 
nerves  come  from  the  sympathetic.  These  sympathetic  nerves 
do  not  conduct  the  sensation  of  pain,  but  they  very  likely  have 
a  small  admixture  of  sensitive  fibres,  since  when  the  organ  is 
diseased  pain  undoubtedly  emanates  from  it.  Anatomically 
speaking,  this  is  not  a  domain  for  neuralgias  in  the  strict  sense  of 
the  word.  Olshausen '  says  of  ovarian  neuralgias :  ' '  They  occur, 
without  doubt,  but  usually  in  hysterical  patients  with  numerous 
other  pains.  Isolated  ovarian  neuralgia  occurs  in  unilateral 
and  bilateral  descensus  of  the  ovary  and  is  frequently  the  cause  of 
great  pain.  The  diagnosis  of  isolated  ovarian  neuralgia,  in  the 
absence  of  hysteria,  is  a  most  difficult  one  to  make,  and  has  to 
be  based  first  on  the  persistent  sensitiveness  to  touch  of  the  or- 
gan, in  the  absence  of  any  inflammatory  changes  about  the 
same  or  its  surroundings."     (Normal  size  and  normal  surface.) 

This  description  itself  is  sufficient,  in  my  opinion,  to  lead  us  to 
suspect  a  hysterical  basis.  In  a  discussion  in  the  Berlin  Ob- 
stetrical Society,  Martin  opposed  the  idea  of  ovarie  (ovarian 
neuralgia),  and  said  that  the  pain  originated  independently  of 
displacement  of  the  organ  from  an  inflammatory  irritant,  while 
Gusserow,  who  also  spoke  against  it,  considered  venous  stasis 
to  be  the  cause  of  the  pain. 

I  have  intentionally  cited  these  opinions  here,  because  the  con- 
trary views  of  the  foremost  specialists  compel  us  to  search  for 
the  cause  of  ovarie,  ovarian  neuralgia,  ovarian  neurosis,  or 
whatever  one  chooses  to  call  it, in  hysteria.  We  have  to  consider 
always  whether  a  sensitiveness  of  the  organ  is  not  dependent 
on  a  hyperesthesia  of  the  same,  and,  with  other  stigmata,  is 
only  a  part  of  the  symptoms  of  a  general  disturbance  of  psy- 
chical equilibrium. 

Hysterical  Pain. — Landau's  case  of  excessively  sensitive 
dermoid  tumor  belongs  here,  as  do  also  the  two  cases  of  Char- 
'  Zeitsch.  f.  Geb.  u.  Gyn.,  Bd.  xxxii.,  p.  426. 
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cot '  in  which  he  has  proved  the  existence  of  ovarie  in  a  grow- 
ing uterus.  It  was  possible  here,  with  the  ascent  of  the  or- 
gan, to  follow  its  hyperesthesia  and  to  make  sure  that  the 
pain  came  from  the  ovary.  In  Cases  12  and  13  we  had  pro- 
lapsed ovaries  in  Douglas'  pouch,  the  painfulness  of  which  was 
not  to  be  attributed  to  their  abnormal  position  or  their  adhe- 
rence ;  in  one  case  the  ovary  was  removed  and  the  patient  was 
worse  than  before  the  operation.  The  essence  of  ovarie  Kyri  '^ 
believes  to  be  the  special  painful  pressure  points  on  the 
skin  corresponding  to  the  points  of  emergence  of  the  perforat- 
ing branches  of  the  intercostal  nerves.  He  holds  the  same 
views  that  are  met  with  in  Head's  work,  and  believes  that 
there  are  really  pathological  changes  in  the  ovary,  and  that  the 
segments  of  the  sympathetic  are  in  functional  relation,  through 
the  communicating  branches  and  the  spinal  ganglia,  with  the 
cerebro- spinal  nerves.  According  to  Head's  views  the  disease 
is  projected  from  within  to  the  outside  along  these  nerve 
paths.  Winscheid  '  claims  that  the  ovary  cannot  be  the  only 
factor  taking  part  in  this  phenomenon,  because  ovarie  is  found 
also  in  men,  as  well  as  in  people  whose  ovaries  have  been 
extirpated. 

He  ^  says  further  that  a  condition  similar  to  ovarie  can  be 
excited  by  pressure  on  any  part  of  the  body,  and  that  it  is 
found  when  we  are  looking  for  it. 

THE   TUBES. 

The  tubes,  according  to  Luschka,  are  supplied  by  sympa- 
thetic fibres  from  the  uterine  plexus  and  partly  from  the  sper- 
matic plexus.  The  normal  tube  does  not  seem  to  be  sensitive 
to  pressure;  it  acts  like  the  intestine.  I  am  surprised  to  hear 
that  others  can  feel  the  normal  tube  on  combined  examination. 
It  is,  when  one  feels  it  during  laparatomy,  soft  like  the  gut, 
and  is  just  as  little  recognizable  through  the  abdominal  walls 
as  is  the  normal  vermiform  appendix. 

Trauma. — In  the  rupture  of  a  tubal  pregnancy  there^is  fre- 
quently only  very  slight  or  no  complaint  of  pain.  Pain  seems 
to  appear  only  when  the  ovum  is  not  expelled  entirely,  or  when 
the  hemorrhage  does  not  flow  into  the  free  abdominal  cavity, 

'Gilles  de  la  Tourette,  p.  99. 

'Verhandl.  der  Deutschen  Gesellsch.  f.  Gyn.,  Bd.  v.,  p.  385. 

^  "  Neuro-Pathologie  u.  Gynakologie,"  p.  107. 

*  Monatschrift  f.  Geb.  u.  Gyn.,  Bd.  ii.,  p.  484. 
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but  between  the  folds  of  the  broad  ligament,  so  pressing  it 
apart  and  stretching  it. 

The  Contractile  Pain. — The  contraction  of  the  tube  during 
tubal  abortion  causes  pain.  This  pain,  with  its  periodical 
occurrence,  is  typical  and  characteristic.  In  one  case  of  sar- 
coma of  the  tube  which  I  saw,  with  a  large  blood-flow  into  the 
lumen  of  the  tube,  there  was  also  very  severe  colic-like  pains 
besides  the  persistent  pressure  pain.  Here,  too,  the  tissues  of 
the  broad  ligament  were  forced  apart  by  the  blood.  Hyper- 
trophy of  the  tube  with  thickened  muscle  may  also  cause  pain. 
I  have  recently  operated  on  a  case  in  which  there  were  recur- 
ring pains  for  months,  which  disappeared  on  removal  of  the 
tubes,  which  were  the  size  of  the  thumb.  Pus-containing  tubes 
are  also  frequently  the  seat  of  considerable  pain.  The  contrac- 
tions are  the  cause  of  it,  as  is  evident  from  the  fact  that  in 
hydrosalpinx,  which  may  get  to  be  the  size  of  a  child's  head, 
whereby  the  wall  of  the  tube  becomes  extremely  thin,  we  do  not 
have  any  pain.  I  have  seen  two  such  cases.  "  The  pain  and 
the  pyosalpinx  can  be  removed  by  a  simple  puncture  and  aspi- 
ration through  the  vagina.  At  least  I  am  convinced  that  a 
complete  cure  is  possible  through  this  small  interference. 
One  patient  on  whom  I  performed  this  operation  eight  years 
ago  had  been  complaining  for  years  of  this  excessive  pain. 
After  removal  of  about  a  cupful  of  pus  by  aspiration  the  pain 
has  not  recurred." 

URETHRA   AND   BLADDER. 

The  urethra  is  supplied  by  the  pelvic  branch  of  the  middle 
hemorrhoidal  nerve:  the  bladder  by  the  sympathetic  nerve;  the 
peritoneal  covering  by  the  peritoneal  branch  of  the  ileo-inguinal 
nerve. 

Traumatic  Pain. — The  urethra  is  a  sensitive  organ.  Xo 
matter  how  carefully  catheterization  is  carried  out,  it  is  felt 
as  a  very  unpleasant  and  frequently  painful  sensation,  but  the 
localization  as  to  where  this  pain  comes  from  is  very  vague. 

Calmann  finds,  for  instance,  that  women  cannot  tell  with 
certainty  whether  the  urethra  or  the  vagina  has  been  touched. 
Small  injuries  to  the  mucous  membrane,  which  occur  frequently 
on  catheterization,  produce  soon  after  their  occurrence  consider- 
able pain  on  urination.  The  dilatation  of  the  urethra  to  the 
diameter  of  a  finger  has  to  be  undertaken  always  in  narcosis  on 
account  of  its  painfulness.     We  meet  with  unavoidable  tears 
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which  seemingly  do  not  give  spontaneous  pain.     Injuries  to 
the  bladder  are  apparently  not  painful. 

We  know  that  vesico-vaginal  fistulas  may  be  caused  by  the 
pressure  of  a  pessary  without  the  patient  having  complained  of 
pain.  Stones  and  foreign  bodies  may  lie  in  the  bladder  without 
causing  pain,  provided  that  no  catarrh  is  added  to  it  and  that 
the  sphincter  is  not  directly  irritated. 

Contractile  Pain. — The  greatest  part  of  the  suffering  on 
catheterization  is  probably  due  to  the  contraction  of  the  sphinc- 
ter. The  same  is  true  of  all  complaints  of  tenesmus  in  ure- 
thritis and  cystitis.  A  very  peculiar  bearing-down  pain  is 
caused  by  an  overfilled  bladder,  but  even  this  comes  from  the 
region  of  the  sphincter,  because  in  ischuria  paradoxa  the  blad- 
der can  be  distended  to  an  enormous  extent  without  there  being 
a  sign  of  pain. 

In  hypertrophy  of  the  organ  and  reduction  of  its  capacity 
the  contents  may  be  very  small  and  yet  produce  a  bearing- 
down  pain.  The  pain  caused  by  a  distended  bladder  in  child- 
bed or  after  laparatomy  is  known  to  all. 

Inflammatory  Pain. — Inflammatory  pain  is  sufficiently 
known  from  the  history  of  acute  catarrh  of  the  bladder.  It 
belongs  among  the  most  annoying  sufferings  in  existence. 
How  differently  two  neighboring  organs  behave  in  reference 
to  this!  In  purulent  catarrh  of  the  uterus  there  is  but  slight, 
while  in  acute  catarrh  of  the  bladder  there  is  considerable,  pain. 
The  latter  is  very  likely  caused  by  the  contractile  element,  for 
a  woman  who  has  cystitis  accompanying  a  vaginal  fistula  does 
not  feel  it,  except  by  the  increased  irritation  of  the  external 
genitals  caused  by  the  overflow  of  the  decomposed  urine.  For 
this  reason  the  advice  is  given  to  produce  a  vesico-vaginal  fis- 
tula in  persistent  catarrh  with  tenesmus. 

I  have  seen  very  annoying  pain  in  tubercular  cj'stitis  and  in 
all  cases  of  persistent  gonorrheal  cystitis.  In  these  affections 
all  washings  of  the  bladder  are  frequently  useless  or  cause 
irritation  and  do  more  harm  than  good.  In  a  few  cases  the 
introduction  of  an  iodoform  pencil  into  the  bladder  has  given 
me  excellent  results  in  relieving  pain  and  reducing  irrita- 
tion. 

Neuralgiaform  Pain. — Under  the  heading  of  "irritable 
bladder"  a  neurosis  of  the  bladder  is  described.  I  am  of  the 
opinion  that  this  picture  of  disease  should  be  revised  by  the 
advice  to  look  for  hysterical  stigmata,  because  a  number  of 
cases  undoubtedly  belong  to  the  next  category. 
43 
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Hysterical  Pain. — Olshausen  '  calls  "  the  irritable  bladder  " 
a  hyperesthesia  of  the  bladder,  but  he  does  not  mention  any- 
thing about  hysteria.  Now,  since  we  have  learned  to  know  the 
hysterical  hyperesthesias  of  so  many  organs,  it  is  improbable 
that  the  sensitive  bladder  can  be  exempted  from  this  general 
consideration.  I  think  furthermore  that,  if  we  sa}"  that  we 
have  to  deal  here,  too,  with  hysterical  hyperesthesia,  we  show 
a  modest  acknowledgment  that  we  do  not  know  much  about 
the  condition,  but  we  are  better  off  than  when  we  consider  it 
as  a  "neurosis."  Olshausen  thinks  a  formerly  existing  catarrh 
the  cause  of  the  supposed  neurosis.  I  believe  that  if  a 
catarrh  has  existed  and  has  been  cured,  every  cause  of  irrita- 
tion depending  on  it  has  ceased  with  it.  That  the  latter  should 
reappear  as  a  neurosis,  even  after  a  successful  cure,  as  Ols- 
hausen has  seen  in  two  cases,  is  a  very  unusual  occurrence, 
especially  since  we  have  a  better  explanation  for  it.  I  could 
just  as  well  say  that,  in  the  same  way,  "hysterical  people  suf- 
fer from  reminiscences,''  that  in  connection  with  these  remi- 
niscences of  the  cured  catarrh  in  these  cases  these  localizations 
of  hyperesthesia  have  developed;  and  since  reminiscences  do 
reappear,  therefore  the  irritable  bladder  also  recurs.  This 
opinion  is  not  modified  even  if  Olshausen  has  relieved  such 
cases  repeatedly  by  cocaine  injections  into  the  bladder.  Hys- 
terical people  can  be  relieved  by  all  kinds  of  remedies,  Gus 
serow  saw  the  irritation  disappear  after  an  injection  into  the 
bladder.  Jacquet  throws  aside  cocaine  and  favors  electricity, 
and  Martin,  who  has  made  in  two  extremely  bad  cases  vesico- 
vaginal fistula,  has  been  successful  with  that.  I  am  therefore 
of  the  opinion  that  this  picture  of  the  disease  has  to  be  re-ex- 
amined. 

With  the  term  "  neurosis"  we  are  not  satisfied.  A  neurolo- 
gist would  ask  at  once,  "What  kind  of  a  neurosis?"  With 
the  word  "neuralgia"  it  is  the  same,  because  the  neurologist 
has  a  definite  picture  in  his  mind,  and  with  this  the  irritable 
bladder  does  not  correspond.  Sticker  ■'  mentions  a  case  of 
hyperesthesia  of  the  bladder  which  he  believes  to.be  hysteria. 
Two  other  cases  I  would  like  to  mention  here: 

Case  XXXV. — Following  a  puerperal  anemia,  and  per- 
haps f  7^0  in  a  remembrance  of  catheterization  eight  months 
after  childbirth,  a  typical  irritable  bladder  developed.  So7^- 
row  over  the  death  of  her  child  (psychical  trauma)  made 

'  Zeitschrift  f.  Geb.  und  Gyn.,  B  1.  xxii. 
■  Zeitschr.  f.  Klin.  Med.,  Bd.  xxx. 
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her  suffei'ing  luorse.     Distinct  hijsterical  stigmata  are  pres- 
ent; failure  of  all  local  therapy. 

Mrs.  X.,  23  years  old.  First  menstruation  at  11,  excessive, 
eight  days'  duration,  with  terrible  pain;  has  to  lie  down  fre- 
quently with  it.  Patient  has  shown  a  very  markedly  dimin- 
ished desire  to  pass  water;  frequently  she  had  to  urinate  only 
twice  in  twenty-four  hours. 

A  year  ago  she  was  delivered  with  forceps.  The  placenta 
was  expressed  two  hours  later  by  Credo's  method.  In  the 
meantime  she  had  lost  considerable  blood,  so  that  she  had 
many  fainting  spells  and  was  pulseless  {agent  ptrovocateur 
No.  1).  For  eight  days  she  was  catheterized  {agent  provoca- 
teur No.  2),  but  no  catarrh  of  the  bladder  followed,  her  physi- 
cian reports.  She  suffered  after  that  time  from  very  profuse 
menstruation.  She  was  well  then  for  eight  months,  except  for 
palpitation  and  weakness.  Four  months  ago  she  had  pain  in 
her  back  and  frequent  painful  desire  to  urinate.  The  latter 
grew  worse  and  finally  unbearable.  She  had  to  urinate  every 
few  minutes,  and  had  a  desire  to  do  so  again  right  after  it.  The 
urine  was  clear;  always  free  from  pus  corpuscles,  blood,  and 
albumin;  it  became  turbid  only  once;  after  passing  it  microscopi- 
cal crystals,  coffin-shaped  and  stellate,  were  found.  The  treat- 
ment by  her  physician  consisted  in  giving  salol,  decoction  of 
uva  ursi,  urotropin,  and  sixty-one  washings  of  the  bladder, 
first  with  two  per  cent  boric  acid  solution,  finally  with  one- 
tenth  per  cent  nitrate  of  silver  solution.  As  long  as  the  wash- 
ings continued  the  patient  felt  better.  Soon  after  that  she 
complained  again,  and  her  affection  became  worse  after  each 
psychical  excitement  Her  condition  became  especially  bad 
after  the  sudden  death  of  her  baby  eight  months  ago  (psychical 
trauma,  agent  provocateur  No.  3). 

Her  physician  states  that  she  can  compose  herself  consider- 
ably, but  after  the  most  careful  catheterization  she  reacted 
intensely.  Occasionally  he  noticed  a  white  vaginal  fluor.  It 
was  never  purulent.  On  three  different  examinations  he  found 
normal  genitals  with  no  erosions.  The  menses  were  regular 
but  profuse,  and  yet  without  any  influence  on  the  bladder 
complaint.  The  patient  had  always  cold  feet,  palpitation,  and 
was  easily  tired.  She  was  a  corpulent  woman,  but  easy  to 
examine.  Absolutely  normal  genitals;  hyperesthesia  of  the 
bladder  region  on  the  slightest  pressure  from  above.  Urethral 
ridge  is  not  particularly  sensitive.  Excessive  sensitiveness  on 
catheterization.  Urine  entirely  normal.  Hyperesthesia  of  the 
entire  right  side  of  the  body,  anesthesia  of  the  pharynx  and 
conjunctiva  bulbi. 

The  patient  was  first  given  Blaud's  pill,  and  bore  it  well. 
She  was  furthermore  galvanized  by  me  a  few  times,  and 
treated  by  the  house  physician  with  hydrotherapy.  Local 
treatment  was  not  resorted  to,  and  the  result  was  that  the 
symptoms  of  irritable  bladder,  the  desire  to  urinate,  and  the 
pain  on  passing  water  disappeared  entirely. 

The  following  occurrence  is  of  interest.     After  she  had  been 
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to  see  me  a  couple  of  times,  I  told  her  carelessly  during  the 
course  of  the  conversation  that  I  had  promised  her  physician 
that  she  would  improve  in  eight  days,  and  said:  "  Now.  al- 
though you  are  better,  you  are  not  entirely  cured."'  I  noticed 
at  once  that  the  words  had  made  an  impression  on  her.  When 
she  reached  home  she  could  not  pass  any  water,  and  for  a  few 
days  she  had  to  be  catheterized.  Now,  after  three  months,  I 
have  seen  her  again  for  the  first  time  in  consultation.  She  does 
not  complain  any  more  of  her  bladder,  but  only  of  a  hyperes- 
thesia of  the  abdominal  walls  to  the  right.  Slight  pinching  to 
the  right  is  felt  as  intense  pain.  Even  the  touching  of  the 
skin  with  a  fine  hair  pencil  is  felt  intensely.  On  account  of 
this  hyperesthesia  she  is  still  under  treatment.  I  would  re- 
mark here  only  that  the  irritable  bladder  disappeared  entirely 
without  any  local  measures  or  treatment  other  than  suggestive 
therapy  supported  by  iron  medication,  galvanization,  and. 
hydrotherapy. 

Case  XXXVI. — Dysmenorrhea  when  a  girl.  Married  an 
old  man;  is  still  a  virgin  three  years  later  {agent  provoca- 
teur). Hysterical  cephalalgia.  Favorably  influenced  by 
galvanic  current.  Four  years  later  she  is  suddenly  taken 
with  an  excruciatingly  painful  bladder  affection,  ivith  nor- 
mal urine,  and  in  the  absence  of  any  organic  disease.  Hy- 
peresthesia of  the  bladder  region.  Rapid  cure  by  keeping 
her  in  the  clinic  and  by  galvanic  treatment. 

Mrs.   X.     I  have  known  her  for  the  past  six  years.     She  is 
38   years  old.     First   menstruation  at  15,  painful;  was  chlo- 
rotic.     The  periods  after  this  stayed  away  for  a  long  time  and 
then  recurred  with  increasing  pain.     The  dysmenorrhea  was 
especially  bad  after  the  patient  got  married.     The  husband  was 
53  years  old.     The  pains  frequently  occur,  now  with  crying- 
spells,  and  with  such  psychical  alterations  that  the  house  phy- 
sician feared  for  a  time  that  there  might  be  a  psychosis  devel- 
oping.    I  was  called  in  for  the  dysmenorrhea,  and  found  that 
after  three  years  of  married  life  she  still  had  an  intact  hymen,, 
which  bled  after  examination.     The  uterus  was  small.     Con- 
siderable clear  cervical  mucus;  left  ovary  slightiy  enlarged.     I 
desisted  from  all  medical  treatment  and  ordered  cotton-root 
tea  to  be  taken  during  the  period.     It  came   then  with  less 
pain,  but  other  troubles  about  the  head  became  more  promi- 
nent.    There  was  boring  pain  in  the  brain,  so  that  she  could 
not  sit  up;  heaviness,  vertigo,  inability  to  think.     I  used  here 
the  galvanic  current  for  the  head,  negative  pole  to  the  nape  of 
the  neck,  positive  pole  to  the  temples  and  supraorbital  region, 
with  very  favorable  result.     The  patient  did  not  know  how  to 
express  her  gratefulness,  and  said  that  since  she  had  become 
an  entirely  different  person.     Later  she  returned  tu  me  on  ac- 
count of  headache,  nausea,  insomnia,  and  wished  to  be  gal- 
vanized on  the  head.     Her  husband  died  and  she  went  through 
considerable  during  that  time.     She  considered  this  to  be  the 
cause  of  her  illness,  and  once  more  the  current  gave  relief. 
Then  I  did  not  see  her  for  a  year;  she  was  fairly  well  through- 
out this  time.     Suddenly  she  was  taken  with  terrific  pain  in 
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the  region  of  the  bladder;  she  had  to  urinate  every  minute, 
with  an  unusual  amount  of  pain.  She  lay  in  bed  moaning, 
the  house  physician  having  used  a  number  of  narcotics  with- 
out any  result.  There  was  no  fever.  The  urine  was  entirely 
clear.  The  slightest  touch  of  the  abdomen  above  the  symphy- 
sis was  excessively  painful.  Such  internal  examination  as 
could  be  carried  out  with  these  excessive  pains  showed  no- 
thing. I  removed  the  patient  intentionally  from  her  relatives, 
who  were  very  uneasy  about  the  continuous  moaning  and 
groaning.  One  could  easily  speak  here  of  hallucinations  of 
pain.  After  a  few  days'  use  of  the  galvanic  current  and  per- 
sistent use  of  valerian  and  bromides,  her  trouble  disappeared. 
I  see  the  lady  frequently,  and  two  years  have  now  passed 
without  any  trouble. 

PERITONEUM. 

Besides  the  fibres  from  the  sympathetic  nervous  system,  the 
peritoneal  covering  of  the  pelvic  organs  is,  according  to  Hasse, 
supplied  bj"  the  following  nerves  :  the  lower  portion  of  the 
pelvis  by  the  peritoneal  branch  of  the  ileo-inguinal;  above  this 
by  the  p9ritoneal  branch  of  the  ileo-hypogastric;  still  further 
up  by  peritoneal  branches  of  the  intercostal.  In  certain 
pains,  for  instance,  as  in  pain  of  the  stomach  or  in  intestinal 
disease,  the  pain  cannot  be  or  is  only  very  poorly  localized, 
while  in  other  conditions,  as  perimetritis  or  typhlitis,  this  can 
be  done  with  great  precision. 

Traumatic  Pain. — This  seems,  if  we  do  not  deal  at  the 
same  time  with  inflammation,  to  be  very  slight.  If  a  lapa- 
ratomy  wound  bursts  and  the  intestines  prolapse  they  are  fre- 
quently not  sensitive  at  all.  If  one  operates  after  Schleich's 
method,  so  that  there  is  complete  anesthesia  of  the  skin,  one  can 
handle  the  gat  without  causing  pain.  I  saw  a  case  in  which 
there  was  a  spontaneous  rupture  of  the  uterus,  and  the  exam- 
ining physician,  in  looking  for  placenta,  had  dragged  out  fifty- 
six  centimetres  of  the  intestine.  The  patient  died  thirty-six 
hours  later  with  full  consciousness,  without  having  the  slight- 
est pain,  but  with  gradual  collapse.  It  is  also  said  that  the 
Chinese  who,  in  committing  hari-kari,  cut  their  abdomens 
open,  die  a  painless  death. 

Inflammatoi'U  Pain. — One  is  very  much  surprised  at  the 
severity  of  the  pain  of  inflammation.  We  can  hardly  under- 
stand it  if  we  consider  the  scant  supply  of  sensitive  nerves  as 
described  by  Hasse.  Perhaps  this  is  explained  in  a  way  by 
the  greatly  extended  surface  which  is  exposed,  but  even  in 
localized   peritonitis   it  is  just  as  severe.     We  find  a  similar 
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condition  in  other  organs.  Muscles  and  bones  are  but  slightly 
sensitive  to  traumatism,  while  in  trophic  disturbances  and  in- 
flammations they  are  excessively  painful.  That  the  splenic 
nerve  carries  sensation  and  pain  directly  is  not  very  probable. 
We  know  but  one  pain  which  comes  from  the  sympathetic 
nerve;  that  is  the  contraction  and  paralysis  of  the  blood  vessels 
which  causes  pain,  as,  for  instance,  in  migraine.  Why  is  the 
uninflamed  peritoneum  without  any  sensibility  and  the  inflamed 
one  so  exceedingly  painful?  Schleich  wrote  tome  that,  accord- 
ing to  his  idea,  in  the  normal  intact  connective  tissue  the  sen- 
sitive nerves  are  isolated.  As  soon  as  there  is  any  change  from 
the  normal  in  the  tissues  the  isolation  ceases.  He  compares 
this  with  excessively  painful  granulations.  He  has  looked  for 
nerve  fibres  in  them  after  most  careful  staining,  without  find- 
ing any.  He  believes,  therefore,  that  there  is  here  a  surface 
contact  between  the  infiltrated  and  deeper  lying  nerve  endings, 
through  the  agency  of  the  pathologically  changed  connective  tis- 
sue. It  seems  to  be  certain  that  every  rough  tearing  or  contu- 
sion of  the  peritoneum  causes  pain,  so  that  we  have  painful 
sensations  on  the  tearing  of  adhesions  or  ligation  of  the  pedicle. 
Therefore  also  the  pain  from  the  excessive  movements  of  the 
fetus  in  the  last  weeks  of  pregnancy.  The  so-called  peritoneal 
cysts,  sacculated  remains  of  a  past  inflammation,  with  yellow, 
clear  albuminous  contents  and  very  thin  walls,  frequently  met 
with  in  laparatomy,  are  also  very  painful. 

Recently  I  performed  a  laparatomy  on  a  patient  who,  on 
most  gentle  examination,  complained  of  severe  pain,  and  who 
had  been  unable  to  work  for  months.  She  was  much  emaci- 
ated, the  abdominal  walls  were  thin,  and  it  could  be  very 
clearly  made  out  that  there  was  a  tumor  of  unusual  sensitive- 
ness. At  the  operation  we  found,  besides  other  changes,  that 
the  cause  of  her  pain  was  a  number  of  thin-walled  peritoneal 
cysts,  up  to  the  size  of  a  goose  egg,  covering  the  pelvic  organs 
from  above  almost  entirely.  When  these  were  removed  the 
pain  almost  entirely  disappeared.  If  these  cysts  are  in 
Douglas'  pouch  one  can  remove  them  very  easily  and  without 
danger  by  puncture  and  aspiration.  I  have  succeeded  in  doing 
this  repeatedly.  We  are  speaking  here  of  a  condition  analo- 
gous to  the  so-called  blind  hernias  [Taubenhernieii)  which  are 
filled  with  peritoneal  exudate  and  are  also  excessively  painful. 

Hysterical  Pain. — Since,  according  to  Charcot,  every  vis- 
cus  may  be  hyperesthetic,  we  cannot  deny  the  existence  of  a 
hysterical  hyperesthesia  of  the  peritoneum.     In  Landau's  case. 
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after  the  removal  of  the  hyperesthetic  dermoid  tumor,  there 
remained  in  the  same  region  diffuse  hj^peresthesia  which  could 
be  attributed  only  to  the  peritoneum.  We  have  seen  in  Case 
15,  after  the  removal  of  the  uterus  from  below  and  the  ovarian 
tumor  from  above,  that  there  was  a  persistent  visceral  hyper- 
esthesia of  a  hysterical  character.  This  was  very  likely  due 
to  the  peritoneum. 

LUMBAR  AND   SACRAL  REGIONS. 

This  is  a  particularly  diflQcult  chapter  for  study,  and  every 
investigation,  even  the  deepest  one,  must  of  necessity  remain 
incomplete.  This  should  be,  therefore,  only  an  attempt  to 
classify  the  pains  complained  of  in  this  region.  One  can  say 
that  this  region  is  the  first  central  office  and  the  first  substation 
in  the  connecting  net  of  telegraphic  communication  between 
the  pelvic  peripheral  sensation  in  and  about  the  abdomen  and 
consciousness.  If  we  look  over  the  entire  domain  of  gyne- 
cology we  find  that  almost  every  affection  may,  under  certain 
circumstances,  cause  pain  in  the  small  of  the  back.  We  find 
the  most  varied  conditions  expressed  by  the  symptom  back- 
ache and  pain  in  the  small  of  the  back.  Here  we  meet  with 
changes  in  the  position  of  the  uterus — catarrh,  labor  pains, 
carcinoma,  prolapse,  parametritis — in  short,  the  small  of  the 
back  is  the  sensitive  centre  for  all  morbid  changes  occurring  in 
the  pelvis. 

The  brain  refers  the  sensation  to  an  entirely  different  loca- 
tion from  that  in  which  it  really  originates.  We  do  not  pos- 
sess any  histological  examination  of  the  nerves  in  all  these 
conditions,  and  we  have  to  take  it  for  granted  that  the  spinal 
ganglia  is  the  place  where  these  pains  are  localized.  Concern- 
ing the  nerve  supply  of  the  lumbar  and  sacral  regions,  we  find, 
according  to  Hasse,  on  the  surface  of  the  middle  and  below, 
the  sacral  branches  of  the  dorsal  nerves,  and,  further  up,  the 
internal  branches  of  the  same  nerve;  laterally,  the  lumbar 
branches  of  the  dorsal  nerve  and  the  internal  branches  of  the 
same.  In  the  depth,  counting  from  below  up,  we  find  the  peri- 
toneal branches  of  the  ileo-inguinal,  ileohypogastric,  and  the 
peritoneal  branches  of  the  intercostal  nerves.  Between  both 
regions  lies  the  spinal  column  with  the  cauda  equina  and  the 
spinal  nerves. 

Traumatic  Pain. — The  surgeon  deals  with  this  more  than 
the  gynecologist.     We  may  be  called  upon  to  take  care  of  a 
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decubitus,  a  fracture  or  dislocation  of  the  coccyx  in  conse- 
quence of  trauma  during  childbirth. 

Inflammatory  Pain. — A  well-known  picture  is  the  acute 
muscular  rheumatism  known  as  lumbago.  More  difficult  to 
diagnose  is  the  chronic  rheumatism,  which  plays  here  an  im- 
portant role.  If  the  patients  say  that  the  pain  is  worse  after 
getting  out  of  bed,  and  if  they  feel  it  especially  when  single 
muscle  groups  are  strained,  as.  for  instance,  in  turning  in  bed, 
then  the  pain  complained  of  is  very  likely  within  the  muscles. 
In  such  cases  I  have  been  successful  with  massage,  which  I 
carry  out  myself.  Severe  cases  I  send  to  "Wild bad.  I  be- 
lieve, further,  in  the  existence  of  a  chronic  inflammation  in 
the  region  of  the  sacro  iliac  synchondrosis,  and  I  have  seen 
such  cases  after  severe  labors  with  narrow  pelvis.  The  pain 
and  the  sensitiveness  correspond  exactly  to  the  course  of  the 
synchondrosis.  Here  we  frequently  succeed  with  salicylates 
and  derivatives  applied  to  the  skin.  Further,  we  have  to  con- 
sider the  gouty  process,  the  arthritis  deformans  of  the  spine 
and  chronic  arthritis  of  the  spine. 

Neuralgiaform  Pain. — When  speaking  of  pain  in  the  back 
we  have  to  consider  under  this  heading  neurasthenia.  Spinal 
neurasthenia  is  the  result  of  the  tiring,  the  exhaustion  of  the 
nervous  system  especially,  and  in  general  of  the  entire  organ- 
ism. The  muscles  of  the  back,  especially  the  small  of  the 
back,  have  to  do  the  heaviest  work — they  have  to  carry  the 
burden  of  the  trunk.  The  following  muscles  are  concerned 
in  the  work:  latissimus  dorsi,  the  serratus  posticus,  erector 
spinse,  sacrolumbalis,  longissimus  dorsi,  spinalis  dorsi,  quad- 
ratus  lumborum,  the  multifidus  spinse.  Every  tired  feeling  of 
the  trunk  shows  itself  in  this  place.  It  is  the  spinal  irritation 
of  the  older  school,  and,  in  a  broad  sense,  the  region  of  Hager's 
spinal  cord  symptom.'  Every  weakening  influence  must  man- 
ifest itself  here  first.  In  that  way  we  can  explain  to  a  certain 
extent  the  pain  of  the  lumbar  region  in  prolonged  catarrhs  and 
after  severe  hemorrhages.  The  desire  to  have  support  for  the 
small  of  the  back  is  characteristic  of  this  neurasthenic  condi- 
tion; therefore  the  beneficial  result  from  a  plaster  and  rest 
in  bed.  In  these  cases  the  complaint  is  not  limited  to  one  or 
the  other  side,  but  it  is  bilateral.  It  is  the  entire  small  of  the 
back  that  is  painful.  The  principle  in  the  treatment  consists 
in  the  removal  of  the  weakening  agent  and  the  increase  in  the 
nutrition  of  the  entire  body.     We  must  take  into  consideration 

'  See  Winscheid. 
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the  fact  that,  of  all  the  organs,  the  nervous  system  is  the  slowest 
and  most  diificult  to  recuperate.  Leaving  out  of  consideration 
the  neurasthenic,  painful,  tired  sensations,  we  have  frequently 
to  deal  with  genuine  neuralgias  of  the  intercostal  and  sacral 
nerves,  with  their  painful  pressure  points,  their  typical  limita- 
tion and  unilateral  location.  To  the  neuralgiaform  pain  in  the 
small  of  the  back  we  have  to  add  a  large  number  of  sensations 
which  have  their  origin  in  the  pelvis  but  radiate  to  the  small 
of  the  back.  Such  are  the  pains  of  labor,  especially  of  the  first 
stage,  the  pains  in  retroflexion  of  the  uterus  in  exudations, 
especially  when  complicated  with  metritis  and  endometritis, 
when  the  uterus  is  heavy  and  sensitive,  and  even  in  retro- 
uterine hematocele  or  carcinoma,  in  descensus  and  prolapse, 
in  endometritis,  etc.  This  pain  is  always  worse  the  more 
closely  its  cause  is  located  to  the  recto-uterine  fold,  that  gyne- 
cological bane,  which  is  quite  painful  on  palpation  and  pressure 
even  in  a  normal  woman.  The  pulling  of  this  region  upward 
during  the  dilatation  of  the  cervix  in  labor  and  downward  dur- 
ing prolapse,  pressure  on  it  by  a  retroflexed  uterus,  by  exu- 
date, by  a  hematocele,  the  pressure  of  a  carcinoma — the  final 
effect  of  all  this  is  to  produce  an  irradiation  to  the  back.  On 
this  irradiation  Head's  discovery  would  throw  a  new  light, 
should  it  be  confirmed.  We  have  spoken  of  it  above,  and  it 
suffices  here  to  say  a  few  words  about  it.  Head  says:  "  Every 
visceral  irritation  is  transmitted  to  certain  sections  of  the  pos- 
terior gray  columns.  Here  the  irritation  causes  a  reaction  of 
certain  skin  nerves,  so  that  from  the  existence  of  certain  pains 
on  the  surface  of  the  body  conclusions  can  be  drawn  regarding 
the  existence  of  internal  disease."  A  special  role  is  played  here 
by  coccygodynia.  According  to  Olshausen,^  in  each  severe 
case  it  is  the  result  of  a  local  trauma.  That  this  is  not  true  of 
all  cases  Olshausen  himself  admits. 

He  mentions  a  case  of  coccygodynia  in  which  the  patient 
claimed  to  have  fallen  forward  and  not  on  the  back,  and  he 
concludes  that  the  trauma  acted  by  pulling  on  the  coccyx  by 
the  fixed  muscles.  In  contradiction  to  this  Graefe'^  has  seen 
coccygodynia  occurring  during  pregnancy,  and  attributes  but 
slight  significance  to  trauma  as  an  etiological  factor.  Trauma 
holds  here  the  same  relation  as  previously  existing  vesical 
catarrh  does  in ''irritable  bladder.''  The  result  of  a  trauma 
usually  either  disappears  rapidly  or  is  a  lasting  one,  but  here 

'  Zeitschr.  f.  Geb.  u.  Gyn.,  Bd.  xxii. 
«  Zeitschr.  f.  Gyn.,  No.  15,  p.  344. 
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we  see  often,  exactly  as  in  irritable  bladder,  that  the  difficulty 
begins  a  long  time  after  a  relieved  cystitis.  The  pain  occurs  a 
long  time  after  the  suspected  trauma  is  cured,  and  recurs 
after  a  space  of  time.  I  doubt  myself  that  retroflexion  of  the 
uterus  can  be  the  cause  of  a  coccygodynia,  and  Winscheid^ 
says  this  idea  must  be  only  cautiously  accepted.  More  fre- 
quently hemorrhoids  or  fissures  in  ano  simulate  that  disease. 
I  have  seen  a  number  of  cases  in  which  pain  coming  from  a 
fissure  in  ano  while  sitting  and  defecating  was  referred  by 
others  to  the  sacrum.  According  to  Olshausen,'  the  extirpation 
of  the  coccyx  is  followed  by  a  certain  and  a  lasting  relief  in 
coccygodynia. 

This  is  contradicted  by  Charcot,  who  says:  "  La  vu  resister 
a  la  resection  du  coccyx,  ce  qui  d'ailleurs  est  un  temoignage  en 
f aveur  de  sa  nature  psychique."     Such  a  case  I  will  cite  here. 
It  was  the  only  one  in  which  I  considered  an  operation  neces 
sary,  and  just  here  it  failed. 

Case  XXXVII. — Coccygodynia,  luithout  knoicn  cause,  re- 
sists all  therapeutic  measures;  after  removal  of  the  coccyx 
the  pain  shifts  to  the  sacrum. 

Mrs.  X.,  34  years  old.  First  menstruation  at  15,  with  severe 
pain.  Gave  birth  five  years  ago  to  a  child  at  full  term ;  labor 
normal.  Menstruation  was  regular,  without  pain,  not  exces- 
sive. She  complains  of  pain  in  the  coccyx,  especially  on  sitting 
down  or  standing  up.  She  sits,  therefore,  sideways  on  the 
chair.  The  pain  has  existed  for  the  past  eight  weeks  without 
any  known  cause.  Her  phj^sician,  who  suspected  an  infl.am- 
mation  of  the  periosteum,  treated  her  with  rest  in  bed  and  ice 
without  any  result.  Genitals  are  normal.  The  galvanic  cur- 
rent, which  is  ordinarily  useful  in  all  such  cases,  was  here  a 
complete  failure.  The  same  was  the  case  with  cocaine  sup- 
positories, bromide,  valerian,  phenacetin,  and  other  remedies. 
Patient  complained  a  great  deal.  When  she  pointed  to  the 
painful  spot  she  touched  on  each  occasion  with  her  finger  the 
point  of  articulation  of  the  coccyx  with  the  sacrum,  so  that  I 
was  convinced  that  it  must  be  in  the  joint  and  that  there  was 
a  chronic  inflammatory  process.  The  extirpation  of  the  bone 
was  therefore  resorted  to.  Later  it  was  found  entirely 
healthy  and  the  joint  was  free  from  any  change.  The  wound 
was  sutured  and  healed  by  primary  union.  Olshausen  thinks 
that  the  healing  of  the  wound  by  primary  union  in  resection  of 
the  coccyx  is  almost  an  impossibility.  The  patient  complained 
after  the  operation  just  as  she  did  before  it.  She  referred  her 
pain  now  entirely  to  the  sacrum.  The  pain  was  just  the  same 
three-quarters  of  a  year  later.     She  was  in  the  meantime  away 

'  "  NeuioiJath.  u.  Gyn.,"  p.  112. 

■'  Zeitschr.  f.  Geb.  n.  Gyn.,  Bd.  xxii.,  p.  438. 
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in  the  country  and  had  taken  baths.  A  local  physician  found 
a  retroflexed  uterus  and  referred  her  backache  to  this.  This 
retroflexion  I  could  make  out.  It  was  replaced  by  massage 
and  the  uterus  retained  by  a  pessary.  But  the  pain  remained 
just  the  same.  It  was  not  relieved  by  iodide  of  potash,  salicy- 
lates, or  the  galvanic  current.  In  this  case  I  could  not  prove 
the  presence  of  hysterical  stigmata.  I  sent  her  to  Dr.  Sanger, 
who  considered  her  condition  as  one  of  spinal  irritation  of 
neurasthenia. 

Hysterical  Pain. — Charcot  mentions  two  hysterical  zones 
alongside  the  spinal  column.  They  are  usually  along  four  or 
five  vertebrae  in  the  dorsal  and  lumbar  regions.  Many  pains  in 
the  back  can  be  referred  to  this,  and  it  is  an  extremely  diSicult 
matter  to  differentiate  between  them  and  genuine  pain,  which 
is  of  so  very  common  occurrence  here.  In  diagnosticating 
hyperesthesia  of  the  abdominal  walls  we  deal  v/ith  a  simpler 
problem.  I  cite  the  following  case  as  very  likely  belonging  in 
this  categor}^ : 

Case  XXXVIII. — Hyperesthesia  of  the  back  in  a  hysteri- 
cal tvomaii.  Laparato my  performed  thirteen  years  ago  for 
salpingitis.  Now  refers  her  pain  in  the  hack  to  abdominal 
hernia  and  requests  a  new  operation. 

Mrs.  X.,  35  years  old;  was  anemic  when  a  girl,  and  had  to 
go  to  Saizungen  on  account  of  her  throat  trouble.  Menstrua- 
tion at  15,  excessive,  with  pain.  Married  at  "23;  never  bore 
children.  On  account  of  sterility,  the  whites,  and  backache, 
she  went  to  the  university,  where  a  pessary  was  introduced; 
after  the  introduction  of  the  sound  by  one  of  the  doctors  she 
was  taken  with  a  severe  inflammation  in  the  abdomen.  She 
remained  in  bed  for  eight  weeks,  being  treated  with  ice  for  her 
high  fever.  On  account  of  her  backache  she  went  to  a  gyne- 
cologist, who  treated  her  first  with  pessaries  and  with  uterine 
tents,  prolonged  massage  with  curetting,  and  finally  he  told  me 
he  removed  the  left  tube  for  gonorrheal  disease  by  iaparatomy. 
On  the  left  side  there  was  a  total  removal.  On  the  right  side 
she  retained  part  of  the  ovary,  and  the  retroflexed  uterus,  after 
being  freed  from  its  adhesions,  was  fixed  to  the  abdominal 
wall.  Now,  one  would  expect  that  after  such  a  radical  treat- 
ment everything  ought  to  be  well.  On  account  of  the  back- 
ache she  came  to  me,  believing  an  abdominal  hernia  following 
the  Iaparatomy  to  be  the  cause  of  it,  and  wished  to  be  operated 
on  again.  After  the  operation  her  menstruation  ceased  and 
she  suffered  considerably  from  molimina;  besides  that  there 
was  occasionally  a  purulent  vaginal  catarrh  and  constipation. 
On  the  right  side  of  the  lumbar  region  there  was  a  distinct  hyper- 
esthesia of  the  skin.  On  repeated  examinations  the  right  side 
of  the  coccyx  was  extremely  sensitive;  there  was  a  hyper- 
esthetic  skin  zone  to  the  right  over  the  sacrum  and  to  the  right 
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from  the  linea  alba,  corresponding  to  the  abdominal  hernia. 
The  pharynx  was  anesthetic.  The  same  with  the  conjunctiva 
bulbi.  Patellar  reflex  increased.  I  have  treated  this  patient 
now  at  intervals  for  the  past  eight  years,  and  she  always  comes 
back  with  the  proposition  that  an  operation  should  be  done,  if 
possible,  on  the  hernia  to  relieve  her  backache. 

ABDOMINAL   WALLS. 

We  return  now  to  our  original  subject.  The  abdominal 
walls  are,  according  to  Hasse,  supplied  by  the  following  sensi- 
tive nerves:  the  region  of  the  mons  veneris,  by  the  ileo-inguinal; 
the  part  lying  above  that  to  the  height  of  the  crest  of  the  ilium, 
by  the  ileo-hy  pogastric.  Along  the  course  of  the  recti  sensibility 
is  supplied  by  the  abdominal  branches  of  the  intercostal  nerv^es; 
to  the  side  from  them,  by  the  lateral  branches  of  the  intercostal 
nerves;  above  the  umbilicus,  in  the  centre,  by  the  internal 
branches,  and  laterally  by  the  external  branches  of  the  inter- 
costal nerves. 

Traumatic  Pain. — We  see  it — not  considering  the  injuries 
from  a  fall  or  contusion — in  laparatomy  wounds  that  give  a 
typical  example  of  it.  Its  severity  depends  on  the  way  in 
which  a  wound  heals,  and  teaches  that  in  wounds  that  heal  by 
primary  intention  pain  lasts  but  twenty-four  or  forty-eight 
hours.  If  painful  sensations  exist  after  that  time  we  are  cer- 
tainly dealing  with  an  infection.  The  lower  angle  of  the 
woand,  in  the  region  of  the  hair,  is  especially  prone  to  suppu- 
ration. A  sensitiveness  of  the  wound  through  the  dressings 
points  to  it. 

Contractile  Pain  — Contractile  pain  we  hardly  meet  with 
in  gynecology.  The  contraction  of  the  muscles  in  carcinoma 
originates  probably  from  peritoneal  irritation  and  is  in  itself 
not  painful. 

Inflammatory  Pains  we  meet  in  laparatomy  wounds  and 
abscesses  of  abdominal  walls.  It  is  remarkable  that  abdominal 
muscles  are  but  little  prone  to  rheumatic  affections,  while  we 
meet  with  them  so  frequently  in  the  muscles  of  the  back. 

Neuralgiaform  Pain  occurs  in  intercostal  and  lumbar  neu- 
ralgias.    Xeura.lgia  also  is  seen  in  neuritis  with  herpes. 

Hysterical  Pain  is  the  main  subject  of  the  present  work.  I 
have  endeavored  to  prove  in  the  histories  presented  that  they 
present  very  peculiar  sensations  of  pain,  independent  of  any 
visceral  disease,  or  of  neuralgias  in  the  true  sense  of  the  word. 

One  could  just  as  well  speak  of  "irritable  abdominal  walls" 
as   of   ''irritable   uterus,"   ''irritable  bladder,"  or   "irritable 
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breasts."  I  have  tried  to  refer  these  symptoms  to  hysteria. 
Whether  all  of  my  cases  belong  to  this  category  I  will  leave 
undecided.  Perhaps  a  later  observer  will  succeed  in  isolating 
new  and  other  groups.  Some  cases  may,  perhaps,  better  be 
classified  with  neurasthenia  than  hysteria.  /  refer  here  espe- 
ciallij  to  the  hijperesthetic  form  of  neurasthenia,  ivhich, 
according  to  Binswanger,-  is  a  transitory  forrn  of  hysteria^ 
a  mixed  form,  the  so  called  hystero-neurasthenia  of  the  French. 
We  do  not  kaow  anything  of  the  nature  of  these  pains,  but  one 
thing  we  do  know,  and  that  is  that  they  have  nothing  in 
common  with  disease  of  the  viscera.  In  order  to  distinguish 
them  better  from  genuine  pain  which  is  met  with  in  gyne- 
cology, I  have  considered  the  latter  separately  and  tried  to 
group  them  together.  Looking  at  them  in  this  light  the  hyper- 
esthesias will  belong  in  a  distinct  category. 

If  I  have  succeeded  by  this  presentation  of  my  ideas  in  call- 
ing the  attention  of  gynecologists  to  the  fact  that  before  they 
take  the  knife  in  hand  to  interfere  in  a  given  painful  affec- 
tion they  should  think  of  the  very  common  occurrence  of 
hysterical  hyperesthesia,  then  the  object  of  my  work  has  been 
fulfilled.  The  reproach  to  the  gynecologist  by  the  practical 
physician  and  the  neurologist,  the  furor  for  indiscriminate  ope- 
rations after  recognition  of  the  psychical  nature  of  these  pains,, 
would  be  checked.  It  is  evident  from  our  presentations  that 
when  for  a  painful  local  trouble  a  rational  treatment  is  used 
and  is  of  absolutely  no  use,  we  are  very  likely  not  dealing  with 
a  local  trouble,  but  we  have  a  hysterical  hyperesthesia.  Even, 
should  we  find  a  local  morbid  condition,  that  may  be  compli- 
cated by  coexisting  hysteria. 

It  has  been  generally  conceded  that  hysteria  plays  an  impor- 
tant role  in  the  causation  of  hyperemesis  gravidarum.  The 
same  factor  has  to  be  considered  with  vaginismus,  pruritus, 
coccygodynia,  irritable  bladder,  ovarian  neuralgia,  dysmenor- 
rhea, and  a  large  number  of  backaches  and  pains  in  the  small 
of  the  back. 

There  is  no  better  illustration  of  the  correctness  of  this  than 
Schaffer's '  case,  with  pruritus,  vaginismus,  one-sided  ovarie^ 
and  hyperemesis  gravidarum  in  the  same  patient  at  different 
times  of  life.  The  knowledge  of  hysterical  hyperesthesia  is  of 
special  importance  to  the  operator.  Castration  for  neurosis 
has  almost  ceased,  but  other  laparatomies,  which  are  made 

'  Bin.swanger:  "Neurasthenia,"  p.  218. 
"^  Centralbl.  f.  Gyn.,  Bd.  xcvii.,  No.  12. 
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only  because  the  skin  is  sensitive  or  because  one  finds  an 
especially  sensitive  ovary  in  the  Douglas,  must  also  cease. 

I  cannot  close  better  than  by  giving  verbatim  what  Brodie 
says  concerning  hysterical  coxalgia,  the  so-called  Brodie's 
symptom.     He  sums  up  in  the  following  words: 

"  Partout  la  sensibilite  morbide  siege  dans  I'enveloppe 
cutanee.  Si  vous  pincez  la  peau,  la  malade  se  plaint  plus  que 
si  vous  poussiez  la  tete  du  femur  dans  la  cavite  cotyloide." 

What  hysterical  coxalgia  is  to  the  surgeon,  hyperesthesia  of 
the  abdominal  walls  is  to  the  gynecologist.  He  should  pinch 
them  in  all  cases  in  which  there  is  a  complaint  of  pain.  He 
should  try  the  abdominal  walls  on  the  right  side  and  on  the 
left  side,  and  he  will  often  be  surprised. 
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During  the  year  1898  I  performed  224  abdominal  sections. 
By  abdominal  section  I  mean  any  operation  requiring  the 
opening  of  the  peritoneal  cavity,  and  by  234  cases  I  mean  that 
many  patients.  The  material  is  so  large  that  it  would  require 
much  space  if  I  were  to  cover  exhaustively  every  branch,  and 
so  I  will  only  j^ick  out  in  each  class  of  operations  one  or  two 
points  which  may  be  interesting. 

General  Considerations. — The  anesthetic  used  was  chloro- 
form. In  a  few  instances  it  was  changed  to  ether  before  the 
operation  was  finished,  if  it  was  found  that  the  patient  did  not 
take  the  first  anesthetic  well.  In  five  or  six  cases  ether  was 
used  from  the  beginning,  because  of  extreme  weakness  or  to 
satisfy  the  demand  of  the  patient  or  her  friends.  Chloroform 
I  have  used  in  cases  profoundly  collapsed  from  hemorrhage 
and  with  serious  valvular  heart  disease.  In  two  of  the  cases  in 
which  ether  was  given  pneumonia  developed,  and  in  only  two 
cases  was  any  marked  suppression  of  the  urine  noticed. 

^Read  before  the  Detroit  Medical  and  Library  Society,  April  10,  1899. 
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Ligatures. — In  all  cases  dried  sterilized  catgut  ligatures 
were  used,  prepared  by  the  method  of  Bockmann,  except 
in  a  few  cases  where  kangaroo  tendon  was  used,  prepared  in 
the  same  waj-.  I  formerly  had  trouble  with  all  animal  liga- 
tures hardened  by  chromic  acid,  formaldehyde,  cumol,  or  any 
other  process.  They  did  not  soften  and  were  not  absorbed, 
even  if  perfectly  sterile,  and  it  has  happened  to  me  repeatedly, 
six  weeks  or  three  months  after  the  operation,  that  there 
would  occur  a  cold  or  sterile  abscess  simpl}*  from  dead  liga- 
tures; and  my  constant  endeavor  has  been  to  get  ligatures 
which  would  hold  the  blood  vessels  for  forty-eight  hours  and 
then  soften  and  break  down,  so  that  thej-  would  be  absorbed  in 
a  week  or  ten  daj's,  or,  to  speak  more  to  the  point,  that  they 
would  disappear  before  the  patient  left  the  hospital  and  passed 
out  of  my  hands.  I  am  now  speaking  about  the  intra-ab- 
dominal work,  the  tying  of  pedicles  and  blood  vessels.  For  all 
the  work  within  the  abdomen  which  was  to  be  closed  only 
catgut  was  used.  No.  '6  was  employed,  except  in  cases  of 
appendicitis  or  other  intestinal  work,  where  the  finer  No.  1 
was  used.  The  abdominal  incision  was  closed  in  layers  with 
catgut;  the  No.  1  was  used  to  sew  the  peritoneum,  the  No.  3 
for  fascia  and  muscle,  and  for  subcutaneous  suture  again  No. 
1.  This  refers  to  all  clean  aseptic  abdominal  surgery,  such  as 
operations  for  appendicitis  during  the  interval,  hernia,  fibroid 
tumor.  In  septic  cases— that  is,  pus  tubes,  ruptured  appendices 
— and  in  all  malignant  growths,  or  in  tubercular  diseases,  or  in 
explorator}'  operations,  the  en  masse  figure-of-eight  silkworm- 
gut  suture  was  applied. 

Place  of  Operation. — Of  these  operations  106  were  operated 
upon  at  Harper  Hospital  and  20  cases  at  St.  Mary's.  The  rest 
were  operated  upon  in  hospitals  in  different  parts  of  the  coun- 
try and  Canada,  except  5  cases  which  were  operated  upon  at 
their  homes  because  they  could  not  be  moved.  As  my  experi- 
ence increases  I  am  convinced  that  the  only  place  for  abdom- 
inal surgery  is  in  a  well-equipped  hospital,  where  you  have 
the  patients  under  your  own  care  and  can  watch  them  j^ourself 
and  can  manage  their  after-treatment.  In  spite  of  our  best 
care  secondary  hemorrhage  sometimes  occurs.  The  experi- 
enced eye  quickly  discovers  it  and  opens  the  abdomen.  The 
subcutaneous,  venous,  and  arterial  saline  transfusion  can  be 
quickly,  promptly,  and  safely  carried  out  in  a  hospital,  not  to 
mention  rectal  feeding,  proper  variety  of  diet,  careful  watch- 
ing of  the  kidney,  stomach,  and  bowels,  etc.     All  these  con- 
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tribute  to  success  and  lessen  our  mortality  and  save  lives  ;  all 
can  be  best  carried  out  in  the  hospital.  The  patient  in  the 
country,  who  is  five  to  fifteen  miles  from  the  family  physician, 
even  with  a  well-trained  nurse,  has  her  chances  for  recovery 
gravely  diminished,  and  I  only  operate  at  the  patient's  house 
in  desperate  emergencies.  If  people  wish  it,  it  is  astonishing 
how  easily  you  can  get  theni  to  the  train  on  a  stretcher,  and  in  an 
ambulance  from  the  depot  to  the  hospital  in  a  very  few  hours. 
I  have  had  cases  of  Cesarean  section  where  women  were  in  full 
labor,  or  cases  of  ectopic  gestation  or  ruptured  appendices, 
etc.,  brought  two  hundred  miles  or  more  with  perfect  safety 
and  with  very  little  discomfort.  They  can  reach  me  as  quickly 
as  I  can  go  to  them,  and  when  I  have  them  here  I  can  watch 
them  day  and  night  and  my  mind  is  at  ease.  In  the  city  and 
within  a  radius  which  can  be  reached  by  the  ambulance,  I 
have  never  operated  on  a  patient  at  her  home.  The  prejudice 
against  the  hospital  is  disappearing  and  people  now  go  there 
of  their  own  free  will. 

Appendicitis. — The  medical  profession,  and  even  laymen, 
have  now  recognized  the  importance  of  looking  upon  inflam- 
mation of  the  appendix  as  a  surgical  disease  ;  that  is,  that 
a  surgeon  should  be  called  in  consultation  to  watch  the  case 
with  the  family  physician  and,  if  necessary,  operate. 

During  the  year  I  have  had  altogether  33  cases  with  but  2 
deaths.  They  varied  in  age  from  6  to  5G  years,  and  were 
evenly  divided  among  the  sexes. 

The  first  to  die  was  J.  M.,  age  20,  a  dental  student.  He  had 
had  an  attack  eighteen  months  previously,  with  the  formation  of 
a  large  abscess,  which  was  opened,  and  the  appendix  very  prop- 
erly not  removed  on  account  of  the  low  state  of  the  patient. 
He  was  afterward  repeatedly  urged  to  have  the  appendix  re- 
moved. Finally,  after  he  was  taken  with  an  attack  of  acute 
peritonitis,  which  in  the  course  of  twenty- four  hours  became 
most  marked  in  the  right  side,  I  was  called  and  urged  imme- 
diate operation,  but  another  forty-eight  hours  were  lost  before 
he  was  taken  to  St.  Mary's  Hospital,  where  I  operated.  On 
opening  the  abdomen  I  found  that  gas  escaped  from  a  pinhole 
opening  in  one  spot,  and  in  a  few  minutes  fecal  matter  oozed 
out.  I  closed  it  with  a  double  Lembert  suture,  and  a  couple  of 
other  spots  without  openings  were  treated  in  the  same  manner. 
The  appendix  was  walled  in,  removed,  a  gauze  drain  inserted, 
and  the  abdomen  closed.  The  vomiting  which  had  been 
present    before    the    operation   continued,   and    although   the 
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temperature  went  down  from  103°  to  99°,  the  pulse  continued 
to  increase  in  frequency,  and  he  died  on  the  third  day. 

The  second  case  was  Mrs.  T.  A,  J.,  age  35,  who  had  had  a 
number  of  attacks  of  appendicitis  and  was  finally  taken  with 
vomiting  and  continued  pains  in  the  region  of  the  appendix. 
She  was  greatly  emaciated,  and  although  I  kept  her  in  the 
hospital  for  several  days,  thinking  that  I  might  be  able  to  stop 
the  vomiting,  I  finally  decided  that  it  must  be  reflex  and  due  to 
the  appendix  or  adhesions  around  the  cecum,  perhaps  obstruct- 
ing the  intestine,  and  the  best  thing  would  be  an  operation. 
The  appendix  was  found  adherent,  but  still  did  not  seem  much 
diseased.  It  was  quickly  removed.  The  whole  operation  took 
less  than  fifteen  minutes.  The  operation  had  no  effect  on  the 
stomach;  she  continued  to  vomit  as  before,  being  unable  to 
retain  a  particle  of  food.  Becoming  very  weak,  she  died  in  six 
days.  I  was  unable  to  get  a  postmortem,  which  I  very  much 
desired,  as  I  was  convinced  that  the  diagnosis  was  wrong  and 
that  there  must  have  been  some  organic  disease  of  the  stomach. 
Cysts  of  the  Broad  Ligament. — Two  cases.  One  had 
undergone  suppuration  with  extensive  adhesions.  The  sac 
was  stitched  to  the  abdominal  incision  and  drained.  It  con- 
tained about  two  quarts.  In  the  other  case  the  cyst  contained 
about  one  and  a  half  pints  of  fluid  and  was  easily  enucleated  by 
splitting  up  the  broad  ligament.     Both  recovered. 

Exploratory  Celiotomy. — This  included  13  cases  varying 
from  41  to  72  years  in  age.  They  were  undertaken  for  the 
purpose  of  making  a  diagnosis  and,  if  possible,  operating  and 
removing  the  diseased  condition,  but  they  all  proved  malig- 
nant or  could  not  be  remedied. 

Extrauterine  Pregnancy. — This  case  was  interesting,  as 
pregnancy  existed  in  the  uterus  at  the  same  time.  The  diag- 
nosis of  normal  pregnancy  was  made,  but  on  account  of  the 
pain  and  the  elevation  of  temperature  the  diagnosis  of  pus  tubes 
was  made  also.  Unfortunately  five  days  after  the  operation 
she  aborted. 

Q-all  atones. — Two  cases.  In  the  first  there  was  one  large 
stone.  In  the  second  there  were  twenty-three.  The  latter 
case  was  complicated  by  fever.  The  case  was  carefully  exam- 
ined, and  I  supposed  there  was  suppuration  in  the  gall  bladder, 
but  there  was  not.  The  woman  recovered  from  the  operation, 
but  developed  pneumonia  and  died  three  weeks  afterward. 
She  had  gall  stones,  but  evidently  they  had  absolutely  nothing 
to  do  with  her  condition. 
43 
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Hernia. — Nine  cases:  2  umbilical,  2  inguinal,  2  ventral,  2 
femoral,  and  1  inguinal  during  pregnancy.  Mrs.  W.  H.,  age 
28,  mother  of  two  children;  pregnant  five  and  a  half  months. 
She  had  omental  hernia  for  years,  and  being  taken  with  severe 
vomiting  it  was  attributed  to  the  pregnancy.  I  was  called  on 
the  fifth  day  and  diagnosed  hernia.  As  the  symptoms  were 
not  dangerous  I  agreed  to  twenty-four  hours'  delay,  when  she 
was  taken  to  the  hospital  and  operated  on.  The  intestine  was 
twisted  and  the  opening  large,  but  no  severe  strangulation 
had  occurred.  Recovery  uneventful.  Both  cases  of  ventral 
hernia  were  after  operations  by  myself.  Hernia  is  not  common 
after  abdominal  section  when  the  incision  is  carefully  closed. 

Intestinal  Surgery. — Nine  cases:  in  one,  removal  of  the 
cecum  by  the  aid  of  the  Murphy  button;  in  another,  gastro- 
enterostomy for  cancer  of  the  pylorus.  Both  these  cases 
recovered.  Two  other  cases  were  wonderfully  alike,  one  in 
a  maid  -io  years  old,  the  other  in  an  old  lady  aged  68.  In  both 
of  these  there  had  been  some  little  bowel  trouble  with  consti- 
pation, but  nothing  marked.  They  had  lost  flesh  for  several 
months.  Suddenly  they  developed  complete  obstruction  char- 
acterized by  vomiting  of  fecal  matter.  This  condition  had 
existed  for  five  daj'S  when  I  saw  them.  Exploratory  celiotomy 
showed  in  each  a  constriction  of  the  large  intestine  (in  one 
of  the  descending,  in  the  other  of  the  ascending  colon) ;  both 
malignant.  I  removed  eight  inches  in  each  case  and  inserted 
a  Murphy  button.  Both  patients  died  twenty-four  hours 
afterward  from  shock.  These  cases  show  how  a  malignant 
growth  can  gradually  diminish  the  lumen  of  the  bowel  with- 
out producing  marked  symptoms,  until  suddenly  the  limit  is 
reached  and  symptoms  of  acute  obstruction  appear. 

Mr.  E.  O..  age  55.  Was  struck  by  the  tongue  of  a  wagon  in 
the  abdomen.  He  did  not  mind  it  much  at  the  time,  but  more 
and  more  pain  developed  and  inflammation  set  in.  They  sent 
for  his  son,  who  was  a  physician.  The  latter  called  me.  Some 
vomiting.  Symptoms  of  obstruction.  I  advised  exploratory 
operation  Opening  the  abdomen,  I  found  fecal  matter  and 
two  tears  in  the  intestine,  each  about  half  an  inch  long.  These 
were  closed  with  a  double  row  of  Lembert  sutures  and  the  ab- 
domen drained.  The  man  gradually  sank,  and  died  of  septic 
peritonitis. 

Hysterectomy  {abdominal). — Seventeen  cases.  Patients 
aged  31  to  58.  Two  were  total  extirpation,  and  in  15  the  cer- 
vix was  left  as  in   the   Baer  operation.     The  latter  form  of 
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operation  I  prefer,  because  it  can  be  done  quicker  and  it  leaves 
a  better  vagina.  When  the  cervix  is  lacerated,  however,  or 
there  is  degeneration  of  the  mucosa  or  suspicion  of  malig- 
nancy, then  I  make  use  of  the  total  extirpation.  Some  of  these 
were  complicated  with  pus  tubes,  with  diseased  ovaries  or 
hydrosalpinx  and  more  or  less  adhesions.  One  death  resulted. 
Mrs.  E.  B.,  age  40.  A  simple  case.  Continued  vomiting  after 
the  operation  and  died  on  the  third  day,  evidently  from  acute 
sepsis,  although  the  temperature  only  went  a  little  above 
100°. 

Hysterectomy  {vaginal). — Forty-seven  cases,  with  4  deaths: 
20  cases  of  cancer,  7  fibroids,  11  cases  of  pus  tubes,  and  9  of 
chronic  pelvic  inflammation.  The  cancer  cases  were  of  all 
kinds,  some  in  the  very  earliest  stages,  where  the  diagnosis 
was  made  by  the  microscope  from  curettings,  others  where  the 
disease  was  far  advanced.  The  fibroids  were  small,  as  I  pre- 
fer to  remove  the  large  ones  which  are  above  the  pelvic  brim 
by  abdominal  section.  The  pus  tubes  were  cases  of  double 
pus  tubes  with  diseased  uterus.  By  chronic  pelvic  inflamma- 
tion I  mean  inflammation  of  the  tubes,  ovaries,  and  uterus, 
with  adhesions,  endometritis,  lacerations  of  the  cervix,  retro- 
version or  retroflexion  of  the  uterus — in  short,  those  com- 
plicated cases  of  inflammation  of  all  or  most  of  the  pelvic 
organs  which  make  a  woman  an  invalid,  and  which  have  been 
subject  to  all  the  usual  treatment  without  benefit.  In  these 
cases  you  operate  three  or  four  times,  and  the  end  is  that  you 
have  removed  all  the  pelvic  organs,  one  at  a  time.  I  have  come 
to  the  conclusion  that  in  these  cases  the  best  and  promptest 
remedy  is  complete  removal  of  the  pelvic  organs.  It  is  hardly 
necessary  to  state  that  all  these  cases  were  in  women  past  the 
child-bearing  age,  near  the  menopause.  In  all  young  women 
I  believe  in  the  most  extreme  conservatism;  that  we  should 
save  at  least  one  ovary,  or  even  a  half  of  one  if  that  is  the  best 
we  can  do. 

Two  of  the  deaths  were  from  pus  tubes,  one  in  a  cancer  very 
far  advanced  and  the  other  an  easy  case  of  multiple  fibroid. 
They  all  died  of  septic  peritonitis.  In  spite  of  our  continual 
efforts  to  prevent  it,  we  occasionally  have  sepsis.  If  you  have 
five  or  ten  cases  in  one  week,  as  you  sometimes  have,  before 
you  find  out  that  anything  is  wrong  a  dozen  cases  are  affected. 
Sometimes  you  will  find  out  the  cause  of  the  trouble  and  some- 
times not.  Perhaps  it  is  yourself,  perhaps  your  assistants  or 
your   nurses,    and   sometimes   from   unknown   causes.      You 
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double  your  efforts,  cease  to  operate  for  a  week  or  two,  but  the 
mischief  is  done. 

Myomectomy. — Five  cases,  no  deaths.  In  all  young  women 
effort  was  made  to  preserve  the  reproductive  organs  by  per- 
forming myomectomy.  In  two  of  these  cases  the  left  ovary 
and  tube  and  part  of  the  uterus  were  taken  out  and  the  right 
tube  and  ovary  preserved.  Nine  tumors  were  removed  in  a 
young  woman  of  30.  One  case  was  pregnant  four  and  one- 
half  months;  three  fibroids  were  removed,  as  they  would  have 
probably  interfered  with  labor.  The  woman  went  on  to  full 
term. 

Nephrectomy. — Four  cases.  Two  were  very  large  hydro- 
nephroses, one  was  tubercular,  and  one  was  suppurating  con- 
taining a  large  stone.  One  of  these  cases,  in  a  young  woman 
aged  24,  had  well-marked  mitral  regurgitation. 

Oophorectomy  [single). — Sixteen  cases,  9  of  the  left  ovary 
and  7  of  the  right.  These  all  recovered  and  were  operated  upon 
for  chronic  inflammation,  pain,  dysmenorrhea,  etc  In  6  of  the 
cases  on  the  right  side  there  were  adhesions  to  the  appendix, 
and  in  these  cases  the  appendix  was  also  removed.  In  fact,  I 
have  had  doubts  in  my  mind  whether  in  some  cases  the 
trouble  was  not  entireh*,  or  at  least  originally,  in  the  appen- 
dix, and  for  safety's  sake  I  also  removed  the  appendix.  Some 
of  the  cases  were  cystic,  and  I  might  have  placed  them  under 
the  column  of  ovariotomies,  but  I  only  placed  those  cases  under 
the  head  of  the  latter  which  were  large  (three  inches  in  diam- 
eter and  upward). 

Some  of  the  cases  had  been  previously  subjected  to  trachelor- 
rhaphy b}'  myself  or  others  without  benefit.  These  cases  show 
us  especially  that  we  must  not  promise  too  much  to  our 
patients  when  sewing  up  a  tear  in  the  cervix.  They  will  not 
recover  if  they  have  a  diseased  tube  and  ovar}^  until  it  is 
removed. 

Oophorectomies  {doubte). — Seven  cases.  These  were  ex- 
treme cases,  near  the  change  of  life,  where  pain  had  made  life 
unbearable,  with  one  exception,  the  case  of  a  young  girl  aged 
16,  with  hystero-epileptic  fits  occurring  every  month,  and  who 
was  weak-minded.  As  she  came  from  Colorado,  I  have  not 
been  able  to  learn  the  final  outcome  or  the  result  on  the  nervous 
condition.  One  patient  two  hours  after  operation  suddenly 
died  from  syncope.  I  was  afterward  informed  that  she  was 
subject  to  these  spells  and  in  a  number  of  cases  had  been 
revived  with  great  difficulty. 
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Oophorectomies  and  Ventral  Fixation. — Sixteen  cases,  1 
•death.  In  9  cases  the  left  ovary  and  in  7  the  right  was  involved. 
Simple  cases  of  retroversion  of  the  uterus,  which  can  be  rem- 
edied by  pessaries,  tampons,  or  relieved  by  Alexander's  opera- 
tion, etc.,  I  rarely  see.  They  are  very  properly  taken  care  of 
by  the  general  practitioner.  The  cases  I  get  are  those  where 
there  has  been  chronic  inflammation  with  adhesions,  which 
have  been  subject  to  the  usual  course  of  treatment — electricity, 
massage,  etc. — for  years  without  avail.  They  require  re- 
moval of  the  tubes  and  ovaries.  The  adhesions  must  be  broken 
up  and  the  uterus  fixed  anteriorly.  In  a  few  cases  you  can  do 
this  through  the  vagina,  but  as  a  rule  the  history  shows  thai 
severe  complications  exist.  Be  on  the  safe  side.  Better  open 
the  abdomen  and  sew  the  stump  to  the  lower  angle  of  the 
wound. 

Ovariotomies. — Twenty-one  cases  without  a  death.  The 
youngest  was  a  girl  of  16  and  the  oldest  72.  In  11  double 
ovariotom}'  was  performed.  In  8  the  tumor  developed  from 
the  left  ovary,  in  2  from  the  right.     All  were  multilocular. 

Pus  Tubes. — Twenty-one  cases,  5  deaths.  Here  is  our  great 
mortality,  as  always.  Most  of  these  were  very  desperate 
<?ases.  Weak  and  run  down,  they  had  gone  the  rounds,  suffer- 
ing from  sepsis.  Some  of  these  I  first  drained  through  the 
vagina  for  the  purpose  of  letting  them  recover  partly;  but  in 
some  cases  it  was  impossible  to  drain,  as  the  tubes  were  up 
high,  hard  to  reach,  and  the  abdomen  had  to  be  opened. 

It  is  very  difficult  to  decide  what  to  do  in  some  of  these 
cases — what  is  best  for  the  patient.  Sometimes  by  keeping 
them  quiet,  putting  them  under  a  course  of  treatment,  they 
will  improve.  In  other  cases,  however,  they  have  been  sub- 
jected to  medical  treatment  for  months  and  have  gradually 
lost  ground.  If  you  wait  in  the  hope  of  building  them  up  they 
continue  to  fail,  and  die.  If  you  operate  on  them  when  a  mere 
skeleton,  with  thin  blood,  high  temperature,  and  a  weak  and 
rapid  pulse,  you  take  desperate  chances  and  a  great  many  will 
die.  These  cases  give  me  more  trouble  than  any  others.  Still 
I  think  we  should  give  them  the  only  chance  they  have  and 
operate,  preparing  them  in  the  best  possible  way.  In  some  I 
have  flushed  the  abdomen  with  large  quantities  of  saline  so- 
lution. Some  I  have  drained,  usually  with  a  glass  drain, 
sometimes  with  glass  and  gauze.  Four  of  the  drained  cases 
died  from  sepsis  or  from  shock,  and  one  remarkable  case  died 
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from  apoplexy  on  the  seventh  day.  The  diagnosis  was  verified 
by  the  postmortem.  The  abdomen  was  in  good  condition  and 
had  apparently  nothing  to  do  with  death. 

I  have  gradually  also  come  to  the  point  where  I  drain  very 
little.  I  take  greater  pains  to  prevent  contamination  of  the 
intestines  and  abdominal  cavity,  and  if  some  pus  escapes  I 
carefully  remove  it  by  sponging,  but  where  large  quantities 
escape  I  think  thorough  flushing  is  valuable,  but  at  present 
I  avoid  flushing  and  the  drainage  tube.  Though  the  deaths 
all  occurred  incases  that  were  drained,  I  do  not  want  to  blame 
the  drainage  tube.  I  drain  only  in  the  very  worst  cases,  and 
they  would  probably  have  died  without  drainage. 

Ruptured  Uterus  during  Labor. — One  case  with  death, 
already  reported  in  this  Journal. 

Vaginal  Fixation. — I  found  only  2  cases  during  the  year 
which  I  considered  proper  for  the  operation  of  Mackenrodt  or 
Duhrssen.     Both  made  a  good  recovery. 

Vaginal  Celiotomy. — Two  cases  only,  one  by  the  anterior 
method  and  one  by  the  posterior.  In  each  case  only  one  ovary 
was  diseased.  It  is  certainly  an  excellent  method  in  selected 
cases. 

After-treatment. — In  nearly  all  cases  I  inject  into  the  rec- 
tum two  quarts  of  saline  solution,  or  as  much  as  I  can  get  it  to 
retain.  A  pint  usually  is  lost.  In  very  weak,  anemic  patients 
I  use  subcutaneous  saline  infusion,  one  pint  beneath  each 
breast,  during  the  operation.  One  or  two  doses  of  morphine, 
usually  the  first  and  second  night.  The  bowels  I  move  on  the 
second  or  third  day  with  Rochelle  salt.  Liquid  food  for  three 
days,  soft  diet  for  a  week,  and  after  ten  days  almost  anything. 
From  the  tenth  to  the  twelfth  day  they  sit  up  in  bed,  gradually 
move  around  a  little,  and  on  the  fifteenth  to  the  twenty-first 
day,  with  few  exceptions,  leave  the  hospital.  Very  little  medi- 
cine is  given —strychnine  immediately  after  the  operation  in 
case  of  shock;  iron  and  tonics  when  indicated.  Special  atten- 
tion, however,  is  paid  to  the  stomach,  and  nitro-muriatic  acid, 
pepsin,  taka-diastase,  and  so  on,  are  used  freely.  To  build  up 
the  assimilating  powers  of  the  system  seems  necessary  after 
an  operation  or  long- continued  sickness.  Nature  will  do  the 
rest. 

Resume. — Total  number  of  cases.  224;  deaths,  18 — that  is, 
8  per  cent.  Too  high;  but  by  giving  every  patient  a  chance, 
and  not  turning  the  desperate  ones  over  to  your  assistant,  it  is 
almost  impossible  to  reduce  this  much. 
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TRANSACTIONS  OF  THE  SECTION  ON 

GYNECOLOGY  OF  THE  COLLEGE  OF 

PHYSICIANS  OF  PHILADELPHIA. 


Meeting  of  March  16,  1899. 
Richard  C.  Norris,  M.D.,  in  the  Chair. 

Dr.  William  R.  Pryor,  of  New  York,  read  a  paper  en- 
titled 

VAGINAL   ABLATION    IN    PELVIC   INFLAMMATIONS.' 

Dr.  J.  M.  Baldy  read  a  paper  entitled 

THE   SURGICAL   TREATMENT   OF   PELVIC   INFLAMMATORY 
LESIONS   BY   ABDOMINAL   SECTION.^ 

Dr,  B.  F.  Baer. — I  was  very  much  interested  in  the  paper 
read  by  our  friend  and  guest,  Dr.  Pryor,  and  also  in  that  by 
our  Fellow,  Dr.  Baldy.  Dr.  Pryor  has  made  the  picture  very 
beautiful — one  hundred  consecutive  hysterectomies,  without  a 
death,  by  vaginal  section.  Dr.  Baldy  has  made  his  report  by 
the  abdominal  route  almost  equally  alluring  in  low  mortality 
and  smooth  convalescence.  To  one  without  experience,  either 
way  might  appear  smooth  and  easy;  but  to  me  it  seems  that 
both  sides  are  a  little  overdrawn  and  each  of  the  essayists  a 
trifle  oversanguine  to  make  his  own  side  the  stronger. 

In  one  important  particular  I  am  not  in  accord  with  either, 
and  that  is  in  the  position  which  both  take  that  after  the  ap- 
pendages have  been  removed  the  uterus  becomes  a  useless 
organ  and  should  therefore  be  sacrificed  I  am  sure  this  is  the 
wrong  and  narrow  view  of  this  question.  The  uterus  is  of 
both  anatomical  and  physiological  value,  even  though  it  is  no 
longer  required  to  perform  the  functions  of  menstruation  and 
gestation,  and  we  have  no  right  to  assume  that  it  is  not.  How 
do  I  know  that  it  is  of  value  ?  By  a  priori  reasoning  and  by 
observation  and  comparison.  My  experience  has  extended 
over  a  good  many  years,  and  I  have  operated  upon  a  large 
number  of  cases  where  it  has  been  necessary  to  remove  both 
appendages,  and  I  have  followed  the  practice  of  leaving  the 
healthy,  or  at  least  non-malignant,  uterus  in  nearly  all  in- 
stances. This  has  enabled  me  to  observe  the  after-history  of 
many  cases  and  to  learn  that  the  uterus  has  given  no  after-trou- 
ble in  the  vast  majority.  I  believe,  therefore,  I  am  justified  in 
the  statement  that  endometritis  is  not  frequently  persistent 
in  these  cases,  that  the  endometrium  becomes  spontaneously 

'  See  original  article,  p.  584.  '   See  original  article,  p.  597. 
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healthy  as  a  rule,  and  that  very  few — not  more  than  five  per 
cent— require  hysterectomy  afterward  for  incurable  disease. 
But  granted  that  some  cases  do  require  after-treatment  for 
lingering  endometrial  disease,  and  that  even  in  ien  per  cent  it 
might  be  necessary  to  remove  the  uterus  later,  shall  we  there- 
fore subject  the  other  ninety  to  a  more  dangerous  operation 
and  to  the  unnecessary  loss  of  an  organ  ?  It  seems  to  me  that 
this  would  be  a  violation  of  the  sound  surgical  law,  long  ago 
established,  that  organs  and  tissues  shall  be  preserved  when- 
ever possible. 

It  has  been  said  that  the  preservation  of  the  uterus  is  a  mere 
matter  of  sentiment,  and  perhaps  sentiment  has  somethirg  to 
do  with  it.     I  hope  it  has,  for  a  little  sentiment  is  good. 

If,  however,  I  should  decide  to  remove  the  uterus  with  the 
appendages  in  the  disease  under  consideration — viz.,  chronic 
tubo-ovarian  inflammatory  conditions,  with  or  without  pus — 
I  believe  I  would  favor  the  vaginal  route.  Why  ?  Well,  I 
think  there  is  a  little  less  danger,  for  one  thing,  and,  second, 
if  the  pathological  process  is  contained  within  the  pelvis  it  can 
be  more  easily  reached  and  completely  removed. 

I  favor  the  vaginal  route  a  little  more  than  formerly  for  con- 
servative work  on  the  appendages,  I  have  thus  operated  seven 
times  since  last  July  for  the  removal  of  pus  and  other  collec- 
tions in  the  tubes  and  ovaries.  This  is  unusual  for  me,  as  I 
have  been  and  still  am  strongly  in  favor  of  the  abdominal 
route  in  most  cases — in  all  where  the  tumors  are  much  above 
the  pelvic  brim.  I  selected  the  vaginal  section  in  these  cases 
mainly  for  the  reason  that  the  patients  were  in  a  weak  condi- 
tion, tumors  in  a  low  situation,  and  as  a  temporary  expedient 
to  save  life,  intending  to  complete  the  operation  later  by  ab- 
dominal section  should  it  be  required.  Fortunately,  in  only 
one  of  these  cases  has  it  been  necessary  to  make  a  second  ope- 
ration; in  all  the  others  the  recovery  has  been  apparently  per- 
fect, and  the  patients  are  greatly  pleased  that  this  result  was 
obtained  without  the  necessity  of  the  abdominal  section. 

There  is  one  right  way  for  each  individual  case,  and  the 
broad  man  with  good  judgment  will  find  himself  sometimes 
operating  by  one  route  and  sometimes  by  the  other. 

My  reasons  for  preferring  the  abdominal  route  in  most  cases 
are:  I  have  a  better  command  of  the  parts  to  be  operated  upon 
and  can  manage  bowel  and  other  adhesions  better;  I  can,  if  I 
conclude  to  remove  the  uterus  also,  do  the  supravaginal  opera- 
tion and  thus  save  the  cervix,  for  the  important  anatomical 
reason  which  I  stated  in  my  original  paper  on  supravaginal 
hysterectomy;  and,  lastly,  I  can  close  the  incision  without 
drainage,  a  principle  which  I  regard  of  the  first  importance. 

I  have  performed  vaginal  hysterectomy  many  times,  mainly 
for  malignant  disease,  but  have  preferred  the  ligature  to  the 
clamp.  This  technique  described  by  Dr.  Pryor  seems  to  be  an 
improvement,  and  I  shall  be  glad  to  learn  more  of  it. 

Dr.  Brooks  H.  Wells,  of  New  York. — Some  years  ago 
when  Dr.  Pryor  began  to  do  these  operations  at  the  Polyclinic 
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I  thought  he  was  allowing  his  enthusiasm  to  run  away  with 
his  judgment,  and  I  think  we  had  two  or  three  little  tilts  in  the 
matter.  Personally  I  had  gained  what  I  considered  very  satis- 
factory results  from  the  abdominal  route,  and  I  was  disinclined 
to  believe  that  Dr.  Pryor  and  certain  other  gentlemen  who 
operated  through  the  vagina  got  better  results.  For  a  long 
time  I  have  been  watching  the  women  operated  upon  by  this 
method,  during  the  convalescence,  and  I  do  not  think  that  Dr. 
Pryor  has  exaggerated  when  he  speaks  of  the  great  smooth- 
ness of  the  convalescence  and  the  freedom  from  pain  and 
disagreeable  symptoms.  So  that  I  have  come  to  believe  now 
that  when  you  have  extensive  pelvic  suppuration  with  pus  on 
both  sides  of  the  uterus,  and  dense  adhesions,  where  it  is  also 
probably  necessary  to  remove  the  uterus,  you  can  get  better 
results  from  below  than  through  the  abdominal  section.  It 
takes  as  much  skill  and  experience  to  do  a  vaginal  operation  as 
to  do  an  abdominal  operation  ;  but  when  you  have  gained  that 
confidence  and  skill  3'ou  certainly  get  very  beautiful  results. 
Ten  days  ago  I  had  a  case  come  into  the  Polyclinic  which  is  so 
typically  illustrative  of  the  benefits  of  this  operation  that  I  will 
mention  it  here.  The  woman  had  had  a  very  badly  managed 
abortion.  She  became  septic  and  was  in  that  condition  for  six 
weeks.  She  was  pale,  her  pulse  was  rapid  (120  to  135)  and 
temperature  irregular  (97°  to  104  ).  The  pelvis  was  filled  with 
a  large,  hard  mass  and  the  uterus  fixed.  I  concluded  that  it 
was  a  proper  case  for  the  vaginal  operation.  I  found  the  cav- 
ity of  the  pelvis  a  mass  of  agglutinated  abscesses.  Ovaries, 
tubes,  and  broad  ligaments  were  distended  with  pus.  After 
the  operation  the  patient  was  put  to  bed  and  her  temperature 
fell  to  normal  within  a  few  hours.  She  has  complained  of  no 
pain,  and  the  temperature  has  remained  between  normal  and 
99^°.  The  pulse  dropped  to  between  70  and  SO  and  has  re- 
mained so.  The  ultimate  result  is  an  important  consideration. 
It  has  been  said  that  when  the  uterus  is  taken  away  the  va- 
gina becomes  shortened,  but  this  difficulty  is  obviated  almost 
entirely  by  packing  the  vagina  carefully  with  sterile  iodoform 
gauze  during  the  convalescence. 

I  think  part  of  these  good  results  are  due  to  certain  little  dif- 
ferences in  the  technique  which  Dr.  Pryor  has  originated  for 
himself,  and  which  make  his  operation  decidedly  different 
from  vaginal  sections  which  I  have  seen  by  others  both  on  this 
side  and  from  Europe. 

Dr.  John  B.  Deaver. — While  I  have  been  much  pleased 
with  the  way  Dr.  Pryor  has  presented  the  subject  of  his  paper, 
I  am  not  able  to  accept  the  position  he  takes.  How  one  skilled 
in  abdominal  technique,  who  knows  how  to  properly  dispose  of 
sterile  gauze  and  thus  effectually  guard  the  peritoneal  cavity 
and  those  of  the  abdominal  viscera  not  involved  in  the  lesion 
against  infection,  in  dealing  with  pelvic  or  other  intra-abdomi- 
nal inflammatory  affections,  can  argue  in  favor  of  the  vaginal 
versus  the  abdominal  route,  I  am  at  a  loss  to  understand. 

To  deal  radically  and  safely  with  inflammatory  conditions  of 
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the  pelvis,  such  as  the  reader  of  the  paper  has  included,  by  the 
vaginal  route  under  all  circumstances,  is  to  my  mind  impos- 
sible. It  must  be  granted  that  in  this  class  of  operations, 
where  it  is  impossible  to  bring  the  parts  into  full  view,  the 
sense  of  touch  is  to  be  entirely  depended  upon.  Further,  that 
one  can  be  sure  that  adhesions,  masses  of  indurate,  foci  of  in- 
fection, etc.,  have  not  been  left  behind,  is  impossible. 

It  must  be  conceded  that  the  surgeon's  sense  of  touch  is  a  sine 
qua  non  in  the  performance  of  any,  or  at  least  most,  operations, 
and  particularly  in  those  practised  and  advocated  by  Dr.  Pry- 
or.  In  other  words,  the  surgeon  must  have  eyes  in  the  ends  of 
his  fingers  which  should  be  neither  myopic  nor  hypermetropic. 
It  must  also  be  conceded  that  if  these  eyes  are  in  the  ends  of 
anatomical  fingers,  and  the  opportunity  be  given,  such  as  is  af- 
forded by  the  abdominal  route,  to  guide  the  fingers  by  the 
orbital  eyes,  surer,  more  radical,  and  safer  work  can  be  accom- 
plished. 

The  risk  of  doing  more  damage  from  tearing  bowel,  or  injur- 
ing it  to  the  extent  of  favoring  the  formation  of  a  fecal  fistula, 
or  damaging  the  peritoneal  attachment  of  bowel  with  the 
consequent  risk  of  necrosis  ;  leaving  adhesions  which  in  them- 
selves are  capable  of  making  the  patient's  life  unbearable,  to 
say  nothing  of  the  risk  the  presence  of  adhesions  exposes  the 
patient  to  from  acute  or  chronic  intestinal  obstruction;  the  dan- 
ger of  tearing  blood  vessels  and  having  to  compete  with  hemor- 
rhage which  it  may  be  impossible  to  effectually  control,  the 
surgeon  being  handicapped  for  want  of  proper  working  room  ; 
risks  of  damaging  the  ureters,  of  permanent  injury  to  the  blad- 
der— in  short,  of  making  the  cure  worse,  as  it  were,  than  the 
disease  for  which  the  operation  has  been  done — should,  to  my 
mind,  influence  the  operator  against  the  vaginal  route. 

It  must  be  granted  that  the  vaginal  canal  cannot  be  rendered 
as  sterile  as  can  the  abdominal  walls,  therefore  the  patient 
whose  pelvic  cavity  is  opened  by  the  vaginal  route  is  at  once 
exposed  to  a  minimum  amount  of  risk  from  infection,  which  is 
not  so  when  the  cavity  is  opened  by  way  of  an  incision  through 
the  anterior  abdominal  wall. 

By  the  abdominal  route  opportunity  is  offered  for  careful  in- 
spection and  gentle  digital  palpation,  in  this  wise  determining 
the  condition  with  which  the  surgeon  has  to  deal.  If  the  lesion 
be  one  of  abscess  and  accessible  for  opening  through  the  vagina 
or  above  Poupart's  ligament,  the  patient's  condition  not  war- 
ranting interference  other  than  incision  and  drainage,  the  ab- 
dominal wound  is  closed  and  drainage  established. 

The  lesion  having  been  located  and  the  patient's  condition 
warranting  radical  interference,  the  Trendelenburg  position  is 
next  made,  and  the  peritoneal  cavity  and  abdominal  viscera 
not  involved  in  the  lesion  thoroughly  and  effectually  protected 
against  any  possible  infection  by  the  disposition  of  sterile 
gauze.  It  will  be  noted  that  I  make  no  mention  of  gauze  pads 
or  flat  sponges,  either  of  which  I  consider  inadequate,  as  they 
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cannot  be  made  to  engage  in  crevices  and  small  places  as  can 
loose  gauze.  The  peritoneal  cavity  being  thoroughly  protected, 
if  the  lesion  is  the  site  of  a  purulent  collection,  the  table  is 
dropped  and  the  patieut  placed  in  a  horizontal  position,  when 
the  enucleation  is  accomplished.  In  this  wise  the  operator  is 
absolutely  master  of  the  situation,  capable  of  dealing  with  all 
conditions,  be  they  in  the  shape  of  lesions  or  complications  con- 
sequent upon  removal  of  the  lesion.  The  class  of  cases  to 
which  I  would  delegate  the  vaginal  route  would  be  purulent 
collections  or  collections  of  blood  accessible  through  the  vaginal 
vault,  the  patient  being  either  in  extremis  or  not  in  a  condi- 
tion to  warrant  radical  abdominal  operation.  Under  such  cir- 
cumstances a  makeshift  operation  will  belter  pave  the  way 
for  a  subsequent  ideal  procedure,  granting,  of  course,  that  the 
latter  be  warranted. 

I  have  been  very  much  impressed  with  the  manner  in 
which  Dr.  Pryor  has  described  his  method  of  operating  by  the 
vaginal  route,  but  I  do  not  think  I  could  get  my  hand  as  far 
into  the  vagina  as  the  doctor  indicates. 

I  grant  that  Dr.  Prj^or  is  correct  in  many  of  his  points.  We 
know,  from  our  knowledge  of  the  peritoneum,  that  we  can  do 
operations  in  the  iliac  fossa  and  right  hypochondriac  region 
such  as  are  done  upon  the  appendix  and  the  gall  bladder,  but 
when  we  trespass  upon  the  small  intestine  we  must  remember 
that  the  danger  from  infection  is  greater. 

The  question  of  hernia  appeals  to  me.  I  have  operated 
upon  Tnany  professional  men  and  nurses  whom  I  meet  every 
day,  and  I  do  not  hesitate  to  ask  if  there  has  been  hernia.  I 
will  not  question  the  propriety  of  suturing  the  abdominal  walls 
by  tier  suture.     If  my  methods  are  good  I  should  be  satisfied. 

As  to  the  question  of  shock,  I  see  shock,  but  not  from  keep- 
ing my  patients  on  the  table  a  great  length  of  time  nor  from 
loss  of  blood.  I  see  shock  because  I  am  dealing  with  that 
condition  in  which  the  resistant  powers  are  so  reduced  by  the 
disease  that  operation  cannot  help  but  be  followed  by  depres- 
sion. 

With  reference  to  the  abdominal  scar,  my  patients,  like  those 
of  Dr.  Baldy,  do  not  object  to  the  scar. 

Dr.  Charles  P.  Noble. — I  must  confess  my  admiration  for 
Dr.  Pryor's  results.  We  have  all  known  for  a  long  while  that 
Dr.  Pryor  was  very  enthusiastic  in  this  field  and  very  success- 
ful, and  he  is  certainly  to  be  congratulated  upon  being  able  to 
present  inO  cases  without  any  deaths.  From  the  standpoint  of 
relative  mortality  results  he  must  certainly  have  the  benefit  of 
the  argument,  for  no  one  can  improve  on  perfection. 

From  the  standpoint  of  experience,  I  think  very  few  of  us  in 
Philadelphia  are  capable  of  discussing  Dr.  Pryor's  paper,  for 
the  reason  that  our  experience  in  that  line  is  small. 

There  are  various  phases  of  the  work,  however,  which  never 
appeal  to  me,  because  they  are  based  on  principles  which  we 
should  get  away  from.     These  two  principles  are  the  use  of  the 
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old  method  of  compressing  tissues  to  control  bleeding,  and  the 
necessity  of  using  drainage  to  prevent  patients  from  dying  of 
peritonitis.  It  must  be  granted  that  Dr.  Pryor  gets  around 
both  of  these  difficulties  with  great  success,  but  that  is  not  the 
experience  with  the  generality  of  operators.  The  generality  of 
operators  have  a  certain  number  of  cases  of  septic  peritonitis, 
and  a  certain  number  in  which  there  are  very  foul  discharges 
from  sloughing  stumps.  And  when  theSe  operations  are  done 
in  hospitals  the  risk  is  run  of  infecting  everybody  else  in  the 
hospital  from  these  conditions  resulting  from  the  vaginal  h3's- 
terectomy  with  the  clamp  and  drain  methods.  These  are  the 
facts  with  reference  to  vaginal  hysterectomy  which  have  al- 
ways prevented  me  from  doing  it  as  a  routine  operation.  Of 
course,  like  other  surgeons.  I  have  done  a  certain  number  of 
vaginal  hysterectomies,  perhaps  fifty,  but  the  more  I  do  it  the 
less  I  like  it. 

While  we  are  not  discussing  cancer  to-night,  I  would  like  to 
say  that  there  are  other  surgeons  who  do  vaginal  hysterectomy 
without  using  the  crushing  method  of  controlling  hemorrhages 
and  without  using  gauze.  Olshausen  has  done  110  hysterecto- 
mies, with  only  one  death,  without  clamp  or  gauze — the  fatal 
case  suffered  from  pyemia  before  operation. 

In  other  cases  we  can  do  vaginal  operations  without  these 
two  principles  of  clamp  and  gauze.  I  operate  per  vaginam  in  a 
certain  class  of  inflammatory  cases,  and  they  have  been  touched 
upon  lightly  by  Dr.  Baldy  and  other  speakers;  that  is,  those 
where  we  have  patients,  exceedingUMll,  upon  whom  you  do  not 
dare  do  a  major  operation.  In  these  cases,  whenever  it  is 
proper,  I  simply  drain  through  the  vagina.  I  have  also  had  ex- 
perience in  operating  in  puerperal  cases  for  suppuration  with 
drainage.  I  take  issue  with  tlie  gentlemen  who  believe  it  is 
necessary  to  do  radical  operations  in  the  majoritv  of  these  cases 
of  pelvic  suppuration  in  the  puerperal  state.  My  results  have 
been  eminently  satisfactory.  The  patients  not  only  made  good 
recoveries,  but  subsequent  operations  have  been  the  exception. 
Six  children  have  been  born  among  these  cases,  which  proves  a 
good  argument.  I  believe  we  should  not  be  extreme  in  these 
cases,  as  a  rule,  but  only  when  there  is  some  ver}^  positive  indi- 
cation. I  think  a  freshly  infected  uterus  or  broad  ligament  can 
recover  if  j-ou  drain  away  the  pus.  But  laying  aside  this  class 
of  cases  and  a  class  of  cases  of  suppurating  hematoceles,  and 
perhaps  one  other  class  of  cases — patients  who  have  pns  tubes 
filling  up  the  pelvis,  which  cases  are  almost  always  broken 
down  (and  which  are  better  drained  through  the  vagina) — my 
experience  closely  agrees  with  Dr.  Baldy.  That  is,  if  we  lay 
aside  these  cases  I  have  been  discussing,  the  abdominal  route 
is  to  be  preferred.  The  mortality  of  the  abdominal  operation 
in  the  remaining  cases  is  about  zero,  and  the  morbidity,  I  am 
certain,  is  less  than  by  the  vaginal  route.  What  is  perhaps  of 
equal  importance,  a  truer  conservatism  can  be  practised  and 
fewer  ovaries  unnecessarily  sacrificed.     This  is  the  keynote. 
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Dr.  Pr3-or  has  met  with  only  one  case  in  which  the  small 
intestine  was  entangled  with  pus  tubes.  Others  have  not 
had  his  exemption.  There  is  also  the  complication  of  appen- 
dicitis and  intestinal  agglutination.  These  are  cases  which, 
can  only  be  dealt  with  satisfactorily  through  the  abdomen,  so 
I  believe  this  route  offers  a  great  many  advantages  over  the 
vaginal. 

I  agree  with  Dr.  Baldy  that  we  seldom  meet  with  shock.  So 
far  as  my  results  from  shock  are  concerned,  I  am  sure  it  figures 
to  a  very  sliglit  degree  in  ni}"  mortality  statistics. 

So  far  as  hernia  is  concerned,  leaving  out  the  class  of  cases 
in  which  we  must  drain  (in  my  experience  about  three  per  cent), 
the  question  of  hernia  hardly  enters  into  abdominal  surgery  if 
one  will  properly  suture  the  abdomen.  My  own  results  show 
that  less  than  one  per  cent  of  the  cases  have  had  hernia. 

With  reference  to  the  abdominal  scar,  if  the  wound  is  sewed 
up  nicely  we  do  not  have  a  disfiguring  scar.  I  have  heard  but 
one  woman  refer  to  the  scar,  and  she  had  seen  the  scar  of  a 
wound  made  by  a  surgeon  who  uses  a  ""  crowbar"  for  a  needle 
and  ties  tightly  his  interrupted  sutures.  Such  a  method  gives 
a  '•  gridiron  ''  scar  which  is  repulsive  in  appearance.  The  tier 
suture,  with  closure  of  the  skin  wound  by  the  intracuticular 
suture,  obviates  this  objection. 

Finally,  I  prefer  the  abdominal  route  because  I  believe  it 
gives  an  equally  low  if  not  lower  mortality,  a  lesser  morbiditj*, 
because  it  insures  a  greater  conservatism  in  saving  ovaries,  and, 
last,  because  it  enables  us  to  deal  with  intestinal  and  visceral 
complications  in  an  intelligent  manner, 

Dk.  JohnC.  Da  Costa. — Dr.  Pry or's  paper  was  different  from 
what  I  had  expected.  I  had  hoped  to  hear  him  say  something 
not  only  about  the  ablation  of  the  uterus,  but  with  regard  to 
the  treatment  of  all  pelvic  inflammatory  conditions,  and  to  hear 
something  also  about  the  conservative  treatment  of  these  cases. 
He  has  described  his  operation  so  beautifully  that  he  would 
make  us  feel  it  is  the  only  operation  to  be  done,  and  if  we  all 
possessed  the  skill  of  Dr.  Pryor  in  that  operation  it  probably 
would  be  our  choice.  But  we  have  to  think  of  what  the 
average  operator  is  capable.  I  do  not  think  the  majority  of 
men  could  do  as  many  operations  as  Dr.  Pryor  with  the  same 
results.  I  believe  the  ablation  of  the  uterus  for  cancer  a  good 
operation,  but  I  do  not  go  as  far  as  some  gentlemen  and  want 
to  take  out  everything  in  the  pelvis.  I  am  a  conservative  man 
and  believe  in  preserving  all  of  a  woman's  organs  that  one 
can,  and  do  not  think  that  because  the  ovaries  or  tubes,  or 
both,  are  affected  it  is  necessary  to  remove  all  the  pelvic 
organs. 

Like  Dr.  Baldy  and  Dr.  Baer,  I  want  to  see  what  I  am 
doing,  and  in  these  cases  where  there  are  dense  adhesions  can 
hardly  conceive  it  possible  to  remove  uterus,  tabes,  and  ova- 
ries without  doing  damage  to  the  intestines.  In  a  great  many 
of  these  cases,  after  removal  of  tubes  and  ovaries,  the  inflamed 
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uteri  are  capable  of  becoming  perfectly  well.  If  there  are  foci 
of  inflammation  in  the  uterus  they  can  be  cut  out  and  a  good 
recovery  will  ensue.  I  believe  the  uterus  is  of  some  use  after 
the  tubes  and  ovaries  are  removed,  and  agree  with  Dr.  Baer 
that  if  the  cervix  is  of  some  use  the  uterus  is  of  more  use.  The 
gynecologist's  plan  should  be  to  save  the  uterus  whenever 
he  can. 

Regarding  scar,  I  am  not  as  fortunate  as  Dr.  Baldy,  for  I 
have  had  one  single  case  object  to  abdominal  operation  on  ac- 
count of  the  scar.  Hernia  need  not  now  be  considered  a  very 
serious  objection  to  abdominal  operation.  Fifteen  years  ago, 
when  we  were  always  careful  to  cut  through  the  linea  alba,  we 
were  more  likely  to  have  hernia.  To-day,  when  we  cut  through 
muscle,  hernias  are  rare. 

Dr.  Beyea. — This  method  devised  by  Dr.  Pry  or  I  know 
nothing  about,  as  at  the  University  and  Gynecean  Hospitals 
the  operations  which  I  have  done  myself  have  been  strictly 
abdominal,  and  the  objection  of  departing  from  the  abdominal 
route  has  been  greatly  on  account  of  conservatism.  I  think  this 
is  one  of  the  important  factors  in  doing  the  abdominal  method, 
because  I  have  frequently  seen  marked  shortening  of  the 
vagina,  atrophic  changes  in  the  vagina;  the  uterus  being  re- 
moved, the  secretion  in  the  vagina  is  destroyed.  The  statistics 
of  the  University  and  Gynecean  Hospitals  show  178  cases  in 
the  service  of  Dr.  Penrose  which  have  been  operated  upon 
since  1894.  These  included  inflammatory  cases  associated 
with  pus  and  extensive  adhesions  aod  tubercular  abscesses. 
Among  these  178  cases  there  were  102  operations  for  the  re- 
moval of  the  body  of  the  uterus.  Among  the  178  cases  there 
were  5  deaths  and  2  hernise.  A  number  of  these  cases  were 
drained,  and  I  agree  with  Dr.  Baldy,  Dr.  Deaver,  and  others 
who  advise  the  abdominal  route  as  being  the  better  one. 

Dr.  Pryor. — I  think  a  great  deal  that  has  been  said 
has  been  spoken  from  a  misapprehension  of  my  position. 
As  to  the  shock  in  the  two  operations,  a  woman  will  have 
as  much  shock  from  the  loss  of  a  quart  of  blood  from  the 
vagina  as  from  the  abdomen.  The  absence  of  shock  in  vagi- 
nal section  is  due  to  two  things:  1.  The  patient  is  never  com- 
pletel}'  under  narcosis,  the  woman  recovering  consciousness 
when  she  is  about  ready  to  go  back  to  bed.  2.  Then,  again,  the 
diminished  shock  is  due  to  the  absence  of  handling  of  small 
intestines.  I  used  to  see  the  intestines  come  into  the  vagina 
until  I  used  the  Trendelenburg  position  sufficiently  to  relieve 
the  descent. 

Dr.  Baldy  has  said  that  certain  things  cannot  be  done 
through  the  vagina  that  can  be  done  through  the  abdomen. 
In  my  vaginal  work  I  find  you  can  do  through  the  vagina 
nearly  all  the  things  that  ought  to  be  done.  When  we  had  a 
large  mass  of  intestines  to  be  gone  through  in  laparatom}'  we 
got  large  denuded  surfaces  that  bothered  us.  In  the  vaginal 
route  you  do  not  see  that  at  all.     When  I  do  have  a  knuckle 
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of  small  gut  adherent  to  a  piece  of  uterus  I  can  free  it  with  my 
fingers  perfectly  well 

As  to  the  abdominal  scar,  I  do  not  suppose  the  ladies  of 
Philadelphia  object  to  abdominal  scars  or  desire  them  any 
more  than  other  women  do. 

As  to  the  time  in  bed  after  operation,  I  do  not  wish  my 
patients  to  get  out  as  advertising  media  in  eight  days.  A 
woman  who  has  been  brought  to  the  position  of  requiring  such 
an  operation  should  stay  in  bed  two  and  a  half  to  three  weeks. 
With  reference  to  the  number  of  cases  drained,  of  which  Dr. 
Baldy  speaks,  he  could  not  help  draining,  but  they  are  not  well 
women  to-day.  It  is  not  a  question  of  mortality,  it  is  a  ques- 
tion of  morbidity.  Lawson  Tait  lost  no  cases,  but  think  of  the 
morbidity  I 

I  am  glad  Dr.  Baer  is  on  the  fence.  "When  you  adopt  the 
vaginal  route  you  will  find  that  you  can  treat  your  stumps  ex- 
traperitoneally  and  you  will  have  no  forceps  cutting  gut. 

It  is  not  all  plain  sailing.  The  danger  of  streptococcic  in- 
fection is  exactly  the  same  through  the  vagina  as  through  the 
abdomen. 

I  have  had  three  cases  of  bladder  wound  by  my  finger.  I 
have  had  one  case  of  ileus,  the  case  in  which  I  began  the  ope- 
ration through  the  abdomen  and,  the  light  failing,  finished 
through  the  vagina.  I  opened  the  abdomen  and  finished  the 
operation  through  the  vagina.  The  woman  recovered  on  the 
starvation  plan. 

Dr.  Deaver  assumes  that  I  cannot  see  what  I  am  doing. 
This  is  perfectly  right  with  reference  to  the  old  operation  in 
which  the  uterus  was  left.  But  when  you  split  the  uterus  you 
can  swing  it  out  and  see  all  that  is  on  the  inside.  As  to  the 
sterilization  of  the  vagina,  I  am  very  particular  to  sterilize  it. 
For  two  or  three  days  before  the  operation  it  is  treated  exactly 
as  you  gentlemen  do  the  abdomen. 

There  is  no  line  of  work  that  militates  against  the  surgical 
mind  as  much  as  this.  You  have  the  discharges  and  the  ope- 
ration is  very  disagreeable,  but  your  cases  get  well. 

I  have  gone  about  this  work  in  a  scientific  way.  I  have 
proved  the  operations  on  the  cadaver  after  going  through 
every  step  of  the  work. 

I  think  the  day  for  puerperal  hysterectomy  has  gone  by,  ex- 
cept in  the  very  rare  cases  where  you  can  make  a  diagnosis  of 
throrabo-phlebitis.  In  ordinary  puerperal  fever  curettage  and 
packing  the  uterus  with  antiseptic  gauze,  I  think,  will  give  the 
best  results. 

Dr.  Da  Costa,  you  treated  me  so  courteously  that  I  can  but 
thank  you.  I  will  say  this,  however,  that  I  do  not  believe  the 
general  surgeon  is  in  a  position  to  say  he  can  sever  five  ana- 
tomical layers  more  easily  than  two.  I  do  not  think  he  can  do 
that  as  easily  through  the  abdomen  as  through  the  pelvis.  He 
can  put  on  three  or  four  clamps  moTe  easily  than  he  can  put  on 
fifty  ligatures. 
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Dr.  Beyea,  I  note  from  your  statistics  that  you  take  the 
vaginal  route  for  your  bad  cases,  and  for  the  better  cases  you 
use  the  abdominal. 

Gentlemen,  when  you  say  that  certain  work  cannot  be  done 
through  the  vagina,  I  simply  want  to  call  your  attention  to  the 
results. 

An  interesting  point  in  these  cases  is  the  effect  upon  the 
voice.  I  have  had  a  number  of  opera  singers  upon  whom  the 
operation  has  been  done,  and  I  have  recently  heard  from  two 
of  them,  who  tell  me  that  the  voice  has  returned. 

Dr.  Baldy. — There  are  one  or  two  points  brought  out  in  the 
discussion  to  which  I  would  refer:  (1)  With  reference  to  the 
cases  Dr.  Pryor  spoke  of  as  sclerosis,  I  classified  all  my  cases 
as  either  pyosalpinx  or  salpingitis.  Dr.  Pryor  speaks  of  these 
as  sclerosis  and  of  these  being  the  worst  cases  he  had  to  deal 
with.  I  speak  of  this  same  class  as  salpingitis;  and  it  is  also 
my  experience  that,  as  a  rule,  they  are  more  difficult  operations 
than  those  in  which  pus  is  present.  The  other  point  is  in  re- 
gard to  what  Dr.  Baer  and  others  say  about  hj^sterectomies. 
In  a  considerable  percentage  of  the  cases  included  in  my  paper 
hysterectomy  was  not  performed,  as  will  be  seen  by  reference 
to  the  list.  Again,  consider  that  all  but  the  worst  cases  are 
excluded  from  the  list  (tbose  in  whom  hysterectomy  was  not 
necessary).  I  can  therefore  hardly  with  justice  be  accused  of 
always  removing  the  uterus. 

On  the  other  hand,  my  belief  is  that  Dr.  Baer's  and  other 
arguments  in  this  matter  are  purely  sentimental,  and  that  the 
gentlemen  who  always  remove  the  uterus  when  both  ovaries 
must  be  removed  have  far  more  in  favor  of  their  position  than 
the  reverse. 
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Meeting  of  December  2,  1898. 
The  President,  T.  C.  Smith,  M.D.,  in  the  Chair. 

Dr.  J.  Wesley  Bovee  presented 

TWO  fallopian  tubes 

removed  from  one  woman,  in  one  of  which  there  were  two  in- 
dependent pus  cavities  and  in  the  other  a  cavity  containing  pus 
and  one  containing  blood.  They  were  removed  by  celiotomy. 
In  removal  of  the  tube  a  pus  sac  at  its  fimbriated  extremity 
was  ruptured,  and  its  wall  was  found  to  consist  of  the  outer 
inch  of  the  tube,  some  inflammatory  structure,  and  a  loop  of 
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small  intestine;  the  remainder  of  the  tube  canal  was  dilated 
and  contained  two  ounces  of  dark  blood.  An  additional  longi- 
tudinal section  of  the  tube  showed  between  the  two  sacs  a 
complete  obliteration.  The  left  was  removed  without  rupture, 
and  was  also  found  to  have  two  compartments  filled  with  pus, 
an  obliteration  of  the  tube  canal  being  easily  seen  between 
them.  The  other  sac  was  made  up  largely  of  inflammatory 
substance,  all  but  the  extremity  of  the  tube.  It  extended  back 
somewhat  along  the  posterior  surface  of  the  tube.  The  hema- 
tosalpinx was  thought  to  have  been  hemorrhage  from  the  wall 
of  the  hyperplastic  tube.  As  no  microscopical  examination  of 
the  blood  was  made,  its  admixture  with  a  small  proportion  of 
pus  remained  in  doubt.  In  this  case  was  also  demonstrated 
the  marked  stimulating  effect  of  normal  salt  solution  on  the 
kidney,  as  in  the  abdominal  cavity  were  left  two  quarts  of  it, 
and  the  excretion  of  urine  was  for  the  first  day  thirty-seven 
and  a  half  ounces,  and  twenty-four  and  a  half  for  the  second. 

Dr.  Joseph  Taber  Johnson  showed  a 

FIBROID   TUMOR  OP  THE   UTERUS, 

removed  five  days  ago,  which  had  grown  in  the  last  eight 
months,  the  patient  being  under  30  years  of  age.  He  also 
showed  a  fibroid  removed  from  a  woman  60  years  of  age;  also 
a  multilocular  cyst,  ovarian,  from  a  woman  63  years  of  age. 

Dr.  J.  Wesley  Bovee  said,  from  the  rapid  growth  of  Dr. 
Johnson's  first  specimen,  he  thought  it  might  be  a  sarcoma. 
The  doctor  did  right  to  remove  the  uterus,  though  the  tendency 
now  is  to  save  as  much  of  the  genital  organs  as  possible.  He 
cited  the  case  of  a  patient  19  years  of  age  who  had  double  pyo- 
salpinx.  wliich  he  thought  to  be  of  gonorrheal  origin.  He  did 
not  wish  to  remove  the  tubes  of  so  young  a  woman,  so  he 
punctured  through  the  vagina.  At  a  later  date  he  may  do  a 
laparatomy  and  save  enough  of  the  organs  for  child-bearing. 

Dr.  S.  S.  Adams  said  Dr.  Bovee  lays  stress  on  the  amount 
of  urine  passed,  but  says  nothing  about  the  amount  of  urea. 
It  would  be  interesting  to  know  the  amount  of  urea  passed  in 
these  cases. 

Dr.  Joseph  Taber  Johnson  said  the  great  surgeon  in 
gynecology  has  been  the  man  who  removed  the  most  organs; 
noiv  it  is  the  man  who  saves  the  most.  Even  the  part  of  a 
crippled  ovary  is  saved.  A  large  amount  of  work  of  this  kind 
is  being  done  in  the  different  cities,  and  done  successfully. 

Dr.  J.  Wesley  Bovee  said  Dr.  Adams  is  right  as  to  the 
mere  passing  of  a  quantity  of  urine.  The  salt  solution  is  used 
to  increase  the  amount  of  urea.  Ordinarily  he  is  satisfied 
when  he  gets  the  specific  gravity.  At  the  Columbia  Hos- 
pital the  specific  gravity  is  taken  three  times  a  day  after 
laparatomy.  Having  the  specific  gravity  and  the  quantity 
of  urine,  we  may  get  a  good  idea  about  the  amount  of  urea. 
Urea  may  not  be  as  harmful  as  one  might  suppose.  Some 
44 
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investigators  think  it  may  be  some  other  chemical  that  does  the 
harm. 

The  paper  of  the  evening  was  read  by  Dr.  Samuel  S.  Adams, 
entitled 

TUBERCULAR   MENINGITIS   IN  INFANTS.' 

Dr.  E.  E.  Morse  said  the  difficulty  of  diagnosis  is  greatly 
increased  in  infants,  owing  to  the  more  highly  sensitive  ner- 
vous organization  of  children  than  adults,  comparatively  trivial 
causes — dentition,  indigestion,  and  intestinal  parasites — giving 
rise  to  symptoms  of  apparently  cerebral  origin.  The  physician 
has  therefore  to  exercise  due  care  in  his  diagnosis.  Careful 
observers  have  noted  certain  symptoms  which  characterize 
tubercular  meningitis;  of  these,  vomiting,  apparently  without 
reference  to  feeding  and  of  an  uncontrollable  nature;  in  the 
second  stage  of  the  disease  a  slow  pulse  and  a  comparatively 
low  temperature,  followed  in  the  final  stage  by  a  rapid,  weak 
pulse  and  Cheyne-Stokes  respiration.  Temperature  through- 
out the  disease  is  lower  than  in  other  forms  of  meningitis  and 
cerebral  inflammations.  Tubercular  meningitis  is  confounded 
more  frequently  with  typhoid  fever  than  any  other  disease. 
Both  diseases  have  similar  prodromes — pain,  rapid  pulse  in  the 
early  stage,  and  tubercular  meningitis  may  have  pronounced 
abdominal  tympanites.  Most  writers  lay  stress  on  the  pro- 
dromal abdominal  symptoms  as  the  proper  means  of  differenti- 
ating typhoid,  as  a  rule,  which  is  undoubtedly  of  value.  In  a 
case  cited  by  Dr.  Lochbohler  before  the  Medical  Society,  al- 
though the  symptoms  were  predominantly  abdominal,  tym- 
panites, gurgling,  tenderness,  diarrhea,  and  a  rose-colored 
eruption,  it  was  subsequently  diagnosed  by  both  Dr.  Adams, 
who  saw  the  case  in  consultation,  and  Dr.  Lochbohler,  that 
the  cause  of  death  was  tubercular  meningitis.  Since  the  dis- 
covery of  the  reaction  for  typhoid  fever  it  should  serve  as  a 
means  of  eliminating  this  disease. 

Meningitis  not  tubercular  is  a  disease  which,  as  a  rule,  is 
marked  by  a  more  sudden  and  pronounced  coarse,  in  many 
cases  traceable  to  some  pre-existing  trouble,  either  by  trans- 
mission or  extension  of  inflammation  from  neighboring  parts, 
notably  the  ear.  A  case  in  which  could  be  found  a  tubercular 
history,  or  the  history  of  any  disease  which  might  have  served 
as  a  starting  point  of  a  tubercular  inflammation,  would  be 
strong  evidence  of  tubercular  meningitis.  Syphilis  is  the  most 
universal  cause  of  meningitis.  The  symptoms  differ  in  no 
wise  from  those  of  tubercular  inflammation.  Dr.  Morse  was 
of  the  opinion  that  many  cases  diagnosed  as  tubercular,  from 
which  recovery  is  reported,  are  reallj^  syphilitic,  inasmuch  as 
tubercular  meningitis  is  practically  a  fatal  disease,  no  known 
treatment  being  successful  in  its  cure.  Advantage  might  be 
taken  of  its  possible  s3-philitic  origin  by  placing  the  patient  on 
a  specific  treatment.     Uremia  likewise  may  produce  a  menin- 

'  See  original  article,  p.  577. 
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gitis.  Examination  of  the  urine  should  always  be  made. 
Lumbar  puncture  cannot  be  relied  on,  no  bacteria  being  found 
in  numerous  cases  in  which  the  patient  undoubtedly  died  of 
tubercular  meningitis. 

Dr.  E.  a.  Balloch  said  he  had  seen  cases  of  tubercular 
peritonitis  and  observed  that  subnormal  temperature  was  a 
prominent  symptom,  especially  in  the  morning,  and  thinks  it 
might  be  true  of  tubercular  meningitis. 

Dr.  J.  T.  Winter  cited  the  case  of  a  child  at  whose  birth  he 
had  officiated.  There  was  another  child,  8  years  old,  who  was 
healthy.  The  doctor  did  not  see  the  child  again  until  it  was  8 
months  old,  when  it  weighed  about  forty  pounds.  The  mother 
was  very  thin  and  complained  of  feeling  tired.  He  stopped 
her  nursing  the  child  at  night  and  she  improved.  He  saw  the 
child  again  after  several  months  and  found  it  very  much 
emaciated,  fretful,  feverish,  and  suffering  from  a  diarrhea; 
convulsions  developed,  and  the  child  died  after  eleven  days. 

Dr.  T  C.  Smith  said  he  hoped  the  time  would  come  when 
we  would  have  some  cures  to  report,  and  referred  to  a  paper 
read  by  Dr.  Acker  in  which  he  reported  the  recovery  of  some 
cases. 

Dr.   C.  N.  Acker  said   he   had   read   a  paper  before  the 
American  Pediatric  Society  on  "Two  Cases  of  Meningitis." 
Dr.  Jacobi  said  he  had  seen  one  case  of  probable  tubercular 
meningitis  that  recovered,    but    he   was   doubtful  about  the 
diagnosis.     Dr   Holt  gave  the  history  of  several  cases  of  appa- 
rent tubercular  meningitis,  but  results  showed  that  they  were 
cases  of  simple   meningitis.     One  case   had   meningitis  with 
recovery.     Some   time  afterward   the   child    died  of    general 
tuberculosis,  but  the  autopsy  showed  that  the  meningitis  was 
of  simple  type  and  not  tubercular.     Dr.  Samuel  West,  in  the 
London  Clinical  Society  Transactions,  vol.  xxviii.,  relates  the 
history  of  a  girl,  age  2  years   7  months,  with   all    the  symp- 
toms of  the  disease,  but  after  a  prolonged  sickness  recovered, 
and  her  brother,  age  9  months,  entered   the  hospital  at  the 
same  time  with  similar  symptoms  and  died  in  several  months. 
The  necropsy  showed  the  cause  of  death   to  be  tubercular 
meningitis.     It  is  fair  to  hold  that  the  girl  had  suffered  with 
the  same  disease,  especially  as  there  was  a  hereditary  tendency. 
Dr.  Fry  gives  a  case  of  tubercular  meningitis  with  recovery, 
diagnosis  having  been  made  by  lumbar  puncture.     In  older 
children  the  diagnosis  can  be  made  with  more  certainty  than 
in  infants,  because  the  symptoms  are  more  marked.     Tubercu- 
lar meningitis  must  be  diagnosed  also  from  simple  posterior 
basic  meningitis  in  infants.     There  is  a  specific  organism  in 
this  form,  a  diplococcus  closely  allied  to  the  pneumococcus. 
In  most  cases  the  diagnosis  is  not  made  until  after  the  autop- 
sies. 

Dr.  H.  L.  E.  Johnson  said  that  the  most  important  feature 
of  these  cases  is  the  diagnosis,  which  should  be  borne  out  by 
the  postmortem.  He  doubted  the  accuracy  of  every  diagnosis 
of  tubercular  meningitis   where  the   patient  recovered.     He 
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believed  syphilitic  lesions  are  mistaken  for  tubercular  menin- 
gitis, and  referred  to  a  case  in  point  which  had  been  seen  by 
members  of  this  Society,  who  could  testify  that  a  diagnosis 
of  tubercular  meningitis  had  been  made  on  classic  symp- 
toms, when,  as  a  matter  of  fact,  the  disease  was  syphilitic 
gumma  which  responded  quickly  to  treatment.  He  referred 
to  another  case  of  a  child  who,  following  measles,  presented 
undoubted  symptoms  of  tubercular  meningitis;  the  child  was 
very  ill  and  unconscious,  but  subsequently  got  well  under 
alterative  treatment.  This  case  had  a  tubercular  family  his- 
tory. He  did  not  believe  that  any  one  could  recover  who  had 
tubercular  deposit  in  the  pia  mater  and  presented  symptoms  of 
brain  pressure  and  irritation.  He  referred  to  the  paper  of  Dr. 
Murphy,  of  Chicago,  on  tuberculosis  of  the  lungs,  in  which 
cavities,  previoush'  shown  by  the  X  ray,  were  cured  by  his 
fixation  method.  He  also  referred  to  the  cure  of  tubercular 
joints  by  rest,  fixation,  and  subsequent  fibrosis,  but  he  did  not 
believe  that  pressure  could  be  exerted  in  the  brain  sufficient  to 
cure  the  tubercular  process  there.  He  thought  that  in  every 
case  where  the  diagnosis  of  tubercular  meningitis  is  made, 
specific  treatment  should  be  followed,  and  where  death  ensued 
postmortem  should  be  invariably  made.  He  appreciated  how 
diflScult  it  is  to  obtain  the  consent  of  parents  for  a  postmortem 
examination  of  their  babies;  nevertheless,  for  the  advancement 
of  Fcience.  the  medical  attendant  should  invariably  make  the 
examination  whenever  possible. 

Dr.  S.  S.  Adam.s  said  a  diagnosis  can  be  made  from  the 
symptoms  of  the  later  stage;  we  might  as  well  say  that  a 
diagnosis  of  croupous  pneumonia  could  not  be  made  from  the 
physical  signs.  In  private  practice  it  is  difficult  to  get  a 
necropsy  in  children  under  2  years  of  age.  In  the  Foundlings' 
Hospital  he  has  not  seen  a  case  of  tubercular  meningitis,  but 
has  had  simple  meningitis.  He  does  not  blame  the  general 
practitioner  for  not  making  a  diagnosis  early;  it  cannot  be 
made  positively  before  the  stage  of  effusion.  When  a  mother 
insists  that  a  child  is  changed  in  disposition,  do  not  say  that  it 
is  not  ill,  for  she  observes  the  habits  of  the  child  more  closely 
than  any  one  else.  Do  the  cases  get  well?  It  is  impossible  to 
tell;  his  cases  have  died.  He  has  never  resorted  to  the  lumbar 
puncture,  as  there  is  a  great  difference  of  opinion  as  to  its 
practical  value  in  making  a  diagnosis. 
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OBSTETRICS. 


Appendicitis  and  Pregnancy. — A.  Pinard  °  urges  the  advi- 
sability of  operating  upon  every  case  of  appendicitis  occurring 
during  pregnancy,  on  the  ground  that  it  is  impossible  to  affirm 
that  a  case  will  remain  catarrhal  or  that  the  collection  of  pus 
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will  be  localized.  This  is  illustrated  by  a  case  reported  by  P. 
Segond.''  In  this,  symptoms  of  appendicitis  appeared  during 
the  fifth  month  of  pregnancy.  Soon,  however,  abdominal 
rigidity,  and  all  tenderness  except  a  small  amount  at  McBur- 
ney's  point,  had  disappeared;  there  were  some  eructations  of 
gas,  but  no  vomiting,  and  gas  and  feces  passed  freely  from  the 
rectum.  Operation  was  postponed,  but  marked  symptoms 
suddenly  reappeared,  and  an  abdominal  incision  showed  a 
gangrenous  appendix  and  purulent  peritonitis.  Abortion  and 
subsequently  death  occurred. 

Tubercular  Peritonitis  and  Pregnancy.— J.  Gibert' con- 
cludes, from  a  study  of  this  subject,  that  pregnancy  exerts  no 
influence  upon  the  appearance  of  pulmonary  tuberculosis,  but 
that  when  the  disease  exists  it  usually  aggravates  it.  The 
affection  increases  the  lial)ility  to  ac.  idents  during  pregnancy, 
frequently  causing  premature  labor  or  abortion  or  interfering 
at  the  time  of  labor.  Paternal  pulmonary  tuberculosis  may 
also  cause  premature  labor  or  abortion.  When  the  mother  is 
suffering  from  the  disease  it  is  preferable  to  allow  the  pregnancy 
to  go  on  to  term,  if  it  is  well  advanced,  but  if  the  period  of  ges- 
tation has  but  recently  begun  the  advisability  of  inducing 
abortion  should  be  considered. 

Amniotic  Infection. — Lehmann  '  states  that  infection  of  the 
amniotic  fluid  may  occur  through  the  placental  circulation,  by 
extension  of  a  neighboring  infection  without  rupture  of  the 
membranes,  and  by  invasion  of  germs  ascending  from  the 
vagina  after  premature  rupture  of  the  membranes.  In  cases 
■of  premature  rupture  of  membranes,  if  infection  has  not  oc- 
curred, the  writer  advises  one  vaginal  injection  followed  by 
tamponade  of  the  vulva  ;  if  infection  has  taken  place  labor 
should  be  hastened  by  rapid  dilatation,  version,  or  forceps. 

Fibroids  and  Pregnancy. — Vautrin  and  Schuhl "  advocate 
the  performance  of  total  abdominal  hysterectomy  shortly  be- 
fore the  expected  onset  of  labor  in  cases  of  uterine  fibroids 
which  threaten  dangerous  interference  with  delivery.  They 
hope  in  this  way  to  secure  a  viable  child  and  to  save  the  mother 
from  the  dangers  connected  with  an  obstructed  labor  and  pos- 
sible infection.  They  describe  a  case  in  which  three  fibroids 
existed,  two  of  which  were  situated  in  the  lower  segment  of 
the  uterus.  The  patient  also  had  placenta  previa,  and  when 
labor  began  prolapse  of  the  cord  occurred.  After  gradual 
dilatation  it  was  found  impossible  to  pass  the  obstruction 
caused  by  the  fibroids,  and  total  abdominal  hysterectomy  was 
performed.     The  mother  recovered. 

Cancer  of  the  Cervix  during  Pregnancy. — G.  Michelini ' 
holds  that  in  all  operable  cases  of  cancer  of  the  cervix  during 
pregnancy  the  uterus  and  appendages  should  be  removed  at 
once  by  the  vaginal  route,  whatever  the  duration  of  the  preg- 
nancy. It  is  possible  even  at  term,  and  possesses  the  advan- 
tage of  saving  the  life  of  the  fetus  while  exposing  the  mother 
to  no  greater  danger  than  the  same  operation  in  the  non-preg- 
nant state.       In    inoperable  cases   a    conservative    Cesarean 
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section  is  indicated.  Delivery  by  the  natural  route  is  very  dan- 
gerous, as  it  may  cause  severe  infection.  The  writer  reports 
a  case  which  was  successful  for  the  mother,  though  the  fetus 
could  not  be  saved. 

Traumatism  during  Pregnancy. — Rebreyend  and  Barba- 
rin '  present  a  report  of  a  case  of  revolver  wound  of  the  abdo- 
men in  a  woman  three  months  pregnant,  causing  eight  perfo- 
rations of  the  intestines.  Laparatomy  was  performed  an  hour 
and  a  half  after  the  accident  and  the  perforations  sutured. 
Pregnancy  continued  normally  for  three  weeks,  when  abortion 
suddenly  occurred.     The  patient  recovered  completely. 

Passage  of  Substances  injected  into  the  Amniotic  Cav- 
ity.— From  the  injection  of  colored  material  into  the  amniotic 
cavity,  and  noting  the  time  which  elapsed  before  it  appeared  in 
the  urine  of  the  mother,  Guinard '  concludes  that  during  the 
latter  part  of  pregnane}'  the  amnion  absorbs  very  slowly  and 
that  the  rapidity  of  the  passage  to  the  mother  of  colored  sub- 
stances injected  into  the  amniotic  liquid  depends  upon  the 
period  of  development,  taking  place  more  rapidly  early  in 
pregnancy. 

Rest  after  Labor. — G.  Eustache  ^  favors  absolute  rest  in  the 
position  of  dorsal  decubitus,  with  but  a  single  pillow,  for  two 
days  after  labor.  On  the  third  day  he  allows  a  partial  sitting 
position,  and  on  the  fifth  the  patient  is  allowed  to  sit  up  in  bed 
the  greater  part  of  the  day.  On  the  seventh  day  patients  of 
the  working  classes  are  allowed  up  for  an  hour  or  two,  increas- 
ing until  the  eleventh  or  twelfth,  when  they  go  about  their 
ordinary  work,  avoiding  laborious  occupations  until  the  end  of 
the  third  week.  Patients  of  better  classes  are  confined  to  bed 
until  the  ninth  or  tenth  day,  and  leave  their  rooms  onl}'  at  the 
end  of  the  third  week,  resuming  ordinary  occupations  at  the 
end  of  a  month. 

Fatal  Hemorrhage  during  and  after  Labor. — Schrader'* 
has  collected  and  reports  257  cases  of  fatal  hemorrhage,  and 
finds  that  in  a  large  percentage  of  these  cases  labor  was  com- 
plicated by  placenta  previa.  His  investigations  show  that  the 
fatal  postpartum  hemorrhage  in  placenta  previa  was  rarely 
due  to  the  atonic  condition  of  the  uterus,  but  was  usually  the 
result  of  cervical  tears  after  version  or  rapid  extraction. 

Hitschmann  "^  describes  a  case  of  normal  parturition  in  which 
bleeding  continued  after  expression  of  the  placenta.  Explora- 
tion of  the  uterus  disclosed  a  tumor  within  the  cavity,  after 
removal  of  which  the  hemorrhage  ceased.  The  tumor  con- 
sisted almost  entirely  of  normal  decidual  elements  and  was 
designated  as  a  decidual  polypus. 

According  to  Zimmermann,  "  visual  disturbances  during 
eclampsia,  such  as  amaurosis,  amblyopia,  hemianopsia,  and 
diminution  of  the  visual  field,  are  conditioned  by  hemorrhages 
in  the  central  optical  tract.  He  describes  a  case  in  which  the 
postmortem  disclosed  such  a  hemorrhage  as  the  cause  for 
these  disturbances. 
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Premature  Labor. — Hucklenbroich  "  reports  GO  cases  of  in- 
duction of  premature  labor.  Contracted  pelvis  formed  the 
indication  in  26  cases,  while  in  the  remaining  cases  uncontrol- 
lable vomiting,  eclampsia,  cancer  of  the  stomach,  and  difficulty 
in  breathing  necessitated  the  operation.  One  patient  died  from 
sepsis.  Of  the  children  only  27  left  the  hospital  alive  ;  the 
others  died  before  the  tenth  day.  The  method  of  induction 
consisted  in  the  introduction  of  a  bougie  after  Krause. 

Puerperal  Fever. — Bumm  '^  classes  as  puerperal  fever  only 
infections  caused  by  streptococci.  Symptoms  following  decom- 
posing secundines  within  the  uterine  cavity  do  not  belong  to 
what  is  commonly  understood  under  puerperal  fever.  [As  we 
have  stated  before,  the  term  '*  puerperal  fever  "  is  obsolete  and 
should  be  superseded  by  "  puerperal  infection."  We  fail  to  see 
why  the  infections  produced  by  the  colon  bacillus  and  staphy- 
lococcus should  not  be  classed  with  streptococcic  infection,  as 
both  the  symptoms  and  ultimate  results  are  frequently  the 
same.] 

Puerperal  Infection  with  the  Bacillus  Aerogenes  Capsu- 
latus. — F.  C.  Wood  '^  reports  the  following  conditions  found 
at  autopsy  twenty-four  hours  after  the  death  of  a  woman  from 
puerperal  infection.  The  whole  body  was  noticeably  swollen 
and  there  was  a  marked  emphysema  of  the  subcutaneous  tissues. 
The  superficial  veins  were  distended  with  gas,  and  on  opening 
the  abdomen  a  large  amount  of  gas  escaped.  The  intestines 
were  of  a  deep  red  from  dissolved  blood  pigment,  and  the  peri- 
toneal coat  was  dull  and  covered  with  flakes  of  fibrin.  Five 
hundred  cubic  centimetres  of  bloody  fluid  were  found  free  in 
the  dependent  parts  of  the  cavity.  When  the  pericardium  was 
opened  gas  escaped  and  a  fresh  pericarditis  was  found;  a 
thrombus  was  found  in  the  pulmonary  artery.  Gas  was  found 
in  the  heart  muscle,  liver,  and  spleen.  The  kidneys  were 
large,  the  capsule  stripped  off  easily,  and  their  substance  was 
edematous  and  rotten.  Gas  could  be  squeezed  from  the  ves- 
sels. Large  numbers  of  the  capsulated  bacillus  were  in  cul- 
tures made  from  the  uterus;  these  were  accompanied  with  very 
few  streptococci  and  numerous  colon  bacilli.  Cultures  from 
the  pericardial  and  peritoneal  fluids  showed  the  capsulated 
bacillus,  as  did  microscopical  examination  of  the  heart  muscle, 
thrombus  in  the  pulmonar}^  artery,  kidneys,  lungs,  and  sec- 
tions of  the  uterus.  Sections  of  the  hairy  scalp  of  the  fetus 
showed  the  same  bacilli. 

Tubal  Gestation. — F.  Lucas  Benham "'  reports  a  case  of 
tubal  gestation  occurring  in  a  nullipara.  The  pregnancy,  from 
the  history,  appears  to  have  lasted  from  ten  to  twenty  days.  It 
terminated  fatally  from  rupture  and  hemorrhage. 

Case  of  Postpartum  Eclampsia. — J.  Brunton  "  reports  a 
case  of  postpartum  eclampsia  which  recovered.  He  reports 
this  case  on  account  of  its  rarity. 

Dystocia  from  Contraction  of  Bandl's  Ring. — V.  Bue  '" 
reports  a  case  of  shoulder  presentation  with  the  arm  com- 
pletely extended  and  prolapsed,  in  which  contraction  of  Bandl's 
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ring  prevented  the  performance  of  version  after  bringing  down  a 
foot.  He  states  that  in  such  cases  it  is  necessary  to  replace  the 
prolapsed  arm  above  the  contraction  ring,  after  which  traction 
upon  a  lower  extremity  easily  accomplishes  version. 

Double  Uterus  and  Vagina. — Porak  "  describes  a  case  of 
pregnancy  occurring  in  a  uterus  bipartitus  globularis  with 
double  vagina.  During  labor  the  septum  between  the  two 
vaginas  was  lacerated  at  its  upper  part,  necessitating  its  divi- 
sion throughout.  Delivery  was  then  completed  with  the  as- 
sistance of  forceps  Death  occurred  suddenly  on  the  thirteenth 
day  from  pulmonary  embolism. 

Retention  of  Dead  Fetus. — N.  Charles'"  records  a  case  of 
expulsion  of  a  fetus  which  had  been  dead  for  about  three 
months,  labor  occurring  at  the  ninth  month  of  pregnancy. 
The  fetus  was  macerated  but  the  liquor  amnii  odorless.  The 
puerperium  was  absolutely  normal. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Saline  Irrigation  in  Abdominal  Operations. — G.  A.  Haw- 
kins-Ambler '"  takes  up  this  subject  somewhat  in  detail,  giving 
the  reasons  for  irrigation  and  arguments  against  it.  For 
cleansing  the  peritoneum  after  operations  it  is  undoubtedly 
the  best  method  we  have.  We  cannot  as  readily  cleanse  the 
intestines,  omentum,  etc.,  without  undue  exposure  and  hand- 
ling. When  irrigating  a  free  outlet  must  be  provided.  After 
irrigation  the  pulse  is  increased  in  volume  and  quality  very 
rapidly.  Use  a  small  trocar  attached  to  a  rubber  tube  whose 
end  is  placed  in  a  ewer  of  blood-warm  water,  when  you  wish 
to  obtain  a  gentle  stream  with  which  to  wash  out  the  gelati- 
nous material  that  escapes  from  cysts  ;  and  while  passing  the 
tube  into  all  parts  of  the  abdomen  that  may  be  covered  with 
the  tenacious  material,  gently  move  the  fingers  over  the  intes- 
tines to  promote  cleansing.  For  blood  clots  use  a  larger  trocar 
and  a  more  rapid  stream.  When  we  come  to  pus  and  septic 
matter,  irrigation  invites  disaster  by  spreading  the  infection. 
Hawkins- Ambler  does  not  believe  hot-water  irrigations  are  as 
hemostatic  as  they  are  assumed  to  be.  After  irrigation  it  is 
not  necessary  to  drain  except  in  very  rare  cases.  The  perito- 
neum absorbs  water  rapidly,  and  thus  if  saline  solution  is 
poured  into  the  abdominal  cavity  the  peritoneum  takes  some  of 
it  up  and  thus  helps  to  restore  some  of  the  fluid  lost  during 
an  operation.      He  lays  stress  on  the  following  precautions: 

(1)  Use  normal  saline  solution  rather  than   plain  hot  water. 

(2)  The  temperature  should  be  a  little  above  blood  heat,  unless 
in  cases  of  severe  hemorrhage,  when  irrigations  should  be  con- 
fined to  the  affected  area  and  the  stream  shut  off  as  far  as  pos- 
sible from  viscera  not  implicated,  (o)  Avoid  irrigation  in 
septic  cases.  (4)  It  should  not  be  too  prolonged,  since  a  sod- 
den peritoneum  is  likely  to  suffer  damage  as  an  absorbing 
agent,  if  it  be  not  irrigated  into  such  a  suspension  of  this  func- 
tion that  blood   and  plasma  might  be  left  unabsorbed   for  a 
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dangerously  long  period,  (5)  Where  not  required  for  cleansing 
purposes  or  as  a  hemostatic,  equally  as  good  or  better  results 
will  be  obtained  by  pouring  into  the  abdominal  cavity  a  quantity 
of  normal  saline  solution  as  by  injecting  it  into  the  rectum. 

Aberrant  Portions  of  the  Miillerian  Duct  found  in  an 
Ovary. — Wm.  W.  Russell '"  removed  the  ovary  described  be- 
low during  an  operation  for  a  cystic  adeno-carcinoma  of  the  left 
ovary.  On  microscopic  study  of  the  right  ovary  there  were 
found  areas  which  were  exact  prototypes  of  the  uterine  glands 
and  interglandular  connective  tissue.  Further  search  through 
serial  sections  of  the  remainder  of  the  ovary  revealed  similar 
foci  scattered  throughout  the  specimen,  in  which  the  glands  and 
interglandular  connective  tissue  were  in  many  places  sur- 
rounded by  bundles  of  non-striped  muscle.  On  the  posterior 
surface  was  a  shallow  groove,  partly  filled  with  glands  of  the 
uterine  type,  opening  on  the  abdominal  side.  The  epithelium 
covering  this  group  gradually  merged  into  a  single  layer  of 
low  columnar  cells,  and  at  the  edges  of  the  groove  spread  out 
over  the  surface  for  a  short  distance  as  the  germinal  epitheli 
um.  A  large  corpus  luteum  which  occupied  the  outer  pole  was 
two-thirds  surrounded  by  a  narrow  space  lined  with  colum- 
nar epithelium.  In  places  this  epithelium  dipped  down  into  the 
tissue  beneath  and  formed  gland-like  structures.  In  the  sub- 
stance of  the  ovary  were  spaces  lined  with  columnar  epithelium, 
in  places  having  distinct  cilia.  Beneath  this  was  a  band  of 
glands  embedded  in  connective  tissue.  The  glands  were  ar- 
ranged as  in  the  normal  uterine  mucous  membrane  and  opened 
into  the  spaces,  their  epithelium  being  continuous  with  its  lin- 
ing membrane.  The  interglandular  connective  tissue  was 
composed  of  small  cells  with  darkly  staining  oval  and  round 
nuclei  almost  completely  filling  the  cell  body,  in  fact  identical 
with  that  found  in  the  uterus.  Beneath  the  spaces  were  bun- 
dles of  muscle,  arranged  more  or  less  concentrically,  with 
strands  running  off  into  the  ovarian  tissue.  Leucocytes  and 
red- blood  corpuscles  with  indistinct  outlines  partly  filled  the 
spaces.  The  whole  formed  an  exact  reproduction  of  a  portion 
of  the  uterine  mucous  membrane  and  muscle.  The  arrange- 
ment of  these  structures  gave  an  impression  that  they  were  a 
continuous  system  from  the  groove  on  the  posterior  surface  to 
a  cystic  space  in  the  anterior  face.  In  the  specimen  described 
above  there  was  a  collection  of  glands  in  a  groove  on  the  sur- 
face of  theovary.  The  epithelium  covering  them  was  continu- 
ous with  a  single  layer  of  columnar  cells  at  the  margin  of  the 
groove  and  extending  a  short  distance  over  the  surrounding 
surface.  Thus  he  claims  that  we  have  direct  proof  that  the 
germinal  epithelium  is  capable  of  producing  glands  analogous 
to  those  of  the  uterine  mucosa. 

The  Cause  and  Significance  of  Uterine  Hemorrhage  in 
Cases  of  Myoma  Uteri. — J,  G.  Clark"  is  convinced  that  the 
increased  menstrual  flow  and  atypical  hemorrhages  which  are 
so  frequently  associated  with  these  cases  are  dependent  solely 
upon  mechanical  conditions,  which  induce,  first,  congestion  of 
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the  deeper  seated  muscular  and  endometrial  vessels,  and  this  in 
turn  an  increased  or  prolonged  menstrual  flow,  and,  second,  an 
actual  derangement  or  disorganization  of  the  vascular  system 
of  the  endometrium  and  of  the  tumor  itself. 

As  the  tumor  increases  in  size  it  tends  to  grow  in  the  line 
of  least  resistance,  either  outward  becoming  subperitoneal,  or 
inward  becoming  submucous.  With  the  outward  mobiliza- 
tion of  the  tumor  the  tendency  to  a  disturbance  of  the  circula- 
tion decreases.  In  the  quiescent  state,  during  the  intermen- 
strual period,  the  vascular  system  around  the  tumor  is  only 
partly  filled.  In  the  increasing  congestion  of  the  uterus  inci- 
dent to  the  menstrual  cycle  the  arteries  tend  to  resist  the  sur- 
rounding pressure  and  maintain  their  flow,  whereas  the  veins 
may  become  compressed  against  the  tumor,  and  as  a  result  a 
venous  stasis  in  the  deeper- lying  tissue  occurs  with  a  conse- 
quent increased  and  prolonged  menstrual  period.  While  the 
blood  vessels  near  the  tumor  may  be  partially  blocked,  the 
anastomoses  within  the  uterus  are  so  perfect  as  to  leave  open 
many  easy  avenues  of  escape  for  the  venous  blood.  Therefore 
even  a  decided  increase,  without  further  derangement  in  the 
menstrual  flow,  is  the  exception  rather  than  the  rule,  unless 
there  is  infringement  of  the  tumor  on  the  endometrium.  When 
the  tumor  reaches  the  mucosa  the  menses  tend  to  become  free 
and  prolonged,  due  to  a  thinning  of  the  mucosa  and  a  degene- 
ration of  the  vessels,  which  renders  the  usual  diapedesis  much 
easier  or  gives  rise  to  an  escape  of  blood  through  actual  rup- 
ture of  the  capillaries.  As  the  mucosa  degenerates  from  the 
attachment  of  the  tumor  there  is  left  a  zone  of  mucosa  around  its 
base;  from  this  zone  active  oozing  may  take  place.  When  the 
tumor  becomes  necrotic  the  vessels  become  necrotic  also  and 
are  rendered  brittle,  so  that  they  are  liable  to  rupture  and  give 
rise  to  marked  hemorrhage. 

Genital  Neuralgia  and  Genito-reflex  Pains. — F.  P.  Ham- 
mond'^  divides  pain  of  genital  origin  into  two  classes:  First, 
as  pains  in  the  nerve  trunks  of  genital  suppl}",  or  neuralgias 
that  become  apparent  in  the  various  parts  of  the  genital  system 
— pelvic  neuralgia  proper.  Pains  of  this  order  may  be  excited 
through  mechanical  pressure,  tension  upon  the  nerve  terminals 
through  hyperpelvic  congestion,  vasomotor  disturbances  in  its 
nutritive  supply,  or  a  toxemia  from  either  chemical  or  septic 
infection  in  the  genital  tract.  The  seat  of  these  pains  is  usually 
in  the  ovary,  or  deeper  pelvic  structures,  or  in  the  deep  muscu- 
lar structures  of  the  inguinal,  gluteal,  or  lower  abdominal 
regions,  or  they  may  extend  down  along  the  course  of  the 
sciatic  nerve.  Like  other  neuralgias,  they  are  more  prevalent 
in  subjects  of  the  gouty  or  rheumatic  diathesis,  but  they  may 
become  manifest  in  the  most  robust  of  physiques  suffering 
from  any  disorder  of  the  genital  organs.  Such  neuralgias  are 
not  always  of  purely  genital  origin,  but  when  traceable  in  their 
onset  to  a  time  when  genital  disorder  first  became  apparent,  or 
if  the  pain  becomes  heightened  during  a  periodic  congestion, 
and  in  mild  cases  it  becomes  apparent  only  at  this  time,  we 
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may  conclude  it  to  be  of  genital  origin.  This  form  of  neuralgia 
almost  invariably  follows  gonorrheal  infection,  though  the 
attack  may  have  been  so  mild  as  to  have  left  no  other  apparent 
symptom. 

The  second  form  of  genital  pain  seizes  upon  the  spinal  and 
ganglionic  nerve  centres,  or  various  centres  of  the  brain,  or  it 
becomes  manifest  as  an  element  of  the  sympathetic  reflex  dis- 
turbance of  the  viscera.  It  is  a  transmitted  impulse,  selecting 
that  region  of  the  central  nervous  system  or  those  viscera  that, 
for  reasons  before  given,  become  a  centre  of  attraction  for  any 
disorder  existing  tliroughout  the  entire  economy.  Thus  the 
seat  of  this  form  of  genital  pain  is  in  the  lumbar,  dorsal,  or 
upper  cervical  region,  or  it  becomes  manifest  as  a  feeling  of 
weight  and  pain  at  the  cranial  vertex  or  basal  region.  In  the 
viscera  such  pains  follow  the  general  law  in  localization  that 
govern  the  visceral  disturbances  which  become  apparent  under 
the  influence  of  pregnancy,  or  a  genital  disorder  of  any  sort, 
the  ordinary  functional  disturbance  being  replaced  by  ]  ain,  or 
pain  is  associated  with  the  derangement  as  its  most  pronounced 
symptom.  Thus  the  gastric  disturbance  becomes  a  gastric 
neuralgia;  the  functional  heart  derangement  has  as  its  most 
prominent  symptom  neuralgia  in  the  precordial  and  left  inter- 
costal regions,  or.  through  the  ramifications  of  the  solar  plexus, 
the  flatulent  disturbances  give  I'ise  to  a  series  of  multiple  intes- 
tinal pains.  The  pains  of  genito-reflex  nature  may  become 
apparent  in  any  remote  organ  or  region  of  the  body,  either  as 
a  direct  reflex  disturbance  of  function,  acting  as  an  irritant  to 
the  sensory  filaments  of  supply  in  the  affected  viscus;  or  they 
may  be  the  secondary  result  of  an  irritating  and  altered  glan- 
dular secretion,  as  from  the  hyperactivity  and  acid  gastric 
secretion  we  get  the  familiar  heartburn  and  migraine,  or,  from 
the  acid  salivary  secretion  of  pregnancy,  caries  of  the  teeth 
and  the  familiar  neuralgia  of  the  fifth  pair. 

He  advises  for  the  relief  of  hysteria  or  quieting  the  generally 
irritable  nervous  system  hot  baths,  especially  in  stout,  flabby 
subjects.  In  conditions  of  hyperemia  or  anemia,  irrespective 
of  whether  it  be  one  or  the  other,  the  presence  of  the  tamponade 
of  boroglyceride,  by  separating  the  vaginal  walls,  lifting  up  and 
altering  the  position  of  the  cervix,  gives  relief  by  releasing  the 
nerve  tension.  For  cervical  congestion  the  gallotannic  acid 
(1 :  3)  he  believes  to  surpass  any  of  the  metallic  astringents.  For 
parametritis  and  adhesions,  as  well  as  for  metritis,  he  seizes 
the  uterus  bimanually  and  exerts  a  series  of  passive  motions  to 
and  fro.  The  operative  treatment  of  genital  nervous  affections 
is  confined  to  plastic  surgery.  In  all  the  operations  the  essen- 
tial is  removal  of  all  cicatricial  tissue  and  careful  adjustment 
of  the' flaps  with  a  clean  line  of  sutures. 

Surgery  of  the  Kidney. — Alexander  B.  Johnson  "  reports 
10  cases  treated  in  the  Roosevelt  Hospital  of  New  York  in  the 
period  from  January  1,  1890.  to  October  1,  189 •<.  The  several 
operations  from  whose  work  the  report  was  made  show  a 
preference  for  incisions  of  a  somewhat  varied  character.     Dr. 
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Charles  McBurney  has  frequently  used,  in  both  intra-  and  ex- 
traperitoneal nephrectomies,  an  incision  of  which  the  following 
description  may  serve  as  an  example:  A  vertical  cut  two  and 
one-half  inches  in  length  just  external  to  the  semilunar  line, 
beginning  just  below  the  ribs  and  carried  through  the  perito- 
neum. Palpation  of  both  kidneys  through  this  w'ound.  In- 
cision then  carried  outward  and  backward,  parallel  to  the  cos- 
tal border,  as  far  as  the  external  border  of  erector  spicse.  The 
subsequent  steps  were,  in  cases  where  extraperitoneal  nephrec- 
tomy seemed  to  be  indicated,  suture  of  the  peritoneal  wornd 
and  stripping  of  the  peritoneum  from  the  posterior  abdominal 
wall,  thus  exposing  the  front  of  the  kidney.  In  intraperitoneal 
cases  the  opening  in  the  peritoneum  was  increased  to  any  de- 
sired extent  outward  and  backward.  When  the  tumor  was 
large  this  incision  was  sometimes  joined  at  its  inner  end  by  a 
vertical  cut  downward  and  of  variable  length.  In  cases  of 
ver}'  large  tumors  of  the  kidney  the  incision  was  commenced  in 
the  semilunar  line  and  carried  vertically  dow^nward,  or  down- 
ward H  V  outward,  or  inward  over  the  most  prominent  part  of 
the  tumor.  In  a  number  of  cases  of  extraperitoneal  nephrec- 
tomy an  incision  one-half  inch  below  the  costal  border  and 
parallel  to  it  was  used,  beginning  at  the  outer  edge  of  erector 
spinsB  and  extending  forward  a  variable  distance.  The  in- 
cision used  for  exposing  movable  kidneys  began  at  the  border 
of  the  erector  spinse,  below  the  last  rib,  and  was  carried 
obliquel}^  downward  and  forward  a  distance  of  four  or  more 
inches,  according  to  the  thickness  of  the  abdominal  wall. 

Dr.  Frank  Hartle}^  used  the  incision  of  Konig,  or  a  modifica- 
tion of  it  in  which  the  anterior  portion  of  the  cut  turned  up- 
ward in  a  curve  in  the  direction  of  the  navel.  Konig's  entire 
incision  was  used  to  expose  the  kidney  and  ureters — the  modi- 
fied incision  when  the  kidney  alone  was  exposed. 

Dr.  Robert  Abbe  used  an  oblique  lumbar  cut,  downward  and 
forward,  from  below  the  last  rib,  at  the  external  border  of  the 
erector  spinse,  a  cut  parallel  to  the  ribs,  and  an  incision  made 
without  division  of  the  muscles  as  follows:  a  four-and-a-half- 
inch  cut  parallel  to  the  crest  of  the  ilium,  two  and  a  half  inches 
above  it,  its  centre  opposite  the  midaxillary  line;  muscles  sepa- 
rated by  blunt  dissection  without  division  of  the  fibres;  perito- 
neum stripped  away  from  the  front  of  the  kidney  and  organs 
enucleated. 

Dr.  A.  B.  Johnson  has  used  the  incision  before  described  as 
that  preferred  by  Dr.  McBurney,  and  in  one  case  of  a  very 
large  malignant  growth  this  incision  was  further  increased  by 
a  vertical  cut  in  the  semilunar  line.  The  methods  of  treating 
the  pedicle  in  these  cases  were  as  follows:  When  practicable, 
the  artery,  vein,  and  ureter  were  isolated,  and  the  artery  and 
vein  were  ligated  with  heavy  catgut  (not  chromicized).  The 
method  of  treating  the  ureter  varied.  In  non-infected  cases  it 
was  often  simply  ligated  with  catgut,  its  stump  cauterized  and 
dropped  back  into  tiie  wound.  When  infected  it  was  ligated 
and  cut  close  to  the  kidney.     The  stump  was  then  cauterized 
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in  its  interior  with  the  Paqiielin  point,  ligated  with  catgut, 
again  cauterized,  and  stitched  into  the  lower  or  posterior  angle 
of  the  wound  as  near  the  skin  as  possible.  In  some  of  the  later 
cases  the  stump  has  been  cauterized,  inverted  like  the  stump  of 
an  appendix,  and  closed  by  a  parse-string  suture  and  dropped 
back  into  the  wound. 

Except  in  a  few  cases  no  special  effort  has  been  made  to  ex- 
tirpate the  ureter.  It  has  sometimes  been  severed  at  a  distance 
of  two  or  three  inches  below  the  kidney.  The  lowest  point  at 
which  it  was  cut  was  at  the  level  of  the  common  iliac,  and  at 
so  low  a  point  only  in  one  case. 

In  those  cases  in  which  isolation  of  the  elements  of  the  ped- 
icle was  impracticable  the  pedicle  was  surrounded  by  a  heavy 
catgut  ligature,  the  kidney  cut  away,  and  the  elements  of  the 
pedicle  were  then  ligated  with  catgut  separately.  In  several 
cases  heavy  clamps  were  used  upon  the  vessels  and  left  in  situ. 
Occasionally  the  stump  of  the  ureter  was  treated  in  the  same 
manner.  The  clamps  were  removed  at  the  end  of  two  or  three 
days.  In  none  of  the  cases  of  nephrectomy  recorded  in  this 
report  did  hemorrhage  follow  after  operation  as  the  result  of 
slipping,  cutting  through,  or  premature  softening  of  a  catgut 
ligature;  and  this  method  of  treating  the  pedicle  has  been  the 
rule,  the  use  of  clamps  the  exception.  Silk  ligatures  have  been 
used  on  the  pedicle  in  a  few  cases.  All  the  nephrectomy 
wounds  were  treated  by  partial  suture  and  by  packing  the  in- 
terval left  with  sterile  gauze.  In  all  cases  where  evidence  of 
shock  was  present  and  in  several  where  it  was  expected,  hot 
sterile  intravenous  salt  infusions  were  administered  either 
during  the  operation  or  soon  afterward.  Similar  infusions 
were  used  where  the  functions  of  the  remaining  kidney  seemed 
to  be  impaired  during  the  days  following  the  operation,  usually 
with  the  result  of  increasing  the  flow  of  urine. 

The  total  number  of  nephrectomies  was  33,  with  6  deaths^ 
or  a  mortality  of  1  Sf  per  cent.  The  total  number  of  nephroto- 
mies was  54,  with  7  deaths,  or  a  mortality  of  13^  per  cent. 

Tuberculosis  of  the  Fallopian  Tubes. — F.  A.  L.  Lock- 
hart '°  removed  the  right  Fallopian  tube  from  a  woman  who 
was  troubled  with  pelvic  pain  and  whose  right  tube  was  en- 
larged. The  tube  contained  two  rounded  swellings,  which 
consisted  of  caseous  masses.  In  the  walls  of  the  tube  were 
found  giant  cells.  Although  no  tubercle  bacilli  were  found, 
he  believes  the  tube  was  involved  by  a  tuberculous  growth. 

Ligation  of  Uterine  Arteries. — Mangin^'  considers  liga- 
tion of  the  uterine  arteries  a  simple  operation,  without  danger, 
and  not  necessitating  anesthesia.  He  believes  that  it  is  useful 
for  hemorrhages  which  resist  medical  treatment,  when  the 
lesions  o^'  the  uterine  mucosa  are  insufficient  to  explain  them 
and  curettage  is  accordingly  inefficacious.  It  nearly  always 
causes  the  disappearance  of  hemorrhages  due  to  fibroids,  and 
often  leads  to  atrophy  of  these  tumors,  especially  when  they 
are  in  the  neighborhood  of  the  cervix.  The  only  absolute  con- 
traindication  to  this  opei'ation  is  disease  of  the  appendages. 
The  writer  describes  a  number  of  illustrative  cases. 
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Ethyl    Bromide   in   Gynecology  and    Obstetrics. — F.  C. 

Hammond  ""  states  that  this  is  the  ideal  anesthetic  for  making 
painful  examinations,  as  there  is  only  a  small  amount  re- 
quired, the  return  to  consciousness  is  very  rapid,  and  the  after- 
effects are  practically  nil.  A  pure  drug  must  be  employed. 
He  concludes  that  this  drug  is  the  anesthetic  by  choice  for 
gynecological  examinations,  in  incising  abscesses  in  the  ab- 
dominal wall,  in  making  vaginal  puncture  for  the  removal  of 
pelvic  accumulations,  for  the  removal  of  stitches  (when  a  nar- 
cotic is  indicated),  for  incising  a  vulvo-vaginal  abscess,  or  any 
like  procedure  of  short  duration,  say  ten  to  fifteen  minutes;  in 
obstetrics,  during  parturition,  for  performing  version,  forceps 
application,  or  any  obstetrical  operation  of  brief  duration. 

Ovaritis  with  Cystic  Degeneration. — E.  S.  Bishop  and 
W.  E.  Fothergill "'  removed  an  inflamed  ovary  which  was 
causing  severe  pain.  On  microscopical  examination  the  in- 
flammation in  and  about  the  organ  appeared  to  have  altered 
the  development  of  the  Graafian  follicles  in  such  a  manner  as 
to  turn  them  into  C3'sts  filled  with  blood,  instead  of  into  ordi- 
nary corpora  lutea  of  menstruation.  The  lining  of  the  cysts 
was  the  remaining  of  the  membrana  granulosa.  There  was  a 
small  cyst  on  the  surface  of  the  ovary,  which  was  ruptured 
at  the  time  of  the  operation.  They  believe  this  is  a  case  of  an 
ovarian  cyst  caused  by  an  inflammation  of  the  ovary;  they 
therefore  conclude  that  many  ovarian  cysts  ma}"  be  prevented 
by  the  early  treatment  of  ovaritis.  The  symptoms  and  physi- 
cal signs  which  immediately  preceded  the  operation  were  re- 
markabh'  like  those  of  an  early  tubal  gestation 

Elephantiasis  of  the  Vulva. — Wm.  Finder''  cites  a  case  of 
this  variety  occurring  in  a  woman  20  years  old  who  had  had 
syphilis  and  also  gave  a  historj^  of  having  received  an  injury 
to  the  part.  The  enlarged  labium  reached  about  one-third 
down  the  thigh.  When  it  was  removed  the  bleeding  was  very 
free. 

Cancer  of  the  Rectum. — J.  M,  Mathews ""  reports  the  case 
of  a  woman  witli  a  malignant  growth  of  the  rectum  as  large  as 
a  baseball.  This  tumor  he  removed  by  thorough  curettement 
and  obtained  a  marked  improvement  in  the  condition  of  the 
patient. 

Pyoktannin  in  Cancer. — Wm.  F.  Honan"  states  that 
pyoktaunin  possesses  virtues  in  certain  inoperable  cases.  It 
possesses,  internally  and  locally,  some  analgesic  properties;  it 
tends  to  arrest  the  extension  of  the  disintegration  temporaril3^ 
It  is  also  a  deodorizer,  and  in  arresting  the  fermentation  in 
the  stomach  stops  the  flatus  which  is  so  annoying  to  the  pa- 
tient. 

Vaginal  Hysterectomy  for  Cancer. — F.  B.  Jessett,"  in 
performing  this  operation,  is  guided  by  the  following  rules: 
1.  If  on  examination  of  a  patient  suffering  from  a  discharge 
from  the  uterus,  in  a  woman  at  or  past  the  menopause,  the 
discharge  is  colored  and  offensive,  and  the  introduction  of  the 
sound  causes  bleeding,  he  feels  pretty  sure  he  has  carcinoma  to 
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deal  with  and  advises  operation.  Should  any  doubt  exist  he 
curettes  the  uterus  and  examines  the  detritus  microscopically. 
2.  If  the  disease  has  commenced  in  the  cervical  canal  or  ex 
ternal  os,  even  if  the  vaj^inal  walls  are  somewhat  invaded,  so 
long  as  the  uterus  itself  is  not  fixed  or  the  broad  ligament  in- 
vaded, he  does  not  hesitate  to  ad  vise  operation.  The  mortality 
of  the  operation  is  less  than  eight  per  cent.  He  believes  the 
final  step  in  the  operation  of  the  utmost  importance — namely, 
the  catching  the  peritoneum  covering  the  bladder  and  rectum 
and  pulling  it  well  down,  so  that  when  the  vagina  is  packed 
the  two  layers  of  peritoneum  are  brought  into  accurate  apposi- 
tion. 
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DISEASES   OF  CHILDREN. 

Chloroform  Narcosis  in  Children. — Castueil  *  has  em- 
ployed chloroform  narcosis  612  times  in  children  under  16 
years  of  age,  without  a  single  death.  The  child  is  prepared 
for  the  narcosis  by  having  a  bath,  a  laxative,  and  strict  diet ; 
the  heart,  lungs,  and  teeth  are  carefully  examined.  Loose 
teeth  are  removed.  The  child  is  completely  undressed,  cov- 
ered with  a  woollen  cover,  and  a  linen  compress  used  for 
the  chloroform  administration.  Vaselin,  glycerin,  or  oil  should 
protect  the  face  from  burns.  The  operator  should  have  at 
hand  the  following  articles :  forceps  with  cotton  tampon, 
Pravaz  syringe,  ether,  caffeine,  serum,  oxygen,  a  gag,  an  elec- 
tric battery,  and  several  compresses.  With  delicate  children 
six  or  eight  drops  are  sufficient  to  begin  with.  The  opera- 
tion should  not  begin  too  early,  otherwise  the  child  sleeps 
badly  throughout.  The  pulse,  respiration,  and  pupils  must  be 
watched.  The  child  should  be  allowed  to  awaken  by  himself 
after  the  operation,  and  this  usually  occurs  from  fifteen  min- 
utes to  one  hour  after  cessation  of  the  anesthesia.  The  best 
position  for  narcosis  is  a  horizontal  one. 

Chorea,  Treatment  of. — J.  Comby  '  thus  sums  up  a  study  of 
the  action  of  antipyrin  and  arsenic  upon  53  cases  of  chorea  oc- 
curring in  his  own  practice  The  cases  occurred  as  to  age  as 
follows  :  3i  to  5  years  {2  cases),  oi  to  6  years  (9  cases),  7  and 
8  years  (T  cases),  S^  years  (3  cases),  9  years  (6  cases),  9|- 
years  (3  cases),   10  years  (9  cases),  lOi- to  11  years  (4  cases), 
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11^  years  (4  cases),  12  years  (4  cases),  12|-  to  thirteen  years 
(3  cases).     There  were  34  girls  and  18  boys. 

These  cases  of  chorea  were  all  severe,  cases  of  light  and  me- 
dium severity  having  been  intentionally  omitted.  With  ^n- 
tipyrin  prescribed  in  large  doses  (3,  4,  5,  and  6  grammes — 45,  60, 
75,  and  90  grains — a  day),  there  were  4  failures  out  of  29  cases 
treated.  Twice  there  was  erythema,  once  temporary  anuria. 
The  average  duration  of  the  treatment  was  sixteen  daj's. 

With  arsenic  given  in  large  doses  (115  to  175  grammes — 4  to 
6  ounces)  of  Budin's  fluid,  in  7,  9,  or  11  days,  there  was  not 
one  failure  :  the  23  patients  treated  all  recovered.  The  aver- 
age duration  of  the  treatment  was  nine  days.  Arsenic  cures 
chorea  more  promptly  than  does  antipyrin,  but  it  must  be 
carefully  watched.  Among  the  symptoms  which  it  ma}^  cause 
are  vomiting  :  gastric  disturbances,  which  occur  rather  often  ; 
pigmentation  of  the  skin  (1  case):  arsenical  paralysis  (1  case). 

Eczema  in  Infants  and  Children,  Treatment  of.— Charles 
Warrenne  Allen  *  believes  that  it  is  almost  the  exception  to 
find  an  eczema,  not  clearly  to  be  placed  in  the  impetiginous  or 
in  the  neurotic  or  reflex  class,  which  does  not  present  upon  the 
anterior  surface  of  the  scalp,  in  the  region  of  the  fontanelle,  evi- 
dence of  greasy  crusts  mixed  with  exfoliated  epidermis  ;  or  to 
have  the  mother  give  the  history  that  almost  from  birth  difiB- 
culty  has  been  experienced  in  keeping  this  region  clean  and 
free  from  scales.  The  author  is  of  the  opinion  that  it  is  of  the 
utmost  importance,  in  order  to  secure  good  and  permanent  re- 
sults in  eczema  situated  upon  the  parts  lower  down,  to  bring 
the  scalp  back  to  a  healthy  state  of  secretion  and  keep  it  free 
from  crusts  and  dirt.  The  treatment  in  the  seborrheal  form  is 
almost  exclusively  local,  as  the  health  of  these  children  is  usu- 
ally about  the  average.  For  the  scalp  affection  resorcin  is 
useful  and  may  be  applied  in  the  following  form: 

B     Resorcin gr.  vij.  to  xv. 

Washed  sulphur gr.  xxx.  to  3  i. 

Lanolin 3  i  to  3  ij.  ss. 

Lard ad  §  iij. 

M. 

In  almost  all  eczemas  about  the  ano-genital  and  groin  region 
the  author  uses  a  three  per  cent  watery  solution  of  methylene 
blue  with  the  most  satisfactory  results.  The  drug  is  soothing 
and  forms  a,  protective  coating,  is  antiseptic,  and  from  its  dis- 
coloration leaves  no  doubt  as  to  the  time  when  a  new  coat  of 
the  solution  is  required.  The  only  objection  is  the  staining  of 
the  clothing.  The  form  of  seborrheal  eczema  which  is  pityri- 
asic,  with  dry  desquamation  and  slight  infiltration  of  the  in- 
tegument, is  best  treated  with  salicj'lic  acid  and  ichthyol  appli- 
cations. If  any  internal  derangement  is  present  it  must  be 
overcome  with  internal  remedies.  If  there  is  anemia,  and  es- 
pecially if  the  secretions  are  inactive  or  there  is  some  intestinal 
fermentation,  the  following  tablet  can  be  given  with  advan- 
tage: 
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li     Calomel gr.  ro- 

Saccharated  iron  carbonate ...  gr.  i^. 

Powdered  white  sugar  .  .     gr.  i j  - 

M.     Sig  :  One  crushed  in  milk  twice  a  day. 

If  the  mother  is  a  beer  or  tea  drinker,  or  if  she  is  in  a  state 
of  ill  health  or  suffers  from  habitual  constipation,  her  condi- 
tion must  be  looked  after  for  the  benefit  of  the  nursling.  In 
the  more  chronic  forms  of  older  children,  and  when  there  are 
extensive  scaly  plaques  upon  the  back  of  the  neck  or  behind 
the  ears,  the  author  uses  a  stiff  paste-like  ointment,  composed 
of  resorcin,  tar,  zinc  carbonate,  zinc  oxide,  lanolin,  and  lard. 
In  impetiginous  eczema  inoculated  with  the  virus  of  true  im- 
petigo, ammoniated  mercury  ointment  is  useful.  The  neurotic, 
nervous,  or  reflex  eczemas,  usually  of  symmetrical  distribu- 
tion, occurring  in  young  children  who  are  florid,  fat,  and  in  fit 
condition,  and  in  whom  no  error  of  diet  may  be  discovered,  is 
an  excessively  pruriginous  affection,  requiring  primarily  appli- 
cations whiciiwill  allay  the  itching  and  prevent  the  scratching 
which  is  so  pronounced  an  element  in  the  dissemination  and 
aggravation  of  the  condition.  Although  attribated  to  cutting 
of  gums  and  intestinal  irritation,  reliance  in  the  majority  of 
cases  must  be  placed  almost  wholly  upon  external  measures. 
The  author  has  devised  a  cap  and  mask  for  the  purpose  of 
retaining  the  dressings  upon  the  head  and  face  and  prevent- 
ing scratching.  Besides  this  it  is  necessary  to  secure  the  hands 
to  the  side  by  means  of  safety  pins  attaching  the  sleeve  to  the 
diaper. 

Education  of  Epileptic  Children. — An  editorial  ^  comments 
upon  the  recommendations  of  the  Departmental  Committee  on 
Defective  and  Epileptic  Children.  They  propose  a  classifica- 
tion of  epileptics  for  educational  purposes  as  follows:  (1)  slight 
cases  of  epilepsy,  in  which  the  fits  are  mild  or  infrequent; 
(2)  cases  of  severe  epilepsy.  Each  of  these  is  further  subdi- 
vided into  those  cases  in  which  (a)  the  mental  condition  is 
normal,  (b)  the  mental  condition  is  deteriorated,  and  (c)  the 
epilep.sy  is  complicated  with  blindness  or  deafness.  Cases 
falling  under  the  first  division  are  considered  educatable  under 
the  same  conditions  as  non-epileptic  children  of  the  correspond- 
ing subdivision,  though  it  is  recommended  that  elementary 
teachers  should  have  special  instructions  with  regard  to  epilep- 
tic scholars,  whom  they  must  be  careful  not  to  overstrain.  It 
is  recommended  that  guides  and  conveyances  should,  when 
necessary,  be  provided  for  epileptics  attending  ordinary  schools. 
With  regard  to  severe  epilepsy  the  case  is  different,  and  for 
children  so  afflicted  the  need  of  resident  homes  is  recognized 
by  all.  Suitable  education  and  occupation  tend  to  diminish 
the  manifestations  of  epilepsy,  even  of  the  severe  type,  during 
school  age.  Idleness  seems  to  be  in  some  respects  more  detri- 
mental to  epileptic  than  to  normal  children,  as  in  the  former 
there  is  the  risk  of  irregular  discharges  if  nervous  energy  be 
not  properly  utilized.  Homes  for  epileptics  should  be  in  the 
country,  and  the  buildings  one-storyed  so  as  to  avoid  accident 
in  going  up  and  down  stairs. 

45 
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Embryoma  Ovarii. — Hiiltl '  operated  upon  a  little  girl  of 
3  years  who  complained  of  abdominal  pain  and  tenderness. 
The  abdomen  grew  large.  During  anesthesia  a  tumor  was 
demonstrated  growing  from  the  right  ovary.  Both  the  ovary 
and  tube  were  removed.  The  tumor  was  composed  of  a  serous 
cyst,  a  dermoid  cyst,  and  a  piece  of  bone  normal  in  structure. 
The  child  recovered  without  any  fever. 

Hemiatrophia  Facialis  Progressiva. — Francis  Huber' re- 
ports a  case  of  this  rare  affection.  The  disease  is  generally 
unilateral,  though  a  few  cases  have  been  reported  in  which  the 
trouble  occurred  on  both  sides.  Some  authors  claim  that  the 
lesion  exists  in  the  cervical  sympathetic;  others  believe  it  is  due 
to  a  primary  atrophy  of  the  subcutaneous  connective  tissue  inde- 
pendent of  nervous  influences.  Again,  it  is  regarded  as  a  dis- 
ease of  the  trigeminal  nerve.  Osier  says,  of  the  autopsies, 
Mendel's  alone  is  satisfactory.  In  this  there  was  the  terminal 
stage  of  an  interstitial  neuritis  in  all  the  branches  of  the  tri- 
geminus, from  its  origin  to  the  periphery,  most  marked  in  the 
superior  maxillary  branch.  The  occurrence  of  a  neuritis  of 
other  nerves,  as  well  as  the  association  of  facial  hemiatrophy 
with  scleroderma,  would  appear  to  strengthen  this  view.  In 
some  cases  the  morbid  process  may  extend  beyond  the  fifth 
nerve.  The  course  is  usually  progressive,  though  in  time  a 
complete  standstill  occurs.  Some  cases  are  traumatic  in  origin, 
others  have  followed  infectious  diseases,  and  a  number  appear 
to  be  congenital.  Facial  paralysis  in  the  new-born,  the  result 
of  forceps  application,  is  quite  common,  and  the  prognosis  in 
the  large  proportion  of  cases  is  good,  the  muscles  involved  re- 
gaining their  normal  state  in  the  course  of  a  few  weeks  or 
months.  In  exceptional  cases,  however,  the  palsy  persists. 
Facial  deformity  attended  by  pronounced  atrophy,  or,  correctly 
speaking,  retarded  development  of  the  bony  structures  and 
other  tissues  of  the  head  and  face  on  one  side,  is  extremely 
rare. 

Hemorrhagic  Disease  of  the  New-born — Drs.  Eleanor 
Kilham  *  and  Elizabeth  Mercelis  *  report  their  observations  of 
10  cases  studied  at  the  New  York  Infirmary  for  Women  and 
Children — cases  which  they  state  are  of  interest  mainW  as  illus- 
trating the  infectious  character  of  the  disease,  now  generally 
recognized,  and  because  of  the  bacteriological  investigations 
made  in  connection  with  them.  The  number  of  births  occur- 
ring in  the  ma'ernity  ward  from  February  9  to  May  11,  1897, 
was  54.  The  proportion  of  cases  in  which  hemorrhage 
occurred  was  a  little  more  than  eighteen  per  cent.  In  no  in- 
stance was  it  possible  to  obtain  from  the  mother  a  history  of 
syphilis,  hemophilia,  or  tuberculosis,  and  labor  was  normal  in 
every  case.  The  ward  had  been  entirely  free  from  sepsis, 
there  was  no  apparent  cause  for  the  first  hemorrhage,  and  the 
cases  followed  one  another  in  quick  succession,  often  overlap- 
ping, and  ceased  when  proper  measures  were  taken  for  isola- 
tion. The  authors  report  the  cases  in  detail,  and  give  a  minute 
description  of  the  bacteriological  study  of  two  of  them,  the 
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cultures  in  various  media,  and  the  pathogenic  effects  of  the  or- 
ganism, animal  inoculations,  etc.  The  conclusions  reached  are 
the  following:  "The  result  of  the  bacteriological  examination 
of  these  cases  only  adds  to  the  present  confusion  in  regard  to  a 
possible  specific  micro-organism  of  hemorrhagic  disease  in  the 
new-born.  To  illustrate  this  one  need  only  call  attention  to 
some  of  the  findings  reported,  viz. :  The  streptococcus,  alone  or 
associated  with  an  organism  having  all  the  characters  of 
diplococcus  of  pneumonia;  bacillus  pyocyaneus,  alone  or  asso- 
ciated with  the  staphylococcus;  bacillus  lactis  aerogenes;  an 
organism  with  the  characters  of  Friedlander's  bacillus;  bacillus 
of  Gartner,  also  one  resembling  that  found  by  Kolb  in 
purpura  hemorrhagica.  Finally,  the  negative  results  obtained, 
and  our  own  organism,  which,  while  it  suggests  the  diplococcus 
of  pneumonia  and  probably  belongs  to  the  pneumococcus 
group,  is  to  be  distinguished  from  this  as  well  as  from  all 
other  described  forms  that  we  have  been  able  to  find." 

Infant  Feeding. — Charles  W.  Townsend  °  presents  some 
remarks  on  the  subject,  with  special  reference  to  the  hoine 
modification  of  milk.  He  has  found  frequently  that  an  infant 
will  thrive  vigorously  on  home  modification  arranged  to  dupli- 
cate the  formula  it  was  previousl}^  taking  from  a  laboratory, 
on  which  it  had  not  thrived.  He  believes  this  is  due  to  the 
churning  process  through  which  the  milk  goes  on  its  way  in 
carts  from  the  laboratory  to  the  house,  which  results  in  the  for- 
mation of  large  fat  globules.  Then,  again,  it  is  necessary  to 
send  a  large  supply,  especially  on  Saturdays,  and  for  this  rea- 
son the  milk  has  to  be  sterilized.  A  certain  number  of  children 
fail  to  thrive  on  sterilized  milk,  showing  a  lack  of  appetite  or 
of  digestive  power,  or  both,  and  a  few  will  develop  scurvy. 
This  objection  does  not  hold  in  the  case  of  pasteurization.  If 
the  top  quarter  is  taken  from  a  bottle  of  milk  that  is  allowed 
to  stand  six  to  eight  hours,  it  will  contain  about  10  per  cent  of 
fat.  The  percentage  of  albuminoids  in  this  top  milk  is  practi- 
cally the  same  as  in  whole  milk  (4  per  cent),  and  it  will  be  seen 
that  the  relation  between  fat  and  albuminoids  is  the  same 
as  in  woman's  milk,  that  is,  10  to  4.  The  top  milk,  water 
that  has  been  boiled,  sugar  of  milk,  and  lime  water  are  all  the 
ingredients  needed  for  the  home  modification.  With  a  ten  per 
cent  cream,  it  is  evident  that  1  ounce  of  cream  in  a  20  ounce 
mixture  would  give  a  percentage  of  one- twentieth  of  10  per 
cent  or  .  5  per  cent  of  fat.  In  the  same  way  the  percentage  of 
albuminoids  would  be  one-twentieth  of  4  per  cent  or  .3  per  cent. 
A  tablespoonf  ul  of  milk  sugar  weighs  3|  drachms,  so  that  each 
tablespoonf  ul  added  to  a  20  ounce  mixture  raises  the  percentage 
of  sugar  by  2  per  cent.  Thus,  if  we  order  top  milk  4  ounces, 
water  15  ounces,  lime  water  1  ounce,  sugar  of  milk  2  table- 
spoonfuls,  we  are  making  a  formula  of  fat  2  per  cent,  sugar 
4  80  per  cent,  and  albuminoids  .80  per  cent.  If  we  wish  to 
Increase  the  albuminoids  without  increasing  the  fat,  it  is  neces- 
sary to  add  to  milk  from  which  the  cream  has  been  removed. 
Various  modifications  can  be  made  from  the  data  above  men- 
tioned. 


708  BRIEF   OF   CURRENT   LITERATURE. 

Intubation. — Edward  M.  Plummer  ' '  has  translated  an  ar- 
ticle by  Johann  v.  Bokay,  entitled  "  Under  what  Circum- 
stances do  Pushing  Down  Pseudo-Membrane  and  Occlusion  of 
the  Tube  take  place  in  Intubation,  and  of  what  Importance 
are  the  Complications?  "  Pushing  down  of  the  membranes  rare- 
ily  occurs,  for  the  following  reasons:  (1)  The  rounded  lower 
end  of  the  tube.  (2)  Thick  pseudo-membranes  are  extensively 
formed  only  in  extremely  rare  cases,  and  detachment  of  thin 
membranes  is  of  little  importance.  (3)  If  thick  membranes  are 
formed,  they  usually  have  their  origin  below  the  vocal  cords, 
and  in  this  case  the  tube  readily  penetrates  into  the  lumen  of 
the  pseudo-membranes  (4)  Ominous  difficulty  of  breathing — 
even  in  severe  cramp  cases— is  not  conditional  upon  the  fibrin- 
ous exudate  alone,  but  may  be  attributed  to  the  subglottic 
swelling  that  is  present  as  a  rule. 

Obstruction  of  the  tube  is  a  rare  complication,  (1)  because, 
as  before  stated,  thick  pseudo-membranes  are  seldom  exten- 
sively formed,  and  thinner  fibrinous  pellicles,  if  detached,  espe- 
cially when  broken,  pass  through  the  tube  with  comparative 
ease;  and  (2)  the  exudate  may  be  dissolved  by  rational  treat- 
ment (inhalations  of  hot  steam,  mercuro-therap}'),  and  expec- 
torated in  the  form  of  a  slimy  secretion,  if  the  croupous  process 
remains  confined  to  the  trachea.  Pushing  down  of  the  mem- 
branes is  fatal  only  in  very  rare  cases  and  can  be  overcome 
by  immediate  extubation.  If  the  loosened  membrane  is  not 
then  expectorated,  artificial  respiration  or  secondary  trache- 
otomy may  be  performed.  Occlusion  of  the  tube  is  not  a  fre- 
quent complication,  and,  if  it  does  happen,  is  generally  made 
harmless  by  expectoration  of  the  tube.  To  prevent  eventual 
occlusion  becoming  fatal,  the  patient  should  be  under  the  con- 
tinual observation  of  a  trained  nurse.  Leaving  the  cord  and 
fastening  it  around  the  neck  enables  even  an  inexperienced 
person  to  perform  extubation  in  case  of  occlusion. 

Intussusception  in  Childhood. — Koch"  reports  the  case 
of  an  8-months-old  boy  baby  who  had  had  an  attack  of  diar- 
rhea, followed  quite  suddenly  by  severe  pain  and  constipa- 
tion. On  the  following  day  a  tumor  was  found  in  the  left  hy- 
pochondrium;  there  were  vomiting,  meteorism,  pain,  and  blood 
passed  from  the  bowel.  As  the  intussusception  could  not  be 
reduced,  laparatomy  was  performed  forty-six  hours  after  the 
onset  of  the  intussusception.  It  was  found  to  be  of  the  ileo- 
cecal variety,  with  the  valvula  Bauhini  as  the  apex  of  the  in- 
vagination. Recovery  was  retarded  by  an  intestinal  catarrh, 
but  was  finally  complete.  The  case  illustrates  the  point  that 
when  an  intussusception  cannot  be  rapidly  replaced  by  thera- 
peutic measures,  it  must  be  given  into  the  surgeon's  care,  as 
only  an  early  operation  can  prove  curative. 

Behrend "  relates  a  case  of  spontaneous  cure  occurring  in  a 
boy  of  11  years,  whose  S3^mptoms  came  on  suddenly.  They 
were  pain,  vomiting,  meteorism,  and  bloody  stools.  On  the 
fourth  day  an  injection  was  followed  by  marked  improvement, 
and  the  bowels  moved  on  the  following  day.     Two  days  later 
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a  piece  of  intestine  fifty  centimetres  long  and  its  mesentery 
were  passed  per  rectum,  and  the  boy  made  a  perfect  recovery. 

Muscles  of  Shoulders  and  Upper  Extremities,  Congeni- 
tal Lack  of. — Geipel '"  describes  the  case  of  a  girl  in  whom  all 
the  shoulder  muscles  and  those  of  both  arms,  also  the  pectoralis 
major,  are  absent.  The  hands  are  in  the  position  of  manus 
vara.  The  right  lower  extremity  also  shows  non-development 
of  its  muscles,  and  there  is  pes  equinus  paralyticus.  The  child 
can  write  by  using  both  hands  to  hold  the  pen,  and  is  very  in- 
telligent and  amiable. 

Myxedema  in  Early  Childhood.— Lange  "  reports  2  cases, 
•  one  in  a  child  of  li  months,  the  other  in  a  baby  of  6  months  of 
age.  Both  were  typical  in  appearance  and  symptoms  The 
older  child  improved  markedly  under  thyroid  treatment,  so 
that  she  began  to  talk  and  stand.  The  younger  child  im- 
proved, but  was  attacked  by  gastro-enteritis,  and  this  was  fol- 
lowed by  a  return  of  the  dryness  of  the  skin.  Furunculosis 
developed  and  death  occurred  at  the  age  of  1 1  months.  The 
thyroid  was  about  half  the  normal  size,  and  microscopically 
composed  only  of  fat  and  connective  tissue.  As  for  the  etiol- 
ogy of  these  cases,  it  seems  most  probable  that  the  normal  thy- 
roid secretion  has  the  power  of  neutralizing  certain  substances 
in  the  blood,  and  that  when  the  thyroid  function  is  suspended 
these  substances  act  as  a  source  of  autointoxication.  Congen- 
ital cases  of  myxedema  are  of  extreme  rarity. 

Nail-biting  and  Tuberculosis. — Leon  Derecq  "  says  that  in 
the  human  organism  there  are  solutions  of  continuity  in  the 
integument  and  mucosae  which  afford  entrance  to  the  tubercle 
bacillus  and  which  call  for  special  protection.  In  children 
the  mucous  membranes  of  the  respiratory  and  the  digestive 
tracts  have  always  been  considered  as  especially  susceptible  to 
the  pathogenic  germs,  because  in  the  various  indispositions  of 
childhood  they  are  so  apt  to  become  hyperemic — a  condition 
which  interferes  with  their  perfect  integrity.  This  fact  and 
the  desire  to  keep  childhood  in  the  best  possible  hygienic  con- 
dition has  caused  the  author  to  consider  nail-biting  of  great 
importance.  Children's  hands  touch  and  seize  every  known 
object  without  discrimination,  and  the  fingers  may  carry  germs 
of  all  kinds  into  the  mouth.  Here  they  find  a  favorable  culture 
medium,  lodging  also  in  dental  cavities.  The  author  has 
found  many  cases  of  nail-biting  among  children  suffering  from 
pulmonary  tuberculosis.  To  cure  the  habit  he  advises  painting 
the  ends  of  the  nails  and  the  tips  of  the  fingers  daily  with  a  five 
per  cent  solution  of  silver  nitrate.  If  the  child  continues  to 
bite  his  nails,  the  trace  of  the  teeth  will  be  found  in  a  discolored 
portion  of  the  black  stains  left  by  the  medicament.  The 
treatment  causes  no  pain,  but  the  child  is  ashamed  to  have  its 
habit  so  closely  followed  and  discovered,  and  in  less  than  a 
week  the  habit  is  often  completely  cured. 

Obliteration  of  the  Umbilical  Vessels. — Robert  L.  Dickin- 
son'^ calls  attention  to  obliteration  of  the  umbilical  vessels  by 
electro-hemostasis  with  the  Skene  forceps,  in  lieu  of  ligation. 
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for  the  purpose  of  preventing  decomposition,  which  he  thinks 
may  sometimes  be  tlie  source  of  infection  in  puerperal  fever, 
abscess  of  the  breast,  or  faikire  of  union  in  a  perineal  rupture. 
The  vessel  or  stump  grasped  in  the  bite  of  this  instrument  be- 
comes, within  the  space  of  half  a  minute  to  two  minutes,  a 
white,  horny  ridge  comparable  to  the  edge  of  one's  finger  nail 
in  consistence  and  color.  The  edge  does  not  slough,  but 
promptly  becomes  reorganized,  and  there  is  no  danger  of 
hemorrhage  from  the  severed  end.  The  utmost  care  must  be 
used  in  order  that  the  stump  may  be  left  dry,  white,  and 
horny;  but  nowhere  must  it  be  black  or  charred,  otherwise 
sloughing  will  occur. 

Occurrence  of  a  Pad  on  the  Dorsum  of  the  Foot  in 
Rickets.  —  A.  H.  Tubby"'  brings  out  the  following  points: 
1.  In  a  large  proportion  of  cases  of  rickets  the  feet  show  defi- 
nite dorsal  pads,  and  in  a  smaller  proportion  of  cases  the  same 
appearance  is  seen  on  the  backs  of  the  hands.  2.  This  pad 
is  of  varying  consistence  and  origin.  3.  If  the  disease  be  of 
recent  origin — two  to  six  months — the  thickening  is  subcuta- 
neous and  is  semi-fluid,  -i.  If  the  rickets  have  existed  from  six 
to  eighteen  months  the  pad  is  best  marked  and  is  made  up  of 
thickened  subcutaneous  tissue  and  periosteum  and  overgrown 
epiphyses.  5.  At  a  period  of  eighteen  to  thirtj-six  months 
after  the  onset  of  the  disease  the  subcutaneous  pad  disappears 
concurrently  with  the  general  flabbiness  and  undue  pallor  of 
the  skin,  and  leaves  the  bony  changes  well  apparent  to  the 
touch. 

Peritonitis,  Purulent;  Operation. — Hultl's  '  case  occurred 
in  a  boy  9  years  of  age,  whose  illness  began  with  vomiting, 
high  fever,  abdominal  pain,  and  obstipation.  The  abdomen 
was  distended,  ver}^  tender  and  fluctuating,  with  many  pus- 
tules in  the  epigastric  region.  Treatment  was  followed  by 
temporary  improvement,  and  then  the  swelling  increased. 
Puncture  demonstrated  the  presence  of  thick  pus,  which  was 
found  to  be  sterile.  At  the  operation  five  litres  of  pus  were 
evacuated.  There  were  no  adhesions  in  the  abdominal  cavit}'' 
and  the  appendix  was  normal.  Recovery  resulted.  The  eti- 
ology remained  unexplained 

Pertussis,  Formalin  in  the  Treatment  of. — Howard  S. 
Olliphaut  '^  expresses  himself  as  being  much  gratified  with  the 
results  obtained,  and  believes  that  formalin  is  as  much  a  spe- 
cific for  this  disease  as  mercury  for  sj'philis  or  quinine  for 
malaria.  With  this  treatment  the  duration  of  the  severest 
cases  was  less  than  a  week,  and  several  cases  after  three  appli- 
cations were  cured.  The  author  looks  upon  pertussis  as  simply 
an  infection  of  the  fauces,  a  place  perfectly  accessible  to  disin- 
fection and  therefore  curable  in  a  few  days.  Free  emesis 
follows  each  application,  thereby  dislodging  the  germs  as  well 
as  destroying  them.  The  author  warns  against  too  strong  a 
solution  being  used  in  cases  of  3'oung  and  debilitated  children. 

Pott's  Disease,  Semiological  Value  of  Exaggerated  Re- 
flexes in. — In  a  recent  thesis  Giacometti  "  upholds  the  views 
of  Pierre  Delbet,  which  may  be  summed  up  as  follows: 
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The  early  nervous  symptoms  (paretic  or  painful),  which 
often  appear  long  before  the  characteristic  symptoms  of  the 
vertebral  affection,  can  be  traced  to  their  cause  only  by  a  com- 
plete examination  of  the  patients.  In  this  examination  special 
attention  should  be  paid  to  the  reflexes,  from  which  we  can 
learn  the  following  points: 

1.  Paresis  or  paralysis  with  flaccidity,  with  exaggeration  of 
the  reflexes,  indicates  a  medullary  lesion. 

2.  Paralysis  with  flaccidity,  without  pain  or  exaggerated 
reflexes,  indicates  almost  positively  a  peripheric  lesion. 

3.  Painful  phenomena  with  exaggerated  reflexes  indicate  a 
radiculo-medullary  lesion. 

4.  Pain  with  diminished  reflexes  suggests  a  peripheric  lesion, 
but  does  not  absolutely  prove  the  spinal  cord  to  be  unaffected.  If 
a  radiculo-medullary  lesion  be  recognized,  the  peripheric  symp- 
toms having  indicated  a  central  cause,  there  will  nearly  always 
be  found  some  sign  in  the  vertebral  column  which  will  permit 
of  the  diagnosis  of  Pott's  disease.  Exaggerated  reflexes  appear 
very  early  in  this  affection.  The  slightest  medullary  compres- 
sion, or  abnormality  in  the  vascularization  of  the  spinal  cord, 
caused  by  a  tuberculous  meningitis,  will  suffice  to  induce 
hyperexcitability  of  the  medullary  centres,  made  manifest  by 
this  symptom.  Exaggerated  reflexes  may  be  found  not  only 
in  patients  who  have  only  slight  pain  and  weaisness,  but  also 
in  those  who  are  conscious  of  no  trouble  in  their  limbs  except 
occasional  fatigue.  They  precede  paralysis.  This  symptom, 
unlike  contractures,  does  not  imply  a  grave  prognosis.  It 
proves  that  the  spinal  cord  is  affected,  but  does  not  imply  a 
deep  medullary  lesion.  Recovery  is  possible,  even  when  the 
symptom  is  very  marked.  The  exaggeration  of  reflexes  often 
persists  after  the  disappearance  of  the  motor  troubles,  a  certain 
hyperexcitability  having  been  acquired  by  the  medullary  cen- 
tres which  preside  over  reflex  movements.  An  early  diagnosis 
of  Pott's  disease  will  permit  of  treatment,  which  is  likely  to  be 
successful  in  proportion  to  the  early  stage  of  its  application. 

Prevention  of  Deformity  after  Excision  of  the  Knee  in 
Children. — Wisner  R  Townsend  *  reports  a  number  of  cases 
with  remarks,  from  which  the  following  conclusions  may  be 
drawn:  (1)  Excision  of  the  knee  should  rarely  be  perfoimed 
before  puberty.  (2)  Erosion,  arthrectomy,  or  partial  operations 
are  to  be  preferred.  (3)  Shortening  will  usually  follow,  and 
depends  on  the  amount  of  bone  removed  and  the  age  when  the 
operation  was  done.  (4)  Protection  should  be  given  to  the 
knee  for  a  long  time  after  the  operation,  to  prevent  flexion, 
knock-knee,  genu  recurvatum,  bowleg,  and  other  deformities. 
(5)  Always  put  the  leg  up  straight.  (6)  In  severe  septic  cases 
amputation  is  preferable  to  excision. 

Rachitis. — Charles  O'Donovan"'  believes  that  improper  food 
is  the  chief  etiologic  factor  in  the  production  of  this  disease. 
The  faulty  assimilation  of  improper  food,  rather  than  the  un- 
sanitary condition  of  the  surroundings,  seems  to  be  responsible 
for  the  trouble  in  most  cases.     The  limbs  straighten  out,  and 


712  BRIEF   OF   CURRENT   LITERATURE. 

the  bony  enlargements,  in  a  large  measure,  disappear  under 
the  stimulus  of  healthy  play  in  the  open  air,  but  this  is  because 
the  functions  of  the  stomach  and  intestines  are  stimulated  and 
proper  aliment  is  supplied  to  the  growing  bones. 

Rachitis,  Fetal. — Joachimsthal '"  presents  a  case  which  has 
really  nothing  to  do  with  true  rachitis,  but  which  is  a  chon- 
drodystrophia  fetalis.  At  birth  the  child's  body  appeared  of 
normal  length,  but  its  legs  and  arms  were  very  short.  Growth 
proceeded  normally  until  the  age  of  3  years  and  then  ceased,  so 
that  at  11  she  is  very  small.  Her  mental  condition  is  very 
bright.  The  enlarged  epiphyses  and  the  beaded  ribs  are  simi- 
lar to  those  which  appear  in  rickets.  There  was  a  double 
genu  varum,  for  which  an  osteotomy  was  done  so  successfully 
that  the  legs  were  not  only  straightened,  but  lengthened  two 
and  a  half  centimetres.  Study  of  the  bones  by  means  of  the 
Rontgen  rays  showed  that  there  was  a  very  marked  prolifera- 
tion of  the  cartilaginous  ends  of  the  bones,  with  an  almost 
complete  absence  of  ossification.  The  process  differs  both  from 
rickets  and  from  cretinism.  The  thyroid  gland  is  palpable  and 
apparently  of  normal  size. 

Radiography. — Redard  and  Lara'*  speak  of  the  importance 
of  the  X-rays  in  the  diagnosis  and  treatment  of  deviations  of 
the  spinal  column.  In  Pott\s  disease  the  authors  obtained 
results  which  clearly  showed  tuberculous  areas  in  various 
stages.  The  initial  vertebral  tuberculous  lesions  were  shown 
in  several  of  their  observations,  permitting  them  to  make  a 
diagnosis  of  Pott's  disease,  and  therefore  to  institute  immediate 
treatment  before  the  subjective  and  objective  symptoms  pointed 
to  the  trouble.  During  treatment  radiography  kept  them  in- 
formed of  the  continued  invasion  or  the  retrogressive  tenden- 
cies of  the  tuberculous  process.  Valuable  information  was 
obtainable  as  to  the  straightening  of  gibbosities,  the  X-ray 
showing  the  exact  condition  of  the  rhachis.  the  existence  of  cold 
abscesses,  and  the  more  or  less  extensive  loss  of  vertebral 
substance.  It  also  showed  the  results  obtained  by  the  treat- 
ment. In  several  cases,  after  straightening,  the  rhachis  was 
found  to  be  consolidated  in  excellent  position.  The  soldering 
of  several  vertebrae  by  a  peripheric  or  interfragmentary  callus, 
and  the  special  union  of  various  portions  of  the  vertebral  axis,  was 
demonstrated.  Scoliosis — Thanks  to  radiography,  we  can  now 
obtain  information  as  to  the  arrangement  and  subsidence  of  the 
vertebrae,  which  was  formerly  ascertained  only  b}'  anatomico- 
pathological  researches.  The  various  deformities  of  the  body, 
pedicle,  and  arch  of  the  vertebrse  can  be  plainly  seen,  as  well 
as  the  degree  of  cuneiform  deformity,  rhomboidal  subsidence, 
and  the  asymmetry  and  deformity  of  the  vertebral  arch.  The 
degree  of  lateral  inflexion  of  the  spinal  column  is  also  seen,  the 
deformity  of  the  vertebral  bodies,  the  striation  of  the  body 
substance,  the  direction  of  the  bony  columns,  the  state  of  the 
nuclei  and  the  epiphyseal  cartilages.  Moreover,  radiograph}^ 
shows  the  different  conditions  of  the  trabeculse  and  of  various 
portions  of  the  spinal  column  on  the  concave  and  convex  sides. 


BRIEF   OF   CURRENT   LITERATURE.  713 

It  demonstrates  the  fact  that  the  bony  tissue  of  the  concave 
side  is  more  dense  and  the  medullary  spaces  smaller,  and  that, 
contrary  to  the  opinion  generally  held,  the  tissue  of  the  ver- 
tebrfB  of  the  concave  side,  instead  of  being  hypertrophied,  is 
the  seat  of  hypernutrition  and  osteogenesis  much  more  marked 
than  on  the  convex  side. 

Spasmodic  Diplegias  of  Childhood. — C.  Oddo'"  contrib- 
utes a  study  of  the  classification  and  pathogenesis  of  this 
group  of  affections  which  occur  in  youth,  and  which  possess  in 
common  the  characteristics  of  bilateralness  and  a  spastic  char- 
acter of  persistent  motor  troubles. 

I.  Clinical  Types. — Muscular  rigidity  is  the  essential 
symptom  of  all  spasmodic  diplegias.  This  is  sometimes  dis- 
tinctly limited  to  the  lower  limbs,  which  remain  fixed  in  a 
position  of  inward  rotation  with  forced  adduction,  equinus, 
and  exaggerated  reflexes — this  is  the  pure  paraplegic  type. 
Sometimes  it  is  more  or  less  generalized,  invading  the  trunk, 
the  upper  limbs,  the  muscles  of  the  neck  and  even  of  the  face 
and  eyes,  giving  strabismus  with  an  immobile  face.  Even  in 
this  generalized  form  the  spasmodic  rigidity  predominates  in 
the  lower  limbs.  In  th  >  majority  of  cases  there  are  super- 
added symptoms  which  Little  called  the  cerebro-spinal  form. 
Convulsions  may  also  appear  and  be  either  transitory  or  per- 
manent (epilepsy).  Freud  has  found  that  they  are  most  fre- 
quent in  acquired  forms  of  the  disease,  in  which  they  become 
permanent,  while  in  the  obstetrical  forms  they  appear  early 
and  disappear  quickly.  According  to  Rosenthal  they  are  ab- 
sent in  cases  of  pure  diplegia,  and  frequent  in  the  diplegia 
accompanying  chorea  and  in  the  congenital  forms  and  those  of 
unknown  origin. 

Double  Athetosis  and  Congenital  Chorea. — Opinions  differ 
as  to  whether  these  two  affections  are  at  all  interdependent. 

Spasmodic  Hemiplegia,  of  Childhood. — This  symptom, 
which  is  usually  unilateral,  may,  according  to  some  observers, 
be  bilateral. 

Defective  Intelligence  was  considered  by  Little  to  be  one 
of  the  chief  characteristics  of  the  cerebro-spinal  form.  If  an 
attempt  be  made  to  group  these  various  symptoms  so  as  to 
make  a  clinical  classification  of  distinct  types,  we  at  once  run  up 
against  the  most  diverging  theories.  On  the  one  hand  there 
are  the  dualists,  who  believe  that  there  are  two  distinct  types 
of  diplegia;  on  the  other  those  who  admit  of  no  distinction 
whatsoever;  while  between  them  there  is  a  third  set  of  theo- 
rists who  endeavor  to  reconcile  the  differences  of  the  other 
two,  but  who  in  reality  approach  more  to  the  single  than  to  the 
dualist  theory. 

II.  Anatomico-pathological  Types. — We  should  expect 
light  upon  the  subject  from  pathological  anatomy,  but  such  is 
not  the  case,  this  being  the  most  obscure  part  of  the  matter, 
owing  doubtless  to  the  extreme  rarity  of  observations,  recovery 
being  the  usual  result  in  diplegias  In  the  complex  cases  with 
grave  cerebral  lesions  we  find  only  traces  of  processes  whose 
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evolutions  have  already  been  completed,  and  which  teach  us 
practically  nothing  in  regard  to  the  processes,  as  one  terminal 
cicatricial  lesion  may  be  the  result  of  widely  differing  primary 
lesions. 

Etiology. — As  to  this,  Little  held  that  the  most  frequent 
causes  were  premature  birth  and  abnormal  labor  causing  as- 
phyxia of  the  fetus,  to  which  must  be  added  the  influence  of 
infections,  especially  syphilis.  Heredity  also  sometimes  plays 
an  important  part. 

Premature  Birth. — Some  authorities  consider  this  the  essen- 
tial condition  to  Little's  disease.  Others  oppose  this  view, 
some  contending  that  the  same  cause  produces  both  the  pre- 
mature birth  and  a  cerebral  lesion  to  which  the  diplegia  is  due. 

Asphyxia  of  the  Neivhorn  Infant. — That  the  condition  may 
be  due  to  a  meningeal  hemorrhage  is  very  probable.  But  here 
again  opinions  differ  as  to  the  necessary  relation  of  the 
asphyxia  as  cause  and  the  diplegia  as  effect, 

Toxi-infections. — All  agree  that  these  may  cause  the  affec- 
tion under  consideration.  The  infections  may  act  upon  the 
fetus  through  the  maternal  organism,  or  they  may  directly 
attack  the  new-born  infant.  («)  Infectious  diseases  affecting 
the  mother  during  pregnancy,  as  well  as  alcoholism  and  lead- 
poisoning,  may  cause  grave  lesions  of  the  nervous  system  of 
the  fetus,  which  will  be  manifested  after  birth  as  motor,  tro- 
phic, and  psychical  disturbances  giving  all  the  forms  of  diplegia. 
(&)  Extrauterine  infections  give  the  acquired  forms  of  diplegia, 
which  Freud  distinguishes  from  the  congenital  or  obstetrical, 
and  which  cause  the  grave  forms  with  convulsions  at  the 
onset,  leading  later  to  epilepsj",  frequently  accompanied  by 
athetosis. 

Hereditary  Syphilis,  as  is  shown  by  recent  investigations, 
affects  the  central  nervous  system,  giving  cerebro-spinal  and 
spinal  forms  of  the  disease,  as  well  as  a  special  form,  the  re- 
lapsing spastic  paralysis  of  Friedmann. 

Heredity. — Under  the  head  of  indirect  heredity  Freud 
places  affections  of  the  maternal  organism  during  pregnancy. 
There  is  also  nervous  heredity  derived  from  either  father  or 
mother,  or  both,  such  as  hysteria,  epilepsy,  insanity,  imbe- 
cility, multiple  sclerosis,  and  consanguinity.  The  influence  of 
direct  heredity  has  been  long  held  to  be  doubtful,  but  some 
cases  have  been  cited  in  support  of  this  occurrence.  The  affec- 
tion certainly  seems  to  run  in  certain  families.  An  attempt  at 
a  classification  may  be  made  as  follows,  but  it  must  be  under- 
stood that  it  is  not  positive: 

I.  Diplegias  of  Cerebral  Origin.  — (a)  From  various 
corf^ca^es^o^^s  (sclerosis,  porencephaly,  cysts,  etc):  Origin 
usually  from  infection,  hereditary  syphilis  among  others. 
Anterior  or  posterior  to  birth.  Clinical  form  sometimes  of  a 
special  type  (double  spastic  hemiplegia,  trophic  disturbances 
predominating  in  the  upper  limbs),  {h)  From  meningeal 
hemorrhages :  Origin  ob=;tetrical,  as  dystocia  and  asphyxia  at 
birth.     Characteristics   common   to  cerebral  hemorrhages: 
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Coexistence  of  cerebral  troubles;  defective  intellect,  epilepsy, 
convulsions,  congenital  chorea,  athetosis,  stationary  course 
of  disease,  incurabilitij. 

II.  Diplegias  of  Medullary  Origin  (Little's  disease). — 
Origin  congenital,  connected  with  premature  birth.  Pyramidal 
agenesia.  Symptoms  purely  spastic,  paraplegic,  or  general- 
ized.    Absence  of  cerebral  troubles.     Retrogressive  course. 

III.  Family  Type  of  Diplegias, — Onset  at  varying  ages. 
Varied  clinical  types.  Special  signs  which  are  absent  in  the 
other  forms,  as  nystagmus  and  volitional  tremor.  Connected 
with  combined  sclerosis  of  the  crossed  pyramidal  tracts, 
direct  cerebellar  tract,  and  columns  of  Goll.  The  study  of  the 
pathogenesis  of  the  affection  goes  so  minutely  into  the  differ- 
ing theories  held  by  investigators  as  to  be  valueless  in  abstract 
form. 

Suffocating  Laryngitis  at  the  Onset  of  Measles.— M.  Se- 
vestre  and  Bonnus  "  call  attention  to  the  fact  that  at  the  begin- 
ning of  measles,  and  even  before  there  are  any  cutaneous 
manifestations,  grave  laryngeal  accidents  may  occur,  charac- 
terized either  simply  by  attacks  of  laryngismus  stridulus  or  by 
a  paroxysmal  dyspnea  with  persistent  '^  tirage"  during  the 
interval  between  attacks.  In  some  cases  there  is  danger  of 
death  by  laryngeal  asphyxia.  Prompt  intervention  should 
be  resorted  to,  either  by  tracheotomy  or  preferably  by  intuba- 
tion. 

Syphilis,  Signs  of  Inherited. — Referring  to  the  statistics  of 
this  disease  in  children,  Robert  H.  M.  Dawbarn '"  states  that 
about  one  case  in  four  of  inherited  syphilis  survived,  whereas 
in  40  cases  of  acquired  syphilis  in  the  infant  all  but  one  re- 
covered under  proper  care.  The  author  arranges  the  signs 
under  twenty-seven  heads:  (1)  The  look  ot  "  little  old  men" 
and  the  sallow  or  '  cafe  au  lait"  color  of  the  skin.  A  plump 
baby  may,  however,  prove  syphilitic.  (2)  An  umbilical  cord 
so  extremely  thick  as  to  seem  swollen,  and  also  apt  to  be  very 
long:  may  be  very  slow  in  becoming  detached  from  the  navel. 
(3)  Pemphigus  syphiliticus.  With  this  sign  the  mortality 
is  almost  one  hundred  per  cent.  The  vesicular  syphilide, 
much  rarer,  occurs  in  smaller  blisters  and  is  commonly  asso- 
ciated with  a  pustular  eruption.  The  vesicles  are  grouped  and 
closely  packed  together.  It  is  not  so  fatal  a  sign  as  pemphi- 
gus. (4)  The  common  ei^uption  in  its  most  frequent  early 
form  is  an  erythema.  The  macules  appear  first  upon  the  lower 
part  of  the  abdomen  and  about  the  genitals,  as  a  rule;  pinkish 
early,  later  coppery  in  color.  The  rash  is  apt  to  show  itself 
about  three  weeks  after  birth,  and  subsequent  crops  may  show 
any  and  all  syphilides.  The  eruption  occurs  only  in  about 
twenty  five  per  cent  of  cases.  (5)  Cojidylomata  wee  oiieu  seen 
early  at  muco  cutaneous  junctions.  (G)  Snuffles  is  one  of  the 
commonest  signs.  (7)  Hoarseness  of  the  crying  and  speak- 
ing vr^ice,  due  to  pathological  changes  in  the  larynx.  (8)  Mu- 
cous patches  quite  often  upon  any  of  the  mucous  surfaces. 
(9)  General  stomatitis  and  pharyngitis  is  an  almost  constant 
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phenomenon  in  early  cases.  Ulceration  is  apt  to  appear  later; 
a  peculiar  desquamation  of  the  tongue  has  been  noted  at 
times,  (10)  General  lymph-nodular  enlargement  oi  the  usual 
subacute  and  chronic  kind  is  characteristically  absent  in  the 
congenital  type,  the  reverse  being  true  in  the  acquired  form. 
(11)  Hemorrhages  from  the  ulcerated  or  from  apparently 
sound  mucous  membranes,  while  infrequent,  are  diagnostic 
when  present,  Ecchymotic  spots  may  develop  without  trau- 
matic cause.  (1'^)  '*  White  pneumonia''  mSiy  be  seen  in  the 
stillborn  and  those  dying  shortly  after  birth.  It  is  due  to  a 
fatty  degeneration  of  the  epithelium  of  the  air  vesicles.  Inter- 
stitial pneumonia  may  occur  in  older  cases.  (13)  Involvement 
of  the  liver  is  very  frequent.  It  may  cause  ascites,  but  is  not 
accompanied  by  jaundice,  (14)  The  spleen  is  enlarged  in  at 
least  half  the  cases.  (15)  Eye  troubles.  The  "ground-glass 
cornea,"*  due  to  interstitial  punctate  keratitis,  with  no  tendency 
to  ulcerate,  is  pathognomonic.  Iritis,  choroiditis,  retinitis,  and 
optic  neuritis  may  also  be  found.  (10)  Inflammation  of  the 
middle  ear,  when  associated  with  notched  teeth  and  ground- 
glass  cornea  is  a  sign  of  much  value.  (17)  A  rapidly  occurring 
alopecia  is  suspicious.  (18)  Painless  orchitis  is  a  sign  of 
great  value  when  present.  (19)  Neuroses,  such  as  chorea, 
epilepsy,  and  hemiplegia,  are  infrequent  and  do  not  occur 
early  as  a  rule.  (20)  Osteochondritis  is  often  the  only  sign. 
The  swellings  are  rather  distinctly  limited,  as  a  rule,  and  the 
child  suffers  when  they  are  handled.  Those  of  rickets  are  apt 
to  occur  much  later  and  to  be  more  epiphyseal  than  in  the 
cartilage  and  shaft.  In  bad  cases  there  may  finally  occur 
separation  of  the  epiphvses,  suppurative  osteomyelitis,  and 
narcosis.  (21)  Syphilitic  periostitis  appears  later.  The 
"nodes  of  Parrot"  arise  from  this  source.  Here  the  two 
parietal  bones  are  so  thickened  as  to  form  distinct  bosses,  four 
in  number,  surrounding  the  anterior  fontanelle  (22)  Dac- 
tylitis syphilitica  affects  mainl}-  the  first  phalanges.  It  dif- 
fers from  the  tuberculous  variety  in  tTiis  regard,  as  also  the 
fact  that  with  syphilis  as  a  cause  it  is  apt  to  be  multiple  and 
symmetrical — that  is,  appearing  in  both  hands.  (23)  The  fin- 
ger nails  have  sometimes  peculiar  forms  of  onychia.  It  may 
be  ulcerative  or  in  the  characteristic  form  known  as  ■'  the  claiv." 
(21)  The  temporary  teeth  are  cut  very  early,  of  bad  color,  and 
liable  to  a  crumbling  decay.  (25)  Hutchinson's  teeth  are 
found  only  in  the  permanent  set,  (20)  In  late  cases  are  found 
irregularities,  hypertrophies,  and  as3'mmetries  of  the  bony  de- 
velopment, such  as  the  shortened  nose,  the  lower  part  retreat- 
ing to  the  upper  part,  and  the  sunken  bridge.  The  tibia  may 
become  changed  so  as  to  present  the  characteristic  "sabre 
shape."  (27)  It  is  well  to  look  into  the  stigmata  of  a  syphilis 
which  was  active  in  early  childhood  but  now  quiescent  or 
cured.  These  are  the  bony  changes,  linear  cicatrices  due  to 
chronic  fissures  about  the  lips,  small  scars  upon  the  skin  or 
mucous  membranes  of  curvilinear  or  cresceutic  forms,  and  in 
groups  or  symmetrical  on  two  sides,  especially  on  the  legs. 
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Tenia    Nana   (Hymenolepis),    Case    of,    in    Germany. — 

Roder^"  reports  the  case  of  a  little  girl,  2:^  years  old,  who  had 
passed  lumbricoid  worms  six  months  before  and  now  presented 
the  symptoms  of  tapeworm  After  giving  the  extract  of  filix 
mas  the  stools  contained  the  eggs  of  ascaris  and  of  tenia  nana. 
Seven  months  later  the  child's  general  condition  had  become 
very  poor  and  she  showed  symptoms  of  scrofula.  The  eggs 
were  found  again,  but  no  worms.  The  child  improved  very 
much  under  treatment,  and  some  months  later  a  careful  exam- 
ination of  the  stools  failed  to  discover  any  more  eggs.  These 
had  been  absolutely  characteristic,  and  the  number  of  the 
teniae  must  have  been  very  few.  The  source  of  infection  re- 
mained obscure.  This  is  only  the  second  case  which  occurred 
in  Germany  since  1892. 

The  Head  in  Rachitis. — Jean  Bounifay"'  thus  sums  up  a 
detailed  article  upon  the  subject:  1.  During  the  first  period  of 
rachitis  the  absolute  dimensions  of  the  head  are  usually  dimin- 
ished. 2.  After  5  years  of  age  these  dimensions  are  usually 
increased.  3.  Relatively  to  the  trunk,  the  rachitic  head  is 
always  larger  than  normal.  This  disproportion  between  the 
head  and  the  trunk  is  the  most  marked  characteristic  of  rach- 
itis. 4.  The  disproportion  between  the  head  and  body  goes 
hand  in  hand  with  brachycephalia,  which  is  a  lack  in  propor- 
tion between  the  various  portions  of  the  head. 

Treatment  of  Tuberculosis. — Quoting  from  a  Portuguese 
journal,  Dr.  Duhourcan  '*  describes  Joaquim  Evaristo's  method 
of  treating  tuberculosis  by  subcutaneous  injections  of  ascitic 
fluid  taken  from  cases  of  tuberculous  peritonitis  and  aerated  be- 
fore injection.  The  Portuguese  surgeon,  like  many  other  prac- 
titioners, had  observed  the  fact  that  ascitic  peritonitis  is  more 
benignant  than  the  dry  form,  which  is  usually  fatal.  One  step 
further  led  to  the  belief  that  the  fluid  exuded  into  the  peritoneal 
cavity  not  only  did  not  favor,  but  was  even  inimical  to.  the 
development  of  tuberculosis.  It  is  a  recognized  fact  that  in 
simple  laparatomy  exposure  to  the  air  often  brings  about  a 
cure  of  tuberculous  peritonitis;  the  air,  by  acting  upon  the  fluid 
which  bathes  the  granulations,  apparently  increases  its  anti- 
toxic properties.  The  bacillus  of  tuberculosis  appears  not  to 
secrete  toxins;  these  are  met  with  in  the  organic  cell  itself,  and 
by  the  disaggregation  and  dissolution  of  this  cell  the  intoxica- 
tion of  the  organism  is  produced.  An  antitoxic  or  parasiticidal 
agent  has  been  found  in  the  body  of  the  bacilli  or  in  leucocytes 
which  had  been  acted  upon  by  them.  The  fluid  of  tuberculous 
ascites  has  the  necessary  elements  to  make  of  it  an  antitoxic 
serum  or  a  natural  parasiticide.  By  their  development  in  the 
peritoneal  cavity  the  tuberculous  granulations  produce  an 
inflammatory  process  which  denudes  the  serous  membrane  and 
causes  the  formation  of  an  exudate  which  collects  as  ascites. 
Among  its  other  contents  this  fluid  must  hold  disaggregated 
and  dissolved  bodies  of  Koch's  bacillus,  as  well  as  leucocytes 
which  enter  into  conflict  with  the  bacilli  during  the  process  of 
exudative  inflammation.     The  fluid  in  which  these  elements 
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are  immersed  and  macerated  exercises  a  special  influence  upon 
them,  due  to  the  ferments  which  it  contains,  and  to  the  bacte- 
ricidal property  possessed  in  some  degree  by  all  organic  serums. 
The  aeration  of  this  fluid  completes  the  process  which  trans- 
forms it  into  an  immunizing  serum  Clinical  observations 
have  confirmed  the  theories  of  Evaristo.  His  first  case  was 
one  of  tuberculous  ascites,  which  he  treated  by  evacuating  the 
ascitic  fluid,  aerating  it,  and  then  reintroducing  a  portion  of  it 
into  the  peritoneal  cavity.  He  has  since  treated  15  cases  of 
tuberculosis.  The  initial  dose  is  of  one-half  cubic  centimetre 
(eight  minims),  and  this  is  gradualh'  increased  in  accordance 
with  the  course  of  the  temperature.  The  maximum  dose  was 
three  cubic  centimetres  (fifty  minims).  As  a  rule  the  first 
injections  are  followed  by  a  rise  of  temperature  of  one  degree 
(1.8°  F.)  in  cases  of  febrile  tuberculosis,  and  a  half-degree  (.9° 
F, )  in  apyretic  cases.  The  effects  of  the  injection  in  pulmonary 
tuberculosis  are  the  following:  disappearance  of  sweating, 
increase  in  appetite  and  strength,  diminution  of  cough  and 
expectoration,  and  improvement  which  goes  on  to  a  complete 
disappearance  of  stethoscopic  signs. 

Umbilical-cord  Treatment  in  the  Newly-born. — Horn" 
is  strongly  in  favor  of  the  dry  treatment  of  the  umbilical  stump, 
with  the  use  of  earth  powder,  and  no  baths  until  after  the  cord 
has  fallen  oflf.  He  allows  the  children  to  be  bathed  once, 
immediately  after  birth,  and  then  the  cord  is  dressed  with  dry 
cotton  and  the  powder.  In  100  consecutive  cases  so  treated 
there  was  no  case  of  suppuration,  the  powder  being  antiseptic 
and  not  irritating  to  the  child's  skin.  The  falling  off  of  the 
cord  stump  is  slightly  delayed,  but  the  umbilicus  is  left  in  such 
very  good  condition  that  the  method  is  well  worth  using. 

Value  of  Enlarging  the  Palpebral  Slit  in  Inflammations 
of  the  Eye. — Ettinger"  has  had  an  unusually  large  experience 
with  long-standing  and  recurring  eye  inflammations,  and  he 
has  found  that  the  best  method  of  treatment  is  by  means  of  a 
plastic  operation  at  the  outer  canthus  which  enlarges  the  space 
between  the  lids.  Anesthesia  is  necessary,  and,  after  the  skin 
incision,  the  tissues  down  to  the  bone,  including  the  perios- 
teum, should  be  carefully  and  similarly  divided  and  the  edges 
brought  together  in  such  a  way  as  to  insure  primary  and 
perfect  union.  The  swelling  of  the  lids  which  comes  on  after 
the  operation  should  be  treated  with  cold  applications  and 
boracic  acid.  The  value  of  the  operation  lies  in  the  fact  that  it 
does  away  with  the  vicious  cycle  dependent  upon  retained 
secretion  and  its  consequences. 
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A  COMMITTEE  of  over  forty  physicians,  representing  sixteen 
different  medical  societies  of  the  city  of  New  York,  and  in- 
cluding representatives  of  both  schools  of  medicine,  has  been 
formed  for  the  purpose  of  doing  honor  to  the  memory  of  Dr. 
Joseph  O'Dwyer. 

The  first  meeting  was  held  at  the  New  York  Academy  of 
Medicine,  November  22,  1898,  under  the  chairmanship  of  Dr. 
J.  D.  Bryant,  and  was  mainly  devoted  to  organization.  Dr. 
George  P.  Shrady  was  elected  permanent  chairman,  and  Dr. 
Alfred  Meyer  permanent  secretary,  and  the  following  Com- 
mittee on  Scope  and  Plan  was  appointed:  Dr.  Dillon  Brown, 
chairman,  and  Drs.  Robert  Abbe,  R.  G  Freeman,  L.  Emmett 
Holt,  and  Louis  Fischer.  At  the  second  meeting,  held  at  the 
Academy  of  Medicine,  March  13,  1899,  the  report  of  the  Com- 
mittee on  Scope  and  Plan  was  adopted,  and  now  only  awaits 
final  action  of  a  meeting  of  the  full  committee. 

The  memorial  to  Dr.  O'Dwyer  will  probably  take  an  educa- 
tional form,  for  by  the  plan  now  outlined  it  is  proposed  to 
raise  a  fund  of  $30,000,  the  interest  of  which  shall  support  two 
O'Dwyer  Fellowships  in  Pediatrics,  open  to  competition  by 
physicians  who  graduate  in  the  United  States,  and  to  be  held 
iDy  the  successful  competitors  for  a  period  of  two  years.  Dur- 
ing this  period  they  inust  furnish  satisfactory  proof  of  their 
engagement  in  original  research  work  to  a  committee  of  five, 
one  of  whom  shall  be  appointed  by  the  President  of  Harvard 
University,  one  by  the  Dean  of  the  Johns  Hopkins  Medical 
School,  one  by  the  Provost  of  the  University  of  Pennsylvania, 
one  by  the  President  of  the  University  of  Chicago,  and  one  by 
the  President  of  the  New  York  Academy  of  Medicine. 

Many  details  of  this  general  plan  are  still  to  be  arranged, 
which  it  shall  be  the  agreeable  duty  of  the  secretary  to  furnish 
to  the  medical  press  of  the  country  as  soon  as  they  are  finally 
decided.  This  preliminary  notice  has  for  its  object  merely  to 
acquaint  the  profession  with  the  fact  that  a  movement  of  this 
nature  is  on  foot,  and  that  an  effort  will  be  made  to  give  it  the 
international  character  so  fitting  as  a  memorial  to  an  investi- 
gator of  international  reputation. 

The  following  is  a  partial  list  of  the  papers  to  be  read  before 
the  meeting  of  the  American  Gynecological  Society  to 
be  held  at  Philadelphia  on  May  23,  24,  and  25:  Vaginal  Celi- 
otomy— A.  Lapthorn  Smith.  Sixty-five  Consecutive  Abdomi- 
nal Sections  without  a  Death:  with  Clinical  and  Pathological 
Reports — Hunter  Robb.     Remote  Results   of   Shortening  the 
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Round  Ligaments  by  Vaginal  Section — Henry  T.  Byford. 
Surgical  Treatment  of  Acute  Puerperal  Sepsis,  with  Special 
Reference  to  Hj'sterectomy — H.  N.  A^ineberg.  (Title  not 
given) — Eugene  Boise.  Is  a  Sloughing  Process  at  the  Child's 
Navel  Consistent  with  Asepsis  in  Childbed  ? — Robert  L.  Dick- 
inson. Report  of  a  Case  of  Kraurosis  Vulvae — J.  M.  Baldy. 
Conservative  Gynecology — S.  C.  Gordon.  Early  Abdominal 
Sections  for  Fibroid  Tumors,  with  a  Tabular  List  of  all  Opera- 
tions prior  to  1865 — Charles  P.  Noble.  Certain  Aspects  of 
Myomectomy;  also,  perhaps.  Management  of  Surgical  Inju- 
ries to  the  Ureters — Beverh'  McMonagle.  Report  of  Commit- 
tee on  Antistreptococcic  Serum,  etc. — W.  R.  Pryor.  Tubercu- 
losis of  the  Kidney  as  an  Indication  for  Nephrectomy — Edward 
Reynolds.  Inversion  of  the  Uterus — B.  Bernard  Browne. 
Abdominal  Operations  for  Conditions  Complicating  Typhoid 
Fever — J.  AVesle}'  Bovee.  The  Treatment  of  Broad-Ligament 
Cysts  by  Vaginal  Incision  and  Drainage — T.  J.  Watkins. 
Etiology  of  Non-malignant  Rectal  Stricture  in  Women — Reu- 
ben Peterson.  A  Case  of  Spondylolisthesis,  with  Demonstra- 
tion of  the  Pelvis — J.  Whitridge  AVilliams.  Experience  in  the 
Use  of  Tuffier's  Angiotribe  in  Intrapelvic  Surgery — Clement 
Cleveland.  The  Uso  of  Compression  Forceps  in  Salpingo- 
oophorectomy  and  Hysterectomy,  with  Remarks  upon  the 
Angiotribe — I.  S  Stone.  Discussion:  The  Scope  and  Limita- 
tions of  Myomectomy  in  Solid  Tumors  of  the  Uterus — J.  M. 

Baldy  and .     Report  of  Committee  ou  Use  of  Mammary 

and  Thyroid  Extracts  -William  E.  Moseley.  The  Abuse 
of  the  Curette  in  Puerperal  Fever — Robert  A.  Murray.  Sur- 
gery of  the  Ovaries — Fernand  Henrotin.  Clinical  Data  Bear- 
ing upon  Tubercular  Peritonitis — Egbert  H.  Grandin.  Throm- 
bosis following  Celiotomy  in  Aseptic  Cases — Henry  C.  Coe. 
Surgery  of  the  Ovaries  and  Tubes  per  Vaginal  Incision — 
William  H.  Wathen.  Use  of  Iodoform  Gauze  in  Pelvic  Dis- 
ease of  Women — William  R.  Pryor. 

.  Programme  of  the  First  Meeting  of  Rectal  Special- 
ists, AT  CoLUMBCS,  Ohio,  Juxe  6-9,  1809. — The  Importance 
of  Giving  Rectal  Diseases  Special  Study — Joseph  M.  Mathews, 
Louisville.  Pruritus  Ani — James  P.  Tuttle,  New  York  City. 
Surgical  Treatment  of  Non-Malignant  Stricture  of  the  Rectum 
— Joseph  B.  Bacon,  Chicago.  A  Modification  of  Whitehead's 
Operation  for  Hemorrhoids — Samuel  T.  Earle,  Jr.,  Baltimore. 
The  Proctoscope  as  a  Factor  in  the  Diagnosis  and  Treatment  of 
Simple  Ulceration  of  the  Rectum— Leon  Straus,  St.  Louis.  A 
Consideration  of  the  Various  Forms  of  Ulceration  of  the  Rec- 
tum— Lewis  H.  Adler,  Jr.,  Philadelphia.  Rectal  Carcinoma: 
Excision  and  Subsequent  Colotomy — B.  Merrill  Ricketts,  Cin- 
cinnati. The  Limitations  of  the  Kraske  Operation — Charles 
C.  Allison,  Omaha.  The  Act  of- Defecation — Thomas  Charles 
Martin,  Cleveland.  Constipation  Considered  from  the  Stand- 
point of  the  Proctologist — A.  Bennett  Cooke,  Nashville.  Paper 
and  Exhibition  of  New  Instruments — S.  G.  Gant,  Kansas  City. 
Rectal  Adenomata — W^illiam  M.  Beach,  Pittsburg. 
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In  accepting  your  kind  invitation  to  read  a  paper  before  the 
Society,  I  have  not  attempted  an  extensive  literary  research 
upon  this  subject.  It  has  seemed  to  me  that  I  might  better 
interest  you  by  narrating  experiences  hitherto  unpublished,  and 
by  placing  at  your  disposal  for  comparison  and  criticism  the 
records  of  work  done  in  the  Jefferson  Maternity  during  the 
past  two  years.  While  the  material  at  my  disposal  has  not 
been  large,  it  has  been  sufficient,  I  think,  to  afford  means  for 
the  study  of  this  important  question. 

As  regards  the  diagnosis  of  abnormality  of  the  pelvis,  this 
has  been  made  by  pelvimetry,  palpation,  and  vaginal  examina- 
tion. So  far  as  is  possible,  each  patient  is  submitted  to  pelvi- 
metry when  she  applies  for  admission.  In  out-patient  practice 
the  pelvis  is  also  measured  whenever  possible. 

The  diagnosis  of  disproportion  between  the  child  and  the 
pelvis  is  evidently  of  much  greater  importance  than  the  diag- 

'  Read  before  the  Gynecological  and  Obstetrical  Society  of  Baltimore, 
March  14,  1899. 
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nosis  of  the  absolute  size  of  the  pelvis.  It  is  not  the  number  of 
inches  or  centimetres  in  the  dimensions  of  a  given  pelvis  which 
interests  us,  but  the  question  as  to  whether  the  pelvis  is  of  suf- 
ficient size  to  permit  the  passage  of  the  child.  The  diagnosis  of 
disproportion  is  made  largely  by  palpation,  and,  if  necessary,  by 
palpation  under  an  anesthetic  combined  by  vaginal  examina- 
tion during  the  first  stage  of  labor.  Especial  attention  is  paid 
to  the  question  of  the  engagement  of  the  presenting  part. 

On  several  occasions  statistics  have  been  published  regarding 
the  frequency  of  pelvic  abnormality  among  American  women. 
The  patients  whose  study  forms  the  basis  of  this  paper  were  of 
various  races  and  conditions,  and  represented  fairly  the  mixed 
population  of  an  American  city.  It  is  evident  that,  to  obtain 
an  accurate  idea  of  the  frequency  of  pelvic  abnormality,  not 
simply  those  in  which  difiiculty  occurs  in  labor  must  be  meas- 
ured, but  that  all  the  cases  available  must  be  examined  by  this 
method.     The  results  of  our  examinations  were  as  follows: 

Total  number  examined 466 

Pelves  of  average  size , .  313 

Rachitic 29 

Flat 28 

Obliquely  contracted 1 

Justo-minor 61 

Justo-major 34 

Abnormal 153—32^ 

We  may  here  appropriately  consider  in  what  consists  an 
abnormality  of  the  pelvis.  In  this  study  we  have  regarded  a 
variation  from  average  measurement  of  two  centimetres  in  the 
antero-posterior  diameter,  or  of  two  centimetres  in  two  other 
diameters,  as  constituting  a  pelvic  abnormality. 

Attention  must  be  called  to  the  very  interesting  methods  by 
which  Nature  effects  delivery  in  contracted  pelves.  In  women 
who  move  about,  and  especially  in  those  who  work  during 
pregnancy,  the  contraction  of  the  uterus  and  abdominal  mus- 
cles brings  the  presenting  part  to  the  pelvic  brim.  Partial  en- 
gagement occurs,  in  many  cases  of  contracted  pelvis,  compara- 
tively early  in  pregnancy.  If  no  obstacle  is  offered  by  an 
impacted  bowel,  and  if  the  age  of  the  patient  be  such  that  the 
joints  of  the  pelvis  are  movable  and  her  physical  strength  be 
good,  a  process  of  accommodation  ensues,  which  brings  the 
child  into  the  pelvis  and  sets  up  labor  before  the  usual  termina- 
tion of  pregnancy.    The  child  is  thus  delivered  before  it  becomes 
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too  large  for  the  mother,  and  the  mother  is  spared  the  dangers 
of  labor  in  contracted  pelvis.  This,  however,  can  only  happen 
in  young  and  comparatively  healthy  women,  and  especially 
in  those  who  exert  muscular  force. 

Acting  upon  this  observation,  we  are  accustomed  to  admit 
patients  with  contracted  pelves  into  the  Maternity  as  early  as 
the  seventh  or  eighth  month  of  gestation.  The  patient  is  urged 
and  is  required  to  do  housework,  and,  at  the  suggestion  of  my 
head  nurse,  these  women  are  directed  to  do  considerable  work 
in  a  kneeling  posture,  such  as  scrubbing  floors  and  stairs  and 
assisting  in  the  laundry.  They  are  not  allowed  to  lift  heavy 
weights,  but  active  exercise  in  the  semi-prone  position  is  en- 
couraged. The  condition  of  the  bowels  is  very  carefully 
watched  in  these  patients.  They  are  frequently  and  thorough- 
ly purged,  for  two  reasons  :  first,  to  remove  the  mechanical 
obstacle  which  impacted  feces  may  furnish,  and,  second,  to 
empty  the  intestine  of  the  bacillus  coli  communis,  whose  pres- 
ence may  complicate  an  important  obstetric  operation.  The 
urine  is  carefully  studied,  and  the  patient's  elimination  is  stimu- 
lated by  frequent  warm  baths.  She  is  not  allowed  to  eat  much 
meat,  but  is  fed  liberally  upon  other  food,  and  especially  upon 
milk.  At  intervals  of  about  two  weeks  palpation  is  practised, 
and  the  engagement  of  the  head  or  its  failure  to  enter  the  pelvis 
is  noticed.  When  the  head  does  not  enter  the  pelvis  at  eight 
months  in  these  cases,  the  decision  to  induce  labor  or  to  allow 
the  patient  to  go  on  to  term  must  be  considered. 

If  the  disproportion  between  the  head  and  the  pelvis  is  very 
considerable,  and  at  thirty  or  thirty-two  weeks  of  gestation  the 
head  fails  spontaneously  or  under  pressure  to  enter  the  pelvic 
brim,  the  induction  of  labor  is  declined.  If,  however,  the  head 
dips  into  the  pelvis  and  the  vertex  descends  at  this  period,  the 
patient  is  again  examined  in  about  two  weeks,  and,  if  engage- 
ment and  descent  have  begun,  the  induction  of  labor  may  be 
properly  considered. 

Where  induced  labor  is  declined  the  patient  is  allowed  to  go 
on  as  long  as  she  will  in  pregnancy.  Some  of  these  patients 
undoubtedly  go  considerably  over  the  usual  period.  She  is 
kept  under  careful  observation,  and  any  failure  in  nutrition  is 
corrected,  if  possible,  by  appropriate  tonics.  When  she  comes 
into  labor  every  eJBfort  is  made  to  favor  the  engagement  and 
descent  of  the  head.  The  bladder  and  bowels  are  emptied,  the 
membranes  are  not  broken,  the  patient  is  placed  in  favorable 
postures  and  her  strength  is  carefully  preserved. 
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The  method  of  delivery  chosen  depends  not  only  upon  the 
presence  or  absence  of  engagement,  but  upon  the  size  and 
development  of  the  birth  canal.  In  diagnosticating  the  en- 
gagement of  the  head,  attention  is  called  to  a  common  source 
of  error,  namel}",  exaggerated  lateral  obliquity  of  the  cranium 
with  presentation  of  the  parietal  bone  for  the  vertex.  Should 
doubt  exist,  the  patient  should  be  given  a  sma,ll  quantity  of 
chloroform  and  a  thorough  vaginal  examination  should  be 
made. 

If  the  head  of  the  child  is  found  to  dip  into  the  pelvic  brim^ 
the  vertex  being  lowest,  dilatation  being  complete,  and  the  gen- 
eral condition  of  the  patient  good,  the  operator  must  consider 
whether  or  not  it  is  justifiable  to  attempt  the  delivery  of  the 
child  by  forceps.  In  these  cases  we  have  had  good  results  by 
placing  the  patient  in  Walchers  position,  applying  Tarnier's 
forceps  to  the  sides  of  the  head,  extracting  the  child,  and,  in 
cases  where  the  vagina  and  pelvic  floor  were  ill-developed,  we 
have  bisected  the  tissues  by  double  episiotomy,  thus  saving 
serious  laceration,  and  closing  the  incisions  with  suture. 
Where  the  cervix  was  torn  we  have  also  applied  suture.  The 
age  of  the  patient  is  an  important  factor  in  estimating  the 
chance  of  success  by  this  method  of  delivery.  It  is  most  suc- 
cessful in  young  women,  in  whom  the  pelvic  joints  are  elastic,, 
and  in  whom  the  pelvis  is  considerably  enlarged  by  Walcher's 
position.  In  women  over  30  it  is  doubtful  whether  Walcher's 
position  is  of  much  service. 

In  choosing  symphyseotomy,  we  have  selected  those  cases  in 
which  disproportion  was  evidently  not  marked,  in  which  the 
genital  canal  was  well  developed  and  distensible,  and  in  which 
vigorous  labor  pains  or  possibly  a  cautious  use  of  forceps  had 
failed  to  produce  descent.  In  cases,  however,  where  dispro- 
portion was  considerable,  where  the  birth  canal  was  small  and 
ill-developed,  we  have  declined  symphyseotomy  and  chosen 
abdominal  section. 

In  effecting  delivery  by  abdominal  section,  the  choice  be- 
tween celiohysterotomy  and  celiohysterectomy  must  be  made. 
In  married  women  who  do  not  request  that  the  power  of 
reproduction  be  removed,  celiohysterotomy  is  to  be  preferred. 
Among  those  highly  deformed,  ill-developed  mentally  and 
bodily,  and  of  uncertain  morals,  celiohysterectomy  we  believe 
to  be  indicated.  Among  the  latter  we  have  not  found  that 
an  effort  to  solicit  an  intelligent  choice  from  the  patient  is  suc- 
cessful.    Such  women  will  choose  craniotomy  upon  the  living 
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fetus,  having  no  sense  of  responsibility  to  the  unborn  child. 
If  we  heed  at  all  the  teachings  of  sociology,  hope  of  improve- 
ment morally  and  physically  in  the  mother  is  far  less  than  the 
possibilities  of  evolution  in  the  child.  While  the  physician  is 
not  the  arbiter  of  the  child's  future,  he  cannot  disregard  these 
facts  in  attempting  to  save  its  life.  Surgically  speaking,  celio- 
hysterectomy  with  intrapelvic  treatment  of  the  stump  leaves 
little  to  be  desired.  In  our  observation  it  is  among  the  most 
successful  of  all  surgical  operations  performed  upon  women. 

In  the  foregoing  considerations  we  have  supposed  that  the 
patient  was  in  good  condition  and  uninfected  at  labor.  In  case 
of  infection  the  obstetrician  is  sometimes  called  upon  to  prac- 
tise embryotomy,  craniotomy,  the  Porro  operation,  or  the  total 
removal  of  the  infected  uterus.  In  our  opinion  none  of  these 
should  be  chosen  in  aseptic  patients  in  good  condition. 

Among  the  total  number  of  patients  included  in  the  fore- 
going statistics,  the  following  obstetric  operations  were  neces- 
sary for  the  safe  delivery  of  the  child: 

Use  of  forceps 37 

Version 19 

Embryotomy 4 

Induced  labor 12 

Symphyseotomy 1 

Cesarean  section. . . . ,    6 

79—16^ 

Among  the  mothers  so  treatei  there  was  no  death  from  sep- 
tic infection  or  from  hemorrhage.  Eclampsia  was  the  only 
cause  of  maternal  death  among  these  patients.  Among  the 
children,  one  child  died  of  birth  pressure.  The  children  of  the 
eclamptic  mothers  were  stillborn. 

Turning  to  the  cases  of  abnormal  pelves,  we  find  that  of  the 
foregoing  operations  the  following  were  performed  because  of 
some  pelvic  abnormality: 

The  use  of  forceps 6 

Version 2 

Embryotomy 4 

Induced  labor 12 

Symphyseotomy. 1 

Cesarean  section 6 

31—20^ 

As  in  the  total  number  of  mothers  delivei;ed  by  operation,  so 
in  those  having  abnormal  pelves,  no  death  occurred  from  sepsis 
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or  hemorrhage,  the  only  mortality  being  in  cases  admitted  to 
the  Maternity  in  a  grave  condition  from  eclampsia. 

A  review  of  these  results  shows  that  31  operations  were 
performed  upon  153  women  having  abnormal  pelves,  or  20  per 
cent  of  cases  having  abnormal  pelves  required  operation  for 
delivery. 

The  results  of  treatment  in  these  cases  are  precisely  the  same 
as  the  results  of  the  total  number  of  obstetric  operations  for 
contracted  pelves  which  have  come  under  my  personal  con- 
duct. I  have  had  occasion  to  perform  Cesarean  section  eleven 
times  upon  women  apparently  uninfected  and  in  fair  condition. 
Of  these  11  women,  10  recovered  and  11  children  lived.  The 
mother  who  died  perished  from  infection  with  the  bacillus 
coli  communis,  autopsy  demonstrating  multiple  ulcers  of  the 
intestine,  extensive  lymphangitis,  and  intestinal  occlusion  by 
masses  of  lymph.     Cultures  showed  the  cause  of  infection. 

I  have  performed  symphyseotomy  four  times  upon  unin- 
fected patients  in  fair  condition,  in  each  case  mother  and  child 
recovering  and  remaining  well.  So  far  as  my  experience  goes, 
there  is  in  the  result  of  symphyseotomy,  celiohysterectomy,  and 
celiohysterotomy  no  difference  in  the  success  of  each  operation 
performed  upon  uninfected  patients  in  fair  condition. 

Cesarean  section  may  be  utilized  simply  as  a  method  of 
delivery  and  as  a  last  expedient  in  complicated  and  infected 
cases.  Thus  I  removed  by  Cesarean  section  a  large  male  child 
from  the  body  of  its  mother,  who  had  just  perished  from 
eclampsia.  This  child  survived  its  birth  two  weeks,  dying  of 
toxemia  and  acute  nephritis.  On  another  occasion  I  removed 
a  dead  fetus,  with  crushed  skull,  from  an  infected  and  exsan- 
guinated woman  who  had  been  maltreated  by  attempts  at 
forceps  delivery.  She  perished  shortly  after  the  operation. 
On  a  third  occasion  a  patient  with  tuberculosis  of  the  hip  joint, 
contracted  pelvis,  and  eclampsia  was  admitted  to  the  Mater- 
nity in  a  supposedly  dying  condition,  her  child  having  perished. 
As  the  pelvis  was  so  highly  contracted  that  embryotomy  was 
impossible,  I  removed  the  dead  fetus  by  abdominal  incision. 
The  operation  was  followed  by  a  surprising  improvement  in 
the  mother.  She  survived  several  days,  ultimately  dying  of 
nephritis.  In  each  of  these  cases  postmortem  examination 
leaves  no  doubt  as  to  the  cause  of  death. 

My  experience  in  symphyseotomy  with  infected  cases  has 
been  very  similar.  In  one  patient,  who  had  been  subjected 
to  fruitless   attempts  at  delivery  with  forceps  and  had  been 
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infected,  delivery  was  accomplished  by  symphyseotomy  and, 
although  septic,  the  patient  recovered;  her  child  perished  from 
septic  inspiration  pneumonia.  On  another  occasion  a  woman 
having  a  severe  double  croupous  pneumonia  was  brought  from 
a  tenement  to  the  Maternity  and  delivered  by  symphyseotomy; 
she  died  of  pneumonia,  as  proven  by  autopsy  and  culture 
examination  of  her  tissues.  Her  child  survived.  In  another 
instance  a  patient  under  the  care  of  a  negro  midwife  was 
brought  to  the  Polyclinic  Hospital  exhausted  in  labor;  she 
was  delivered  by  symphyseotomy,  but  died  of  septic  infection. 
Her  child  survived.  From  the  contrast  between  the  tenement 
from  which  the  patient  was  taken  and  the  care  exercised  in 
asepsis  at  the  hospital,  it  is  fair  to  believe  that  the  patient  was 
infected  before  admission.  The  fourth  patient  suffered  from 
pernicious  anemia  and  had  contracted  pelvis;  she  was  deliv- 
ered by  symphyseotomy,  her  child  surviving.  She  perished 
four  weeks  after  labor,  from  exhaustion. 

From  my  experience  I  am  led  to  conclude  that  patients  hav- 
ing abnormal  pelves,  who  are  placed  under  proper  care  before 
the  beginning  of  labor,  are  favorable  subjects  for  obstetric 
operation.  The  results  of  the  various  procedures  which  I  have 
mentioned  have  been  in  such  cases  uniformly  good.  In  cases 
infected  before  admission  to  hospital,  or  complicated  by  a  pro- 
found constitutional  disorder,  such  as  eclampsia  or  pernicious 
anemia,  obstetric  operations  do  not  improve  the  prognosis  for 
the  mother.  They  do,  however,  save  many  of  the  infants  in 
such  cases.  Surgically  speaking,  celiohysterectomy  with  in- 
trapelvic  treatment  of  the  stump  fulfils  all  indications  where 
the  parents  are  not  distinctly  capable  of  producing  further 
offspring  advantageously.  The  tendency  of  obstetric  surgeons 
at  the  present  time  is  in  the  direction  of  the  more  frequent 
performance  of  this  operation. 

The  treatment  of  labor  in  justo-major  pelves  requires  but 
little  interference,  as  a  rule.  Occasionally  version  must  be 
performed  when  an  unfavorable  position  develops.  Hemor- 
rhage is  sometimes  threatened  through  rapid  emptying  of  the 
relaxed  uterus.  Among  our  patients  there  were  no  complica- 
tions which  required  radical  interference. 

I  may  summarize  the  statements  made  in  this  paper  as  fol- 
lows: 1.  In  466  women  examined  by  pelvimetry,  32  per  cent  had 
abnormal  pelves.  2.  Among  these,  20  per  cent  required  ob- 
stetric operations  for  safe  delivery. 

3.  The  mortality  of   these  operations,   which   included  the 
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range  of  modern  obstetric  surgery,  was  nil  from  septic  infec- 
tion and  hemorrhage.  One  patient  died  from  nephritis.  The 
fetal  mortahty  of  these  cases,  from  birth  pressure  or  injury  to 
the  fetus  during  delivery,  was  1. 

4.  The  experience  of  the  writer  in  Cesarean  section  and  sym- 
physeotomy includes  14  Cesarean  sections  and  8  symphyseot- 
omies. The  mortality  rate  of  these  operations  for  the  mother 
was  nil  in  cases  where  the  patient  was  uninfected  and  sound 
before  delivery.  When  death  occurred  in  the  mothers  it  was 
from  previously  existing  streptococcus  or  pneumococcus  .infec- 
tion, or  from  infection  with  the  bacillus  coli  communis  before 
labor,  or  from  eclampsia.  In  the  14  Cesarean  operations  and 
8  symphyseotomies,  one  child  perished  from  inspiration  pneu- 
monia, its  mother  being  infected  before  admission  to  the 
hospital. 

5.  In  our  experience,  celiohysterectomy  with  intrapelvic 
treatment  of  the  stump,  celiohysterotomy,  symphyseotomy, 
forceps  extraction  in  Walcher's  position,  version  and  embry- 
otomy, in  patients  not  infected  before  these  operations  were 
performed,  have  given  excellent  results. 
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The  puerperium  may  be  practically  defined  as  a  variable  pe- 
riod extending  from  the  moment  the  placenta  is  delivered  until 
such  time  as  the  mother  shall  have  normally  recovered  from 
the  shock  and  other  immediate  local  and  systemic  disturbances 
incident  to  labor.  The  puerperium  is  a  most  remarkable  and, 
from  many  points  of  view,  the  most  interesting  and  important 
period  of  a  woman's  life.  The  wonderful  process  of  gestation 
has  been  brought  to  a  close.  The  changes  accompanying  the 
return  of  the  genitalia,  and  indeed  the  entire  organism,  to  a 
condition  resembling  the  normal  are  among  the  most  aston- 
ishing phenomena  in  physiology.     A  new  function — lactation — 

'  The  address  in  Surgery  presented  to  the  Illinois  State  Medical  So- 
ciety at  its  annual  meeting,  held  in  Cairo,  111.,  May  16,  17,  and  18,  lb99. 
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is  developed,  by  means  of  which  the  child  is  nourished  and 
maintained.  Extended  detail  is  unnecessary.  Suffice  it  to 
recall  certain  facts  which  show  the  dangers,  often  potential, 
but  none  the  less  important,  to  which  the  puerperal  woman  is 
exposed. 

The  process  of  involution  creates  an  endosmotic  flow  which 
tends  to  favor  invasion.  The  retention  of  blood  clots  in  utero, 
which  is  normal,  and  the  retention  of  placental  remnants, 
which  is  adventitious,  are  factors  which  predispose  to  infection 
by  furnishing  a  suitable  soil  for  the  development  of  microbes 
under  conditions  especially  favorable  for  their  culture.  The 
traumatisms,  which  vary  in  degree  but  are  inevitable,  may 
themselves  require  attention,  and  in  any  event  will  open  up 
additional  doors  of  entrance  for  the  reception  of  the  patho- 
genic bacteria  which,  according  to  recent  observation,  always 
infest  the  vagina.  The  strain  to  which  the  nervous  system  has 
been  subjected,  and  the  normal  physiological  changes  incident 
to  pregnancy,  unquestionably  impair  the  power  of  resistance 
and  indirectly  predispose  to  microbic  propagation  and  the  dis- 
semination of  their  toxins.  Moreover,  lactation  is  not  unat- 
tended with  danger.  Lesions  of  the  nipples  favor  the  entrance 
of  microbes,  and,  according  to  certain  French  authorities,  in- 
fection may  also  extend  from  the  blood  through  the  milk. 

The  danger  of  infection,  then,  is  ever  present  in  the  puer- 
pera.  It  is  diminished  by  intelligent  care,  which  consists  in 
the  aseptic  conduct  of  labor,  the  maintenance  of  free  bowel 
movements,  the  aseptic  care  of  the  nipples,  and  the  judicious 
use  of  the  breast  bandage.  It  is  especially  diminished  by 
eliminating  all  predisposing  causes  in  advance.  Gonorrhea, 
chancroid,  vulvo-vaginal  abscesses,  syphilitic  patches,  and  pus 
within  the  pelvis  are  certain  to  increase  the  danger  of  infec- 
tion by  furnishing  an  additional  and  an  unusual  supply  of 
pathogenic  bacteria.  Ovarian  cysts,  the  different  anomalies 
of  the  bony  pelvis  or  the  soft  parts,  and  abnormal  presentations 
of  the  child  interfere  with  the  normal  progress  of  labor  and 
increase  the  danger  of  infection  by  favoring  undue  traumatism 
and  tending  to  exhaust  the  patient  by  prolonging  the  strain 
upon  the  nervous  system  These  factors  should  be  recognized 
before  the  advent  of  labor,  but  it  is  only  possible  to  do  so  by 
examination  and  observation  during  the  latter  months  of 
pregnancy. 

Surgery  means  m3chanical  interference,  which  may  be 
mmual  or  instrumental.     Its  application  during  the  puerpe- 
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rium  has  occasioned  much  controversy,  for  it  is  realized  to 
what  a  great  extent  involution  favors  infection  and  how  dan- 
gerous are  all  manipulations  within  the  vagina  or  uterus.  The 
question  in  most  instances  is  one  of  election.  Often  it  consists 
in  a  compromise.  In  all  cases  we  must  carefully  weigh  the 
evidence,  and  our  judgment  and  experience  must  determine 
whether  an  examination  is  necessary  or  whether  a  surgical 
procedure  offers  a  better  chance  of  recovery  than  leaving  the 
woman  alone.  I  believe  it  to  be  the  part  of  wisdom,  when  in 
doubt,  to  do  nothing.  I  prescribe  no  surgical  measure  without 
definite  indication.  I  would  also  caution  against  the  vaginal 
examination  of  the  puerperal  woman  without  good  reason — 
that  is,  without  the  reasonable  expectation  of  finding  some 
condition  requiring  interference.  Too  many  women  have  suf- 
fered an  extension  of  infection  from  thoughtless  examination. 
At  the  same  time  it  must  be  admitted  that  many  and  many  a 
woman  has  died  because  her  medical  attendant  failed  to  inter- 
pret the  symptoms  presented  and  neglected  to  apply  the  proper 
surgical  interference  which  alone  could  save  life. 

We  will  consider,  if  you  please,  these  symptoms  in  detail. 
Realizing  the  danger  of  interference,  we  will  try  to  determine, 
with  a  sufficient  degree  of  accuracy  to  warrant  definite  advice, 
the  conditions  which  render  it  preferable  to  examine  the  puer- 
peral woman  and  oftentimes  to  come  to  her  relief  with  con- 
sistent application  of  well-known  surgical  measures. 

Postpartum  hemorrhage  is  not  always  due  to  imperfect  ute- 
rine retraction.  There  sometimes  occurs  a  cervical  laceration 
extending  beyond  the  portio  vaginalis  and  causing  an  exces- 
sive and  alarming  hemorrhage.  Here  surgical  interference  is 
imperative.  Packing  with  gauze  is  often  insufficient,  and  is 
always  dangerous  because  it  predisposes  to  infection.  The 
hemorrhage  should  be  controlled  by  repair  of  the  laceration. 
In  case  the  labor  has  been  normal  and  the  uterus  is  retracted  so 
it  can  be  distinctly  felt  above  the  symphysis,  it  is  necessary,  if 
there  is  continuance  of  undue  hemorrhage,  to  properly  examine 
the  patient,  for  it  is  known  that  the  hemorrhage  may  come  from 
a  lesion  of  any  part  of  the  parturient  canal.  This  examination 
also  enables  us  to  determine  the  presence  of  a  polypus,  retained 
coagula,  or  placental  remnants  within  the  uterus. 

It  is  realized  that  any  examination  or  operation  during  the 
puerperium  is  a  serious  matter,  on  account  of  the  very  great 
danger  of  inducing  infection  or  of  causing  an  extension  of  the 
infection  that  may  already  exist.     For  this  reason  it  is  import- 


LEWIS:   THE   SURGERY   OF  THE   PUERPERIUM.  Y31 

ant  to  make  sure  of  the  expediency  of  an  examination  before  it 
is  undertaken;  and  for  the  same  reason  it  is  imperative,  when 
the  necessity  of  an  examination  has  been  determined,  to  see  to 
it  that  as  far  as  practicable  aseptic  conditions  prevail.  These 
results  can  rarely  be  obtained  with  the  woman  on  the  bed 
where  she  has  been  delivered.  In  case  any  examination  is  un- 
dertaken there  is  usually  the  expectation  of  finding  some  con- 
dition calling  for  operative  relief.  For  this  reason,  if  for  no 
other,  the  patient  should  be  placed  upon  an  improvised  operat- 
ing table,  so  that  she  may  be  properly  examined  and  may  at 
once  receive,  under  suitable  surroundings,  the  benefit  of  any 
surgical  measures  it  is  thought  best  to  apply. 

In  case  of  undue  hemorrhage  following  labor,  where  the 
uterus  is  well  retracted,  the  patient  may  be  placed  in  the  exag- 
gerated lithotomy  position  upon  a  table,  Simon's  retractors 
may  be  inserted,  and  the  parts  may  be  inspected.  In  cleansing 
the  vagina  it  is  not  well  to  use  absorbent  cotton,  for  it  is  rarely 
sterile.  If  blood  is  to  be  mopped  away  it  is  better  to  use 
sponges  of  sterile  gauze  held  in  forceps.  A  douche  of  a  creolin 
solution  or  sterilized  water  is  a  valuable  adjunct  to  all  opera- 
tions within  the  vagina.  Retained  blood  clots  or  placental 
remnants  will  be  removed  by  the  finger  or  douche.  A  submu- 
cous polypus  will  be  transfixed  and  cut  away.  If  there  is  a 
well-recognized  laceration  of  the  cervix  which  is  causing  the 
hemorrhage,  a  curved  needle  carrying  a  silk  suture  will  be 
passed  through  the  superior  corners  of  the  laceration  in  the 
usual  manner.  If  there  is  difficulty  in  passing  the  suture  the 
lacerated  portions  may  be  seized  with  forceps  to  facilitate  the 
entrance  of  the  needle  and  the  coaptation  of  the  edges.  Other 
sutures  are  then  passed  and  tied  and  the  hemorrhage  is  con- 
trolled. 

Lacerations  of  the  anterior  and  especially  of  the  posterior 
vaginal  wall  are  often  overlooked.  In  all  cases  of  tedious 
labor  or  instrumental  delivery  it  is  well  to  carefully  inspect  the 
vagina  and  portio  vaginalis  by  means  of  retractors,  with  the 
woman  in  the  exaggerated  lithotomy  or  Sims  position.  The 
danger  of  infection  by  examination  is  less  than  the  danger  of 
favoring  invasion  by  the  failure  to  close  the  doors  of  entrance 
which  are  nearly  certain  to  exist  in  consequence  of  undue  trau- 
matism. Moreover,  it  must  be  remembered  that  there  occur 
lacerations  of  the  pelvic  aponeurosis  or  levator  ani  muscle  with 
but  a  slight  injury  to  the  vaginal  mucous  membrane,  and  the 
importance  of  repairing  these  lesions  is  well  understood.     In 
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the  class  of  cases  mentioned  lacerations  should  be  suspected 
aad  looked  for,  and  when  found  they  should  invariably  be 
closed  by  means  of  sutures  within  the  vagina.  Care  should 
be  taken  to  pass  the  needle  deep  enough  to  include  any  severed 
muscular  fibres  or  torn  aponeurosis  beneath  the  vaginal  mucous 
membrane. 

Lacerations  of  the  perineum  and  the  episiotomy  wound 
should  be  immediately  repaired  very  much  in  the  same  manner. 
It  is  often  found  that  the  perineal  laceration  is  continuous  with 
a  laceration  of  the  posterior  vaginal  wall.  In  such  an  event 
the  suturing  of  the  vaginal  laceration  should  be  continued  upon 
the  mucous  surface  of  the  perineum  and  two  or  three  additional 
sutures  should  be  passed  through  the  skin  surface,  if  that  has 
been  torn.  Excessive  injury  of  the  perineum  requires  a  modi- 
fication of  this  technique.  It  may  become  evident  that  the 
laceration  is  too  extensive  to  be  successfully  included  in  the 
sweep  of  the  needle.  It  may  appear  that  there  is  danger  of 
undue  constriction  in  case  all  the  tissue  is  brought  together  by 
one  suture.  Under  these  conditions  it  is  advisable  to  sew  up 
the  lacerations  by  layer  or  etage  sutures,  which  are  buried,  all 
being  placed  within  the  vagina.  By  this  method  no  undue 
strain  is  put  upon  any  row  of  sutures  and  the  cardinal  principle 
of  all  perineal  operations  is  conserved — the  parts  are  really 
brought  together  in  the  position  they  occupied  prior  to  the  in- 
jury. The  continuous  suture,  as  recommended  bj^  Martin  of 
Berlin,  may  be  used  if  found  more  convenient.  Here  also  the 
operation  becomes  successful  and  complete,  for  the  parts  are 
brought  together  in  the  same  relationship  that  existed  before 
the  laceration  occurred.  Restoration  of  the  perineum,  when 
thus  performed,  really  restores. 

In  case  the  perineal  laceration  includes  the  rectum  a  similar 
technique  is  recommended.  The  gut  should  be  sutured  by 
itself  and  the  knots  tied  within  the  rectum.  The  perineal 
injury  should  be  repaired  by  interrupted  or  continuous  buried 
sutures,  all  passed  within  the  vagina  except  two  or  three 
sutures  which  approximate  the  torn  skin  surfaces.  The  ad- 
vantages of  this  technique  are  real  and  practical.  The  opera- 
tion is  done  deliberately  and  by  sight.  The  torn  surfaces  are 
approximated  very  much  as  would  be  done  in  an  incised  wound 
of  the  arm.  The  difficult  and  complicated  methods  of  Emmet 
and  others,  while  answering  all  purposes  when  properly  per- 
formed, can  be  safely  superseded  by  the  simple  plan  of  operat- 
ing just  described.     Moreover,  in  case  of  infection  the  parts 
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do  not  all  slough.  If  the  rectal  surfaces  fail  to  unite  there 
results  a  condition  resembling  the  wound  produced  by  the 
usual  operation  for  fistula  in  ano.  In  course  of  time,  by  the 
application  of  peroxide  of  hydrogen  or  boracic  acid,  this  wound 
will  heal  and  the  perineum  will  be  restored. 

In  the  consideration  of  cases  of  hemorrhage  during  the  puer- 
perium,  and  also  when  lacerations  are  suspected,  the  indication 
both  for  examination  and  treatment  is  self-evident  and  some- 
times imperative.  The  state  of  affairs  is  different  in  the 
presence  of  infection  or  when  its  presence  is  suspected.  The 
propriety  of  an  examination  should  now  be  carefully  considered, 
and  the  value  of  actual  knowledge  of  all  facts  in  relation  to 
the  pregnancy  and  labor  becomes  of  importance.  In  many 
instances  the  patient  will  have  submitted  to  no  examination 
during  pregnancy  and  the  details  of  her  labor  will  be  a  matter 
of  surmise.  Under  these  conditions  all  possibilities  must  be 
considered,  the  probabilities  must  be  properly  weighed,  and  all 
evidence  procurable  must  be  duly  appraised  to  assist  the  judg- 
ment in  arriving  at  a  reasonable  conclusion  which  shall  indi- 
cate the  best  plan  of  treatment  in  individual  instances. 

If  the  conditions  during  pregnancy  and  labor  are  known,  if 
no  abnormal  or  intercurrent  disease  is  present,  if  the  uterus 
has  properly  retracted,  if  the  placenta  and  membranes  have 
been  expelled  in  their  entirety,  if  the  urine  is  normally  voided 
and  the  bowels  act  regularly,  if  lactation  is  well  established 
and  no  appreciable  lacerations  have  occurred,  the  advent  of 
rapid  pulse  beat,  chill,  fever,  and  pain  constitutes  symptoms 
which  can  only  indicate  infection.  They  call,  in  my  judgment, 
for  examination,  and  my  experience  teaches  me  that  such 
examination  will  rarely  be  made  in  vain. 

The  condition  of  lochiometra  is  often  present  and  not  always 
recognized.  There  is  apt  to  be  a  diminution  in  the  quantity  of 
the  lochia,  which  are  usually  offensive.  The  uterus  is  tender 
on  pressure,  the  temperature  is  elevated,  and  the  patient  com- 
plains of  headache.  The  escape  of  the  lochia  is  interfered  with. 
There  is  saprophytic  infection,  producing  sapremia  by  ptomaine 
absorption.  A  uterine  douche  of  a  creolin  solution  washes 
away  blood  clots  and  the  systemic  symptoms  subside.  The 
uterus,  which  is  usually  somewhat  displaced,  returns  to  a 
normal  position  and  involution  continues.  There  is  but  slight 
opportunity  for  a  difference  of  opinion  here.  There  is  no  need 
of  a  curette,  for  blood  clots  alone  are  within  the  uterus.  A 
douche  dislodges  them  perhaps  better  than  can  be  done  in  any 
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other  way  and  certainly  with  much  less  danger.  If  it  be 
asserted  that  the  patient  would  do  better  if  let  alone,  I  maintain 
that  the  condition  is  potentially  serious,  because  a  weakening 
of  the  vitality  of  the  tissues  may  prove  a  preparation  of  the  soil 
for  pathogenic  cocci  which  otherwise,  by  transmigration  of 
leucocytes,  might  have  been  rendered  harmless. 

The  symptoms  of  infection  are  well  known  and  easily  recog- 
nized; their  interpretation  may  be  difficult  and  sometimes,  for 
the  moment,  impossible.  It  is  often  a  simple  matter  to  say 
that  infection  exists;  it  may  require  the  exercise  of  the  highest 
judgment  and  the  most  mature  experience  to  determine  the 
best  thing  to  do.  The  special  difficulties  met  with  during  the 
puerperium  have  been  referred  to.  The  danger  of  increasing 
the  infection  will  sometimes  favor  the  postponement  of  an 
examination,  and  the  danger  of  air  embohsm,  metastatic- 
abscess  formation,  and  an  interference  with  the  beneficent 
action  of  the  phagocytes  will  make  us  hesitate  before  resorting 
to  manipulations  or  the  use  of  instruments.  But  our  greatest 
difficulty  comes  from  ignorance  of  the  facts.  In  too  many 
cases  we  know  nothing  of  the  antecedents  of  the  patient.  For 
this  reason  our  treatment,  if  judicious,  may  be  but  tentative, 
and  unquestionably  we  often  grope  in  the  dark  because  we  fear 
to  do  harm  and  because  we  have  no  means  of  learning  of 
conditions  except  by  the  observation  of  their  results. 

The  puerperal  woman,  if  normally  delivered,  experiences  a 
feeling  of  relief  and  satisfaction  that  her  labor  is  happily  con- 
cluded. Her  pulse  is  full,  strong,  regular,  and,  above  all 
things,  slow.  Her  temperature  under  aseptic  conditions  should 
rarely  reach  100"  F.,  and  in  many  instances  will  remain  below 
99°  F.  She  should  urinate  without  inconvenience,  rather  more 
frequently  than  usual,  and  her  bowels  should  move  the  second 
day  and  everj^  day  thereafter.  From  the  first  she  should  nurse 
her  child  at  regular  intervals  without  appreciable  discomfort, 
but  especially  after  the  flow  of  milk  is  well  established.  The 
nipples  should  not  be  sensitive  nor  should  the  breasts  be 
allowed  to  become  unduly  distended.  The  lochia  have  always 
a  characteristic  odor,  but  they  are  rarely  ofifensive  unless  there 
is  interference  with  their  escape,  retention  of  blood  clots, 
placental  remnants  or  membranes,  or  infection  of  wounds  of 
some  part  of  the  parturient  canal.  The  uterus,  when  palpated 
above  the  symphysis,  should  not  be  tender.  The  patient  natu- 
rally feels  some  fatigue  and  may  be  thirsty  from  loss  of  blood. 
Rest  and  enough  water  to  quench  thirst  should  in  a  day  or 
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two,  when  accustomed  to  her  new  surroundings,  restore  the 
patient  to  her  former  condition  of  health. 

Any  departure  from  this  normal  type  of  puerperal  convales- 
cence should  excite  apprehension.  It  does  not  always  mean 
that  there  is  infection,  but  it  does  often  mean  that  something 
should  be  done.  In  case  of  increased  pulse  rate,  chill,  fever, 
or  abdominal  tenderness,  with  or  without  offensive  lochia,  it  is 
to  be  remembered  that  these  symptoms  may  be  due  to  a  dis- 
tended bladder  or  rectum  and  may  all  disappear  when  these 
viscera  are  emptied.  The  symptoms  may  also  be  due  to  a 
distended  breast  and  subside  when  the  breast  bandage  is 
properly  applied.  The  maintenance  of  a  normal  puerperal 
convalescence  is  indispensable  to  the  diagnosis  of  conditions 
requiring  surgical  interference.  Any  deviation  from  the  stan- 
dard should  first  of  all  receive  attention.  It  is  surprising  and 
most  gratifying  to  observe  how  uterine  tenderness  will  dimin- 
ish, fever  will  disappear,  and  all  untoward  symptoms  will 
often  improve  by  the  introduction  of  a  catheter,  the  adminis- 
tration of  a  cathartic,  or  the  application  of  the  breast  bandage. 

In  puerperal  cases  that  have  been  under  our  charge  from  the 
first  we  know  if  normal  delivery  has  occurred  under  aseptic 
conditions,  and,  if  we  are  alive  to  our  responsibility,  we  should 
have  ascertained  by  proper  examination  during  pregnancy  if 
there  exist  conditions  which  can  unfavorably  influence  the 
course  of  a  normal  convalescence.  In  other  cases  where  we 
are  ignorant  of  these  important  matters  we  should,  in  most 
cases,  at  the  outset  consider  the  conditions  of  bladder,  rectum, 
and  breast,  and  rectify  any  irregularity  of  function  before  we 
seek  to  determine  the  advisability  of  any  interference,  or  in- 
deed submit  the  patient  to  an  examination. 

Assuming,  then,  that  convalescence  is  apparently  normal  or 
that  the  simple  measures  indicated  do  not  reduce  pulse  rate 
and  temperature,  restore  function  and  diminish  pain,  we  are 
justified,  when  symptoms  of  infection  persist,  in  an  examina- 
tion with  a  view  of  determining  if  local  lesions  are  discover- 
able of  sufficient  importance  to  stand  in  a  causal  relationship 
with  the  symptoms  observed. 

If  suppuration  has  occurred  around  stitches  that  have  closed 
lacerations  of  vagina  or  perineum,  the  pus  should  be  evacuated, 
the  parts  treated  with  peroxide  of  hydrogen,  and  sometimes 
the  stitches  should  be  removed.  In  cases  where  no  operation 
has  been  undertaken  it  is  folly  to  attempt  the  closure  of  wounds 
already  infected.     Once  pus  has  formed,  its  escape  should  be 
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facilitated  and  not  hindered,  as  it  is  when  suppurating  sur- 
faces are  brought  together.  The  infected  wounds  should  be 
cleaned  with  peroxide  of  hydrogen  and  dusted  with  boracic 
acid.  In  a  week's  time,  in  most  instances,  vulvar  and  vaginal 
ulcers  become  free  from  pus  and  healing  takes  place  by  granu- 
lation. Vaginal  douches  in  these  cases  are  unnecessary  and 
may  do  harm.  If  the  examination  reveals  no  infected  lesion 
of  the  portio  vaginalis  and  there  is  no  uterine  or  pelvic  ten- 
derness, the  ulcerative  condition  of  vaginal  wounds  may  rea- 
sonably be  regarded  as  the  cause  of  the  symptoms  noted. 

Infected  lacerations  of  vulva  and  vagina  must  chiefly  be 
differentiated  from  diphtheria,  erysipelas,  chancroid,  and  va- 
rious syphilitic  manifestations.  The  venereal  lesions  are,  of 
course,  recognized  prior  to  labor,  if  there  has  been  an  examina- 
tion of  the  patient.  Chancroid  is  often  discovered  as  soon  as 
the  nurse  washes  the  vulva,  and  the  ulceration  will  usually  be 
more  extensive  than  would  be  found  in  a  laceration  of  the 
vulva  directly  after  labor.  Syphilitic  lesions  consist,  as  a  rule, 
of  condylomata,  sometimes  more  or  less  ulcerated.  The  his- 
tory and  the  occurrence  of  lesions  elsewhere  on  the  body,  or 
the  recognition  of  the  results  of  former  lesions,  will  permit  the 
establishment  of  the  diagnosis  if  the  possibilities  are  remem- 
bered. When  the  perineum  is  lacerated  bilaterally  and  the 
median  portion  projects  forward  there  may  be  a  suggestion  of 
a  condyloma,  especially  if  there  is  ulceration.  Diphtheria  is 
easily  differentiated  when  facilities  for  bacteriological  research 
are  at  hand.  Usually  the  concomitant  symptoms  in  this  dis- 
ease and  in  erysipelas  are  of  such  a  character  that  there  is  little 
doubt  of  the  diagnosis. 

In  the  absence  of  the  lesions  mentioned  it  becomes  necessary 
to  look  further  in  our  examination.  The  portio  vaginalis  may 
have  been  extensively  torn  during  labor.  Unless  undue  hemor- 
rhage calls  for  immediate  inspection  of  the  parts,  it  is  probable 
the  lacerations  will  escape  detection  unless  septic  symptoms 
make  an  examination  proper.  Even  when  multiple  incision  of 
the  cervix  has  been  practised  it  is  usually  considered  best,  un- 
less hemorrhage  is  excessive,  to  trust  to  aseptic  conditions  to 
secure  healing  rather  than  run  the  risk  of  infection  by  attempt- 
ing an  immediate  operation.  A  trachelorrhaphy,  as  Diihrssen 
has  pointed  out,  is  a  small  price  to  pay  for  a  living  child. 
When  an  ulcerative  condition  of  the  portio  vaginalis  exists  it 
is,  in  my  opinion,  plainly  evident  that  energetic  treatment,  as 
Leopold  recommends,  by  means  of  chloride  of  zinc  paste,  is  not 
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the  best  method  to  be  employed.  Saft  has  recorded  a  series  of 
cases  where  the  parts  were  let  alone;  the  ulcers  healed  and 
systemic  symptoms  subsided,  very  much  as  occurred  when 
topical  applications  were  made.  Nevertheless  the  use  of  per- 
oxide of  hydrogen,  tincture  of  iodine,  powdered  boracic  acid, 
or  ichthyol  in  glycerin  assists  the  healing  of  the  ulcerative 
surfaces  without  favoring  the  formation  of  scars  or  interfering 
with  the  phagocytic  barrier  and  thus  causing  an  extension  of 
the  invasion. 

If  there  is  found  no  lesion  of  that  portion  of  the  parturient 
canal  which  is  visible  by  means  of  the  speculum,  it  is  probable 
that  the  infection  in  most  instances,  but  not  in  all,  exists  within 
the  uterus  or  has  extended  from  the  endometrium,  usually 
through  the  placental  site.  Infection  extends  chiefly  in  two 
ways.  It  may  occur  by  continuity  of  epithelial  surface  through 
the  tube  to  the  ovary  and  to  the  peritoneum  adjacent  to  the 
fimbriated  extremities;  it  may  occur  through  the  veins  and 
lymphatics  from  the  placental  site,  or  from  a  lesion  of  any  por- 
tion of  the  parturient  canal.  It  must  be  remembered  that  it 
may  also  occur  from  any  pre-existing  focus,  wherever  located, 
and  that  in  any  individual  case  it  may  occur  simultaneously  in 
one  or  more  of  the  several  ways  named.  Furthermore,  the  oc- 
currence of  the  fulminating  type  of  sepsis  must  not  be  over- 
looked. In  these  unfortunate  cases  it  is  assumed  that  the 
microbic  invasion  is  of  so  virulent  a  character  that  the  patient 
is  soon  overcome  by  the  intensity  of  the  infection.  For  our 
purpose  these  cases  may  be  disregarded.  Contemporaneous 
medical  science  offers  no  remedy.  Prochownik  and  others 
recommend  doing  nothing,  for  all  attempts  at  treatment  they 
regard  as  so  much  additional  torture.  This  advice  should  be 
accepted  under  protest.  At  the  same  time  it  must  be  admitted 
that  further  observation  and  continued  study  along  the  lines 
of  bacteriological  research  alone  can  give  us  hope  of  some  day 
accurately  determining  the  indications  for  common-sense  treat- 
ment in  this  serious  class  of  cases. 

Infection  of  the  endometrium  may  be  putrid  or  septic,  that 
is,  it  may  be  due  to  bacilli  or  cocci.  If  the  labor  has  been  nor- 
mal and  aseptic  and  there  is  a  development  of  septic  symptoms, 
we  realize  that,  in  the  absence  of  some  unusual  complication, 
only  infected  blood  clots  are  within  the  uterus,  and  we  advise 
a  uterine  douche  of  a  creolin  solution.  Often  the  symptoms 
subside  at  once.  In  other  cases,  especially  where  we  are  igno- 
rant of  the  details  of  the  labor,  the  uterine  douche  produces  but 
47  '   ' 


738        lewis:  the  surgery  of  the  puerperium. 

transient  amelioration  and  the  question  of  further  operative 
procedure  arises. 

It  is  well  to  realize  the  serious  state  of  affairs  that  now  con- 
fronts us.  It  is  important  to  remember  the  course  of  Nature's 
reparative  efforts,  for  otherwise  we  cannot  appreciate  the  full 
extent  of  the  danger  of  injudicious  interference.  On  the  one 
hand  we  have  an  infected  mass  within  the  uterus.  If  it  remains 
it  is  a  continuous  source  of  infection.  On  the  other  hand  curet- 
ting may  break  down  the  defensive  barrier  erected  by  phago- 
cytic reaction  and  new  avenues  of  entrance  for  pathogenic 
bacteria  may  be  opened  up.  Instrumental  procedures  within 
the  uterus  may  favor  embolism  or  metastatic-abscess  forma- 
tion. When  the  details  of  labor  are  known  the  uterine  douche 
is  usually  sufi&cient;  at  the  same  time  there  is  always  the  pos- 
sibility of  a  placenta  succenturiata,  although  the  existence  of 
this  anomaly  is  usually  shown  by  undue  hemorrhage.  The 
same  symptom  is  apt  to  occur  when  placental  remnants  are  re- 
tained. Nevertheless  this  symptom  may  be  wanting,  and  in 
the  absence  of  an  exact  history  we  may  suspect  the  presence 
of  a  decomposing  mass  within  the  uterus.  Our  course  of 
action  is  theoretically  simple;  practically  it  is  most  difficult. 
We  wish  to  remove  the  source  of  infection  without  interference 
with  Nature's  process  for  the  limitation  of  infection.  If  we  can 
feel  with  our  finger  in  the  uterus  a  mass  which  is  not  remov- 
able by  the  douche,  we  are  justified,  when  septic  symptoms 
persist,  in  attempting  its  removal  by  the  finger  or  by  curetting. 

After  abortion  the  decidua  may  be  partially  detached  but 
still  retained  within  the  uterus.  In  such  an  event  it  is  well  to 
remember  that  the  pi'esence  of  infection  is  of  more  importance 
than  the  presence  of  retained  secundines.  Of  course  it  is  advis- 
able to  secure  the  emptying  of  the  uterus  in  every  case  of  abor- 
tion. The  retention  of  membranes  furnishes  a  suitable  soil  for 
microbic  development  and  is  a  mishap  greatly  to  be  deplored. 
Nevertheless,  when  such  retention  occurs,  frantic  attempts  to 
empty  the  uterus  immediately  are  irrational  in  the  extreme  and 
likely  to  do  harm.  In  a  few  days  the  decidua  may  separate 
and  the  mass  within  the  uterus  can  perhaps  be  easily  removed 
with  the  finger.  If  infection  takes  place  there  is  but  one  course 
of  action — the  secundines  must  be  removed  in  their  entirety. 
In  most  cases  dilatation  and  curetting  are  necessary. 

After  labor  the  case  is  different,  for  the  conditions  are  not 
the  same.     Here  we  are  in  man}"  cases  more   apt  to  be  in 
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doubt  as  to  the  exact  state  of  affairs  within  the  uterus.  We  can 
appreciate,  in  cases  we  have  deHvered,  the  probability  of  reten- 
tion of  placental  remnants,  and  the  uterine  douche  removes  in 
many  instances  the  entire  contents  of  the  uterus.  In  other 
cases  it  is  often  possible  to  explore  the  uterine  cavity  with  the 
finger  or  with  the  blunt  curette,  which  is  little  more  than  an 
extension  of  the  finger.  By  these  means  the  uterine  contents 
can  usually  be  removed  without  violence  to  the  phagocytic 
barrier,  which  becomes  of  a  more  permanent  character  every 
day  that  elapses  after  birth. 

When  the  infection  has  extended  beyond  the  uterus  our  plan 
of  treatment  is  radically  different.  The  phagocytic  barrier 
may  now  be  disregarded,  for  it  has  failed  in  its  object.  It  has 
not  kept  the  infection  within  limits.  Its  importance  is  now 
secondary  to  the  importance  within  the  uterus  of  a  focus  of  in- 
fection, which  must  be  removed,  almost  at  all  hazards.  The 
possibility  of  embolism  and  metastatic-abscess  formation  will 
be  remembered,  but  we  will,  above  all  things  else,  very  thor- 
oughly understand  and  appreciate  the  fact  that  the  source  of 
the  infection  is  still  within  the  uterus  and  that  the  chief  en- 
deavor in  our  treatment  must  consist  in  its  removal.  For  this 
purpose  I  believe  the  sharp  curette  is  especiall}^  indicated.  The 
danger  of  injuring  the  phagocytic  barrier  is  now  of  minor, 
almost  insignificant,  importance.  If  possible  the  source  of 
infection  must  all  be  removed,  and  the  endometrium  must  be 
regarded  as  a  septic  wound  to  be  treated  by  peroxide  of  hydro- 
gen, antiseptic  douching,and  possibly  by  irrigation  and  drainage. 

Extension  of  infection  beyond  the  uterus  occurs,  as  already 
stated,  by  way  of  the  epithelium  of  the  endometrium  and  tube 
to  the  peritoneum,  or  by  means  of  veins  or  lymphatics  through 
the  placental  site  or  through  some  wound  of  the  parturient 
canal.  In  either  case,  if  the  invasion  progresses,  the  involve- 
ment of  the  peritoneum  is  the  ultimate  outcome  and  the  most 
serious  result.  In  practice  we  recognize  this  extension  by  the 
persistence  of  septic  symptoms,  tenderness  in  the  vaginal  for- 
nix which  is  in  relationship  to  the  placental  site,  and  by  a 
feeling  of  induration  on  bimanual  examination.  Often  these 
S3^mptoms  subside  when  the  endometrium  is  curetted.  At 
other  times  they  persist  and  we  await  the  outcome  with  much 
anxiety. 

I  have  already  said  that  when  in  doubt  it  is  the  part  of  wis- 
dom to  do  nothing.     I  now  say  that  when  pus  is  present  it 
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should  be  evacuated.  I  will  further  say  that  if  it  is  suspected, 
if  fluctuation  is  noted  in  either  fornix,  the  needle  of  a  large 
syringe  may  often  be  used  for  exploration. 

Facts  are  here  more  important  than  theories.  We  may  think 
as  we  like  regarding  the  etiology  and  pathology  of  these  condi- 
tions. I  know  that  following  labor  and  abortion  pus  very  often 
is  found  in  what  has  been  called  the  subperitoneal  cavity  of 
the  pelvis — that  is,  the  cavity  bounded  below  by  the  levator 
ani  muscle  with  the  pelvic  aponeurosis,  and  above  by  the  peri- 
toneum.    In  more  than  a  hundred  cases  I  have  found  it  there. 

When  septic  symptoms  occur  during  the  puerperium  and  the 
infected  uterine  contents  have  been  removed,  it  may  happen, 
under  the  medicinal  and  topical  treatment  already  described, 
that  all  such  symptoms  may  disappear.  Should  they  persist, 
in  the  absence  of  intercurrent  disease  we  may  expect  a  throm- 
bosis, often  followed  by  a  phlegmasia  or  by  embolism  or 
metastatic-abscess  formation,  or  there  may  ensue  an  acute 
infection  of  the  peritoneum  or  suppuration  somewhere  within 
the  pelvis.  The  latter  is  the  most  frequent  sequel  of  infection. 
It  is  the  most  amenable  to  treatment,  but  unfortunately  is 
often  overlooked.  I  believe  this  is  because  it  is  not  often  looked 
for. 

Where  infection  has  extended  and  septic  symptoms  persist 
despite  curetting  of  the  uterus  and  the  treatment  already  men- 
tioned, it  is  well  to  be  on  the  alert  for  pus.  Fluctuation  in 
either  vaginal  fornix,  together  with  fever  and  other  septic 
symptoms,  warrants  an  exploration  by  the  vagina  with  a  large 
hypodermatic  needle.  Where  fluctuation  is  deep-seated  the 
vagina  should  be  cut,  and  close  to  the  uterus  lest  the  ureter  be 
injured.  The  finger  will  then  often  feel  the  abscess  cavity  or 
the  needle  enter  it.  In  either  event  the  abscess  should  be 
treated  here  as  elsewhere  in  the  body.  Drainage  tubes,  pack- 
ing with  gauze,  irrigation  or  topical  treatment  will  remove  all 
pus,  make  the  walls  of  the  abscess  cavity  fall  together  and 
ultimately  obliterate  it. 

Where  the  case  is  seen  late  in  the  puerperium  there  may  be 
but  little  difficulty  in  recognizing  the  pelvic  abscess,  if  it  is 
looked  for.  It  may  present  just  above  Poupart's  ligament  and 
may  profitably  be  incised  and  drained  there.  It  may  be  easily 
accessible  from  the  vagina,  so  that  an  incision  near  the  uterus 
may  secure  free  evacuation  of  pus.  It  may  be  advisable  to 
establish  through-and-through  drainage,  but  at  all  events  the 
incision  must  be  timely,  the  drainage  adequate,  and  consistent 
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means  must  be  used  to  secure  the  healing  of  the  abscess 
cavity. 

This  plan  of  treatment  is  criticised  by  certain  gynecologists 
of  experience.  They  claim  that  the  operation  is  incomplete; 
they  say  we  had  better  do  an  abdominal  section  and  remove 
the  walls  of  the  abscess  cavity  as  well.  Whatever  may  be  the 
value  of  this  objection  in  many  gynecological  cases^  it  does  not, 
in  my  opinion,  apply  to  most  cases  of  pelvic  abscess  which  oc- 
cur during  the  puerperium.  The  process  of  involution,  now 
under  way,  is  a  potential  element  of  danger,  and  it  must  fur- 
ther be  admitted  that  our  knowledge  of  the  actual  extent  of  the 
invasion  is  necessarily  imperfect,  so  that  our  diagnosis  is  never 
complete.  Under  these  conditions  I  believe,  as  already  stated, 
that  no  operative  procedure  should  be  undertaken  without  posi- 
tive indication.  I  furthermore  believe  that  every  surgical 
measure  should  be  as  simple  as  possible,  consistent  with  the  end 
in  view.  Our  experience  with  appendicitis  has  taught  us  the 
value  of  operating  during  the  "  time  of  peace." 

We  often  diagnose  peritonitis  when  pain,  tenderness,  and 
tympanites  occur  in  any  portion  of  the  abdomen  in  connection 
with  the  usual  symptoms  of  infection.  Sometimes  all  symp- 
toms subside  when  the  endometrium  is  curetted  or  douched 
and  free  catharsis  is  secured.  Often  all  symptoms  referable  to 
the  peritoneum  will  disappear  when  an  extraperitoneal  abscess 
is  emptied.  Extension  of  infection  to  the  peritoneum  usually 
occurs  by  way  of  the  lymphatics.  When  it  takes  place 
along  the  parietal  peritoneum  there  is  developed  the  condition 
known  as  ectoperitonitis,  which  is  an  infection  of  the  attached 
side  of  the  peritoneum.  There  are  present  the  usual  symptoms 
of  infection,  and  in  addition  there  is  abdominal  pain  and  ten- 
derness on  pressure.  In  pronounced  instances  the  thickness 
of  the  abdominal  wall  will  be  appreciated  and  suppuration  will 
be  recognized  by  careful  palpation.  The  abscess  in  ectoperito- 
nitis is  extraperitoneal  and  is  to  be  treated  by  incision,  and,  if 
necessary,  by  drainage  and  irrigation.  The  condition  is  similar 
to  cases  of  abscess  formation  sometimes  observed  in  the  ab- 
dominal wound  following  celiotomy.  Occasionally  it  may  be 
advisable  to  make  two  incisions  several  inches  apart  and  to  pass 
a  perforated  rubber  drainage  tube  from  one  opening  to  the 
other  beneath  the  muscles  of  the  abdominal  wall.  With  this 
tube  in  place  it  is  possible  to  inject  peroxide  of  hydrogen  and  to 
properly  irrigate  and  drain  the  abscess  cavity. 

Cases  occur  where  the  infection  of  the  peritoneum  is  limited 
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and  the  peritonitis  that  results  is  circumscribed.  When  sup- 
puration supervenes  the  abscesses  are  walled  off  from  the 
general  peritoneal  cavity,  so  that  they  are  really  extraperitoneal. 
Such  abscesses  are  often  observed  in  connection  with  the  tube, 
ovary,  or  appendix,  and  their  treatment  is  the  same  as  that  of 
other  extraperitoneal  abscesses.  They  occur  in  connection 
with  any  abdominal  viscus  or  between  kinks  of  intestines. 
When  recognized  they  must  be  incised  and  drained,  and  great 
care  must  be  taken  that  adhesions  which  wall  off  the  general 
peritoneal  cavity  be  not  broken  down.  It  sometimes  happens 
in  the  course  of  an  infection  of  the  peritoneum  that  several  ab- 
scesses will  form,  one  after  the  other.  They  must  be  evacu- 
ated separately,  and  great  care  must  be  exercised  not  to  break 
down  adhesions.  Whenever  circumscribed  pus  collections  oc- 
cur in  the  peritoneal  cavity  they  must  be  evacuated,  in  case  an 
extraperitoneal  operation  can  be  performed .  Their  evacuation 
must  also  frequently  be  attempted  when  an  extraperitoneal 
relationship  is  not  already  demonstrable.  If,  in  the  course  of 
a  peritonitis,  an  abscess  can  be  diagnosed  by  palpation  and  by 
the  presence  of  severe  symptoms  which  indicate  a  serious  in- 
fection of  the  peritoneum,  it  is  not  only  justifiable  but  advis- 
able to  make  an  abdominal  section  and  to  proceed  to  the  evacu- 
ation of  the  contents  of  the  abscess.  In  case  there  is  no 
adhesion  to  the  parietal  peritoneum  it  may  be  possible  to  stitch 
the  wall  of  the  abscess  cavity  to  the  abdominal  incision. 
Otherwise  a  Mikulicz  drain  serves  to  maintain  its  extraperito- 
neal character  until  adhesions  form,  as  they  do  very  rapidly, 
to  protect  the  general  peritoneal  cavity.  In  certain  instances, 
after  the  belly  is  opened,  it  may  be  found  that  it  is  possible  to 
drain  the  abscess  through  the  vagina.  In  such  an  event  the 
patient  is  immediately  placed  in  the  exaggerated  lithotomy  po- 
sition, a  vaginal  incision  is  made,  and  a  drainage  tube  is  in- 
serted, the  operation  being  greatlj^  facilitated  by  steadying  the 
pelvic  contents  b}"  the  hand  passed  through  the  abdominal  in- 
cision. When  extensive  and  firm  adhesions  are  noted  this 
method  is  preferable,  even  if  evacuation  through  the  abdominal 
incision  is  possible.  It  must  be  admitted  that  abscesses  which 
form  within  the  peritoneal  cavity  are  not  always  fatal.  It  is 
true  that  collections  of  pus  between  kinks  of  intestines  may 
become  encapsulated  and  to  some  extent  absorbed,  but  it  must 
not  be  forgotten  that  the  adhesions  that  result  are  themselves  a 
constant  menace  to  life.     It  is  hardly  worth  while  for  a  patient 
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to  recover  from  an  infection  of  the  peritoneum  if  she  is  to  die 
soon  afterward  of  intestinal  obstruction. 

Other  forms  of  peritonitis  are  less  amenable  to  consistent 
surgical  treatment  or  to  treatment  of  any  kind.  In  the  ful- 
minating form  the  acute  bacteriemia  is  so  extensive  that  the 
peritonitis  that  may  coexist  is  but  an  incident,  and  death  occurs 
before  any  marked  pathological  changes  take  place  in  the 
peritoneum.  In  general  septic  peritonitis, or  diffuse  peritonitis, 
as  some  authors  prefer  to  name  it,  there  is  usually  an  infection 
from  the  placental  site  through  the  lymphatics,  often  of  con- 
siderable extent  and  great  severity.  The  lymphatics  of  the 
uterine  mucosa  are  true  lacunae.  Each  of  the  three  layers 
of  the  uterine  muscle  contains  lymphatics  which  anastomose 
freely  with  the  lymphatics  of  the  mucosa  as  well  as  with  the 
subserous  vessels.  All  these  lymphatics  are  in  a  more  or  less 
direct  communication  with  what  Ranvier  calls  the  "  lymphatic 
wells  "  directly  beneath  the  peritoneum.  There  is  also,  as 
Ludwig  has  demonstrated,  a  communication  between  these 
subperitoneal  lymphatics  and  the  lymphatics  just  underneath 
the  pleura.  This  disposition  of  the  vessels  explains  the  fre- 
quency of  the  extension  of  infection  from  one  great  serous 
cavity  to  the  other. 

When  peritonitis  supervenes  in  the  course  of  a  septic  infec- 
tion, our  plan  of  treatment,  in  the  absence  of  localized  suppura- 
tion, which  is  clearly  recognized,  is  largely  symptomatic  and 
often  most  unsatisfactory.  We  realize  that  we  have  to  deal 
with  the  effects  of  an  extension  of  infection.  If  there  is  within 
the  uterus  an  infected  mass  it  must  be  removed,  and  in  any 
event  an  antiseptic  douche  will  be  given.  If  there  is  suppura- 
tion in  relationship  with  the  parturient  canal,  it  must  receive 
attention.  If  there  is  an  abscess  in  the  areolar  tissue  about 
the  uterus,  it  must  be  evacuated.  If  pus  forms  within  the 
peritoneal  cavity  it  must  be  removed  as  already  explained. 
Further  than  this  surgery  as  yet  has  but  little  of  value  to 
offer  in  the  treatment  of  peritonitis  occurring  during  the 
puerperium. 

There  are,  however,  certain  matters  in  connection  with  the 
treatment  of  peritonitis  which  must  be  constantly  borne  in 
mind.  There  are  relative  indications.  There  are  complica- 
tions that  demand  immediate  intervention.  There  are  con- 
ditions where  an  operation  offers  the  only  chance  for  life  and 
where  the  patient  will  surely  die  unless  she  is  saved  by  surgical 
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procedure.  Death  may  occur  anyway.  It  must  occur,  under 
certain  conditions,  without  prompt  relief. 

The  treatment  of  peritonitis  to-day  does  not  consist  in  an 
attempt  to  jugulate  the  inflammation  by  excessive  doses  of 
opium.  Pain  is  reasonably  controlled  by  the  ice  coil  and  ano- 
dynes, but  it  is  understood  that  the  infection  is  the  factor  of 
chief  importance.  By  the  means  already  mentioned,  supple- 
mented by  the  application  of  serum  therapy  and  attention  to 
the  sj^mptomatologry  and  general  nutrition,  it  may  be  that  the 
infection  will  exhaust  itself  and  the  patient  survive.  At  the 
same  time  it  is  imperative  to  be  alert  to  the  development  of 
complications  which  are  invariably  fatal  and  which  demand 
immediate  intervention. 

The  first  matter  of  importance  in  this  connection  is  that 
the  bowels  must  act  regularlj^.  I  do  not  mean  that  they 
must  act  every  day,  but  I  do  insist  that  nothing  shall  occur 
which  interferes  with  normal  peristalsis  to  an  appreciable 
degree.  With  severe  abdominal  pain,  with  nausea  and  vomit- 
ing, with  excessive  tympanites,  with  the  ingestion  of  but  a 
small  quantity  of  nourishment,  often  in  concentrated  form,  it 
is  not  reasonable  to  suppose  that  there  should  be  a  free  fecal 
discharge  every  day.  At  the  same  time  any  indication  of 
obstruction  must  occasion  serious  anxiety.  With  the  bowels 
inflamed  we  should  understand  just  what  may  ha^Dpen.  The 
tympanites  and  tenderness  may  prevent  us  from  recognizing 
a  volvulus,  an  intussusception,  or  an  obstruction  caused  by 
adhesions.  We  must  not  wait  for  stercoraceous  vomiting. 
We  must  be  prepared  to  act  as  soon  as  there  is  evidence  of 
obstruction. 

Now,  to  state  what  may  be  considered  such  an  evidence  and 
just  what  symptoms  will  warrant  an  operation  is  a  very  diffi- 
cult matter,  not  attempted,  except  in  a  general  way,  by  any 
author  that  I  have  read.  If  the  treatment  of  peritoneal  infec- 
tion begins  by  giving  salines,  calomel,  enemata  of  glycerin 
and  water,  or  concentrated  solutions  of  sulphate  of  magnesium, 
we  will  usually  succeed  in  making  the  bowels  move.  If  we 
fail  it  may  be  necessar}'-  to  flush  the  colon.  If  these  means  are 
unavailing  I  can  hardly  conceive  of  a  case  where  an  explora- 
tory incision  would  not  be  indicated,  especiallj^  if  the  gut  be 
full  of  wind,  which  prevents  the  palpation  of  any  abdominal 
tumor  which  might  be  caused  by  some  form  of  obstruction. 
In  the  cases  that  I  have  seen  I  have  never  had  any  special  diffi- 
culty in  securing  a  bowel  movement  by  the  means  indicated. 
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When  obstruction  would  occur  in  the  course  of  time  there 
would  be  obstinate  constipation  and  an  exacerbation  of  all 
symptoms.  Occasionally  I  have  been  able,  under  anesthesia, 
to  locate  the  obstruction;  but,  if  that  is  impossible,  I  would  still 
advise  an  exploratory  abdominal  section,  for  the  chances  of  a 
spontaneous  recovery  when  peritonitis  exists  are  problematical 
in  the  extreme. 

Excessive  tympanites  has  never  seemed  to  me  to  be  of  itself 
an  indication  for  surgical  interference.  It  will  persist  after  all 
other  symptoms  have  subsided,  sometimes  causing  much  incon- 
venience. When  there  is  general  peritonitis  I  do  not  recom- 
mend an  operation  unless  there  is  danger  of  obstruction  of  the 
bowels,  or  the  presence  of  pus  or  other  fluid  in  the  peritoneal 
cavity  is  unmistakably  determined.  When  a  tumor  can  be 
recognized,  either  in  connection  with  a  viscus  or  occurring 
between  kinks  of  intestines,  it  is  in  most  cases  advisable  to 
interfere,  for  there  is  great  probability  of  pus  or  adhesions, 
which  in  either  case  demands  surgical  intervention.  The  sta- 
tistics of  abdominal  section  in  general  diffuse  peritonitis  are 
most  unsatisfactory.  An  operation  in  such  cases,  except  under 
the  conditions  stated,  will  very  rarely  prove  successful,  as  I 
know  to  my  sorrow. 

It  would  seem,  from  this  consideration  of  the  extension  and 
sequelae  of  infection,  that  our  treatment  essentially  consists  in 
the  recognition  and  management  of  pus.  This  is  practically 
true.  Beyond  the  proper  evacuation  of  abscesses  and  the  intel- 
ligent care  of  inflammatory  complications,  the  treatment  is  very 
largely  hygienic  and  symptomatic.  One  operative  procedure 
remains  to  be  considered:  we  must  discuss  the  indications  for 
hysterectomy. 

It  is  manifest  at  once  that  the  indications  for  so  serious 
an  operation  should  be  plain  and  unmistakable.  It  must  be 
understood  that  the  dangers  of  removing  the  puerperal  uterus 
are  much  greater  than  in  the  case  of  the  ordinary  operation. 
The  puerperal  uterus  is  large  and  abundantly  supplied  with 
blood  vessels,  which  are  themselves  hypertrophied.  Of  itself 
the  process  of  involution  favors  infection,  and  the  technique  of 
the  operation  is  more  difficult  during  the  puerperium.  More- 
over, the  thought  of  hysterectomy  at  this  time  is  repugnant. 
The  patient  is  fulfilling  her  noblest  function.  Hysterectomy 
will  now  leave  her  often  indifferent  to  the  conjugal  embrace, 
sexless,  and  incapable  of  propagation.  Her  position  becomes 
anomalous.     She  is  often  condemned  to  an  unhappy  existence. 
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not  unknown  to  result  in  melancholia  with  suicidal  tenden- 
cies. 

These  considerations,  of  course,  are  of  minor  importance  if 
it  be  definitely  determined  that  hysterectomy  alone  will  save 
life.  As  would  be  expected,  a  review  of  the  recorded  cases 
shows  an  alarming  mortality,  and  in  many  instances  we  are 
forced  to  acknowledge  that  where  the  patient  recovered  other 
less  radical  treatment  might  probably  have  sufficed. 

Retained  placenta  is  not  an  indication  for  hysterectomy, 
although  Schultze  amputated  the  corpus  uteri  when  infection 
occurred  in  such  a  case.  Consistent  asepsis  may  succeed  in 
preventing  infection,  even  if  the  placenta  be  adherent,  and  its 
removal,  when  infection  occurs,  appears  a  more  rational  pro- 
cedure than  hysterectomy.  Sippel,  who  was  the  first  to  do  a 
suprapubic  amputation  for  sepsis,  asserts  that  the  operation 
should  be  done  for  sapremia  when  the  putridity  is  limited  to 
the  uterus  and  no  systemic  infection  has  occurred.  He  tells  us 
that  the  cervix  need  not  be  removed,  because  the  interior  of 
the  uterus  alone  is  the  source  of  infection.  He  also  explains 
that  vaginal  hysterectomy  is  too  dangerous  and  that  the  fetid 
contents  of  the  uterus  can  easily  infect  the  jDeritoneal  cavity. 
In  his  case,  which,  like  Schultze's,  was  fatal,  we  are  told  that 
the  cervix  was  free  from  infection  and  also  the  parametrium 
and  perimetrium.  In  my  judgment  it  is  not  unreasonable  to 
infer  that  a  uterine  douche  or  curetting  would  have  given  his 
patient  a  better  chance  for  recovery.  Had  a  thrombosis  or 
phlegmasia  developed,  or  had  an  abscess  formed  in  the  tissues 
about  the  uterus,  or  even  elsewhere  on  the  body,  it  is  probable 
the  interests  of  the  patient  would  have  been  better  conserved 
by  less  radical  measures. 

Wybe  Ypma,  of  Freiburg,  reported  a  case  in  1805  which 
shows,  to  my  mind,  a  very  clear  and  comprehensive  statement 
of  measures  always  to  be  condemned.  The  twelfth  day  after 
labor  a  woman  who  had  been  delivered  without  having  been  ex- 
amined developed  septic  endometritis  from  retention  of  placen- 
tal remnants.  These  were  removed  and  a  uterine  douche  of 
diluted  chlorine  water  was  given.  Soon  afterward  the  patient 
had  a  chill  and  her  temperature  rose.  She  now  was  subjected 
to  permanent  drainage  by  means  of  a  glass  drainage  tube,  and 
the  douches  of  diluted  chlorine  water  were  given  every  hour, 
which  resulted  in  an  increase  in  the  severity  of  all  symptoms. 
The  question  of  extirpation  arose,  and  the  following  remark- 
able presentation  of  the  situation  was  submitted:     "  Either  the 
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septic  process  is  limited  to  the  corpus  uteri,  then  is  extirpation 
to  be  advised;  or  there  is  already  a  general  infection,  then  the 
operation  does  not  help,  but  it  also  does  no  harm."  The  logic 
of  this  statement  seems  to  have  been  irresistible,  for  the  opera- 
tion was  performed  and  the  patient  died.  The  autopsy  showed 
myocarditis,  septic  thrombosis  of  the  left  iliac  and  crural  veins, 
and  pleuritis.  Strange  to  say,  the  outcome  in  this  case  induced 
the  author  to  advise  operation  when  the  septic  process  is  lim- 
ited to  the  uterus.  He  tells  us,  in  conclusion,  that  in  his  case 
the  parametrium  was  free  from  infection. 

It  is  hardly  necessary  for  me  to  expose  the  sophistry  of  the 
argument  advanced  or  to  expatiate  on  the  errors  of  treatment 
in  this  case.  The  protective  influence  of  the  phagocytic  barrier 
was  disregarded.  The  danger  of  increasing  the  extension  of 
infection  by  operative  procedure  was  apparently  not  thought 
of.  The  hovirly  douche  and  the  permanent  drainage  were  most 
unfortunate  measures.  One  uterine  douche,  followed  perhaps 
by  the  use  of  peroxide  of  hydrogen,  or  possibly  the  intelligent 
employment  of  the  curette,  would  have  been  enough.  Indeed, 
I  am  not  so  sure  that  it  might  not  have  been  the  best  treatment 
to  have  followed  the  advice  of  Schrader,  of  Hamburg,  who 
asserts  that  the  puerperal  woman  should  stink  herself  out. 

Freund,  of  Strassburg,  found  in  the  postmortem  examina- 
tion of  pyemia  cases  an  isolated  thrombo-phlebitis  of  the  ova- 
rian vein  on  the  side  where  the  placenta  was  situated.  This 
induced  him  to  operate  on  two  cases  by  cutting  off  the  broad 
ligament  and  vein.  Although  both  patients  died,  he  recom- 
mends the  operation  when  there  is  intern  ittent  fever  and  pain 
in  the  broad  ligament  and  placental  site.  In  this  opinion, 
however,  he  stands  alone. 

Lusk  spoke  on  this  subject  some  two  or  three  years  ago.  He 
called  attention  to  the  symptomatology  of  infected  thrombi, 
telling  us  that  the  attack  is  ushered  in  by  a  violent  chill,  fol- 
lowed by  a  high  fever.  Then,  as  we  know,  for  perhaps  thirty- 
six  hours  the  patient  seems  perfectly  well,  but  another  cliill 
follows.  Lusk  asks  if  it  is  not  desirable  after  the  second  chill, 
when  there  is  no  longer  doubt  of  the  diagnosis,  to  perform 
hysterectomy  and  thus  to  prevent  the  spread  of  the  pyemic 
processes.  Baldy  replies  by  asking  why  we  should  wait  for 
the  second  chill.  He  collects,  in  May,  1895,  nineteen  such 
operations,  with  seven  successful  results.  In  most  of  these 
cases  more  or  less  suppuration  was  found  in  the  uterine  walls. 
He  remarks  that  all  the  seven  recoveries  were  so  many  cases 
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snatched  from  inevitable  death — a  statement,  by  the  way,  in 
which  I  cannot  concur. 

Phlebitis  and  thrombosis  are  not,  in  my  judgment,  suitable 
cases  for  hysterectomy  or  other  operation.  Hirst  insists  that 
in  every  instance  they  do  better  without  operation.  They  are 
usually  associated  with  phlegmasia  alba  dolens  and  usually  re- 
cover. When  thrombi  are  infected  and  dislodged,  when  meta- 
static abscesses  have  formed,  our  attention  should  be  directed 
to  the  general  condition  of  the  patient  and  the  care  of  the  local 
abscesses,  for  the  mischief  is  done  and  the  focus  of  infection 
within  the  uterus  is  no  longer  the  only  important  factor. 

There  are  cases  where  hysterectomy  is  unquestionably  indi- 
cated. When  suppuration  occurs  in  the  subperitoneal  cavity 
of  the  pelvis  we  sometimes  find  abscesses  to  either  side  of  the 
uterus  and  in  the  cul-de-sac  of  Douglas.  The  uterus  is  appa- 
rently surrounded  by  pus.  Oar  vaginal  incisions  show  large 
collections,  and  in  order  to  providj  proper  drainage  we  may 
think  best  to  remove  the  uterus.  We  may  be  influenced  to 
this  decision  by  the  fear  that  other  abscesses  are  present  be- 
tween kinks  of  intestine  or  that  the  uterus  itself  is  the  seat  of 
pus  collections. 

Then,  again,  when  the  symptoms  warrant  an  abdominal  sec- 
tion, we  may  find  behind  the  uterus,  as  Penrose  did  in  one  case, 
an  accumulation  of  several  ounces  of  pus  encysted  by  the  ad- 
herent uterus,  omentum,  and  intestines.  The  uterine  tissue 
may  be  as  soft  as  cheese,  so  that  the  finger  may  easily  pass 
through  the  uterine  wall.  It  is  needless  to  say,  under  these 
conditions,  hysterectomy  is  no  longer  an  operation  of  election, 
but  becomes  imperative. 

Here  are  two  conditions,  then,  where  hysterectomy  is  indi- 
cated. I  know  of  no  others — that  is,  no  other  practical  indi- 
cations. Theoretically  we  may  argue  as  we  choose.  In  the 
presence  of  a  patient  the  actual  state  of  our  knowledge  to-day 
admits,  in  my  opinion,  the  justifiability  of  the  operation  only 
under  the  conditions  mentioned,  except  it  be  in  those  rare  cases 
of  mutilation  or  rupture  of  the  uterus  where  sepsis  is  present 
or  is  deemed  inevitable  or  where  repair  of  the  injury  is  im- 
practicable. 

A  few  words  regarding  the  technique  may  be  pertinent. 
The  operation,  if  my  judgment  in  the  matter  is  followed,  will 
not  be  undertaken  unless  there  is  an  accident  requiring  inves- 
tigation or  repair,  or  unless,  in  our  operative  procedures  for 
pelvic  suppuration,  it  becomes  evident  that  removal  of  the 
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uterus  is  advisable  to  secure  proper  drainage  or  because  the 
organ  is  itself  a  dangerous  focus  of  infection.  Hysterectomy 
under  these  conditions  is  a  subsidiary  undertaking,  and  our 
method  of  operation  depends  very  largely  upon  the  course  that 
has  been  adopted  with  reference  to  the  main  factors  in  each 
particular  case.  If  we  have  opened  an  abscess  by  vaginal 
incision  through  the  left  fornix  and  find  evidence  of  suppura- 
tion in  the  other  side,  we  will  at  once  make  an  incision  in  the 
right  fornix,  and  in  many  cases  we  will  succeed  by  judicious 
treatment  in  draining  the  abscess  cavity  so  that  its  walls  may 
fall  together,  and  it  may  ultimately  become  obliterated.  In 
certain  instances  we  may  conclude  that  these  measures  fail  to 
provide  adequate  drainage.  We  may  fear  that  there  are  other 
abscesses  beyond  our  reach,  or  we  may  decide  that  the  uterus 
itself  is  septic.  Under  these  conditions  we  will  probably  con- 
tinue our  work  within  the  vagina  and  remove  the  uterus  by 
vaginal  hysterectomy,  the  details  of  the  operation  varying 
according  to  the  difficulties  encountered.  In  some  instances 
the  organ  with  its  adnexa  may  be  removed  entire;  at  other 
times  it  will  be  removed  in  sections  or  the  fundus  will  first  be 
delivered  through  our  incision.  Hemostasis  will  probably  be 
secured  by  forcipressure  in  preference  to  ligatures,  for  the 
hemorrhage  is  apt  to  be  excessive. 

There  are  other  cases  where  our  incision  is  abdominal.  The 
pus  may  be  in  relation  to  the  adnexa,  the  appendix,  or  the 
peritoneum.  It  may  be  possible  to  remove  the  parts  affected 
in  their  entirety,  or  to  satisfactorily  drain  the  pelvic  a,bscess 
through  the  abdominal  wound  or  by  counter-drainage  through 
the  vagina.  When  the  uterus  is  involved  and  its  removal 
seems  necessary  we  will  probably  continue  on  in  our  work 
through  the  abdominal  incision,  the  operation  being  greatly 
facilitated  by  the  Trendelenburg  position.  In  most  instances 
we  will  apply  forceps  to  the  broad  ligament  and  cut  away  the 
uterus  about  where  the  cervix  projects  into  the  vagina.  We 
will  then  remove  our  forceps  one  by  one  and  tie  the  tissue  that 
was  held  in  their  grasp.  Our  efforts  to  tie  arteries  separately, 
as  is  now  the  custom  in  most  abdominal  hysterectomies,  will 
probably  be  unsuccessful  on  account  of  the  increased  vasculari- 
ity  of  the  parts. 

If  the  cervix  has  been  seriously  lacerated,  and  indeed  in 
almost  all  cases  when  the  fundus  is  septic,  the  portio  vaginalis 
should  be  removed,  if  its  removal  is  not  attended  by  a  great 
increase  in  the  risk.     I  realize  that  operations  of  this  character 
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are  often  undertaken  when  the  woman  is  in  extremis  and  the 
element  of  time  may  be  of  vital  importance.  Our  knowledge 
of  the  lymphatic  distribution  should  teach  us  in  every  case  the 
probability  of  an  extension  of  infection,  and  should  make  us 
understand  the  desirability  of  removing  every  focus. 

The  technique  of  the  extraperitoneal  method  should  be  remem- 
bered. Lawson  Tait  tells  us  that  hysterectomy  so  performed 
is  the  simplest  of  abdominal  operations.  In  Porro's  opera- 
tion and  in  the  removal  of  large  fibroids  I  have  seen  some  very 
brilliant  recoveries.  To-day  we  like  to  be  exact  in  the  placing 
of  ligatures  and  the  coaptation  of  cut  surfaces,  and  this  ten- 
dency toward  clean  and  accurate  surgery  is  commendable.  At 
the  same  time  cases  are  still  met  with  when  the  extraperitoneal 
method  under  certain  conditions  will  save  life.  It  is  a  satisfac- 
tion to  know  that  the  abdomen  can  be  incised,  the  uterus  pulled 
up  into  the  incision,  and  a  rubber  ligature  or  a  piece  of  drain- 
age tubing  can  be  tied  around  it  so  as  to  stop  the  hemorrhage. 
Then  two  long  hat  pins  are  made  to  transfix  the  mass  under 
the  ligature  and  serve  to  hold  it  in  place.  Large  pieces  of 
gauze  are  placed  around  the  uterus  so  that  no  blood  can  enter 
the  abdominal  cavity.  A  portion  of  the  mass  about  an  inch 
above  the  ligature  is  now  seized  with  large  forceps.  This  is  to 
control  hemorrhage,  if  there  be  any,  when  with  our  scissors  we 
cut  into  the  mass  just  above  the  forceps.  Successive  portions 
of  the  uterus  are  removed  in  this  way  until  the  stump  is  left, 
a  raw,  irregular  surface,  with  ten  or  a  dozen  forceps  grasping 
the  tissue  where  we  have  cut  away  perhaps  the  upper  two-thirds 
of  the  uterus.  Now  the  pieces  of  gauze  are  taken  away  and  the 
abdominal  incision  is  closed.  We  used  to  sew  the  peritoneum 
to  the  peritoneum  of  the  stump,  but  Porro  told  me  some  years 
ago  that  this  was  unnecessary,  and  he  ought  to  know.  We 
simply  wind  some  gauze  around  the  stump  under  the  pins  and 
apply  a  simple  dressing.  In  a  day  or  two,  or  perhaps  at  once, 
all  forceps  can  be  removed,  and  in  the  course  of  time  the  stump 
shrivels  up  and  heals  from  the  bottom. 

This  is  not  an  ideal  hj^sterectomy  according  to  our  latest  per- 
fection of  technique.  Nevertheless  it  has  been  done  many  times 
with  good  results.  Under  suitable  conditions  in  certain  emer- 
gencies it  is  still  available.  It  is,  when  immediate  hysterec- 
tomy is  indicated,  vastly  better  than  doing  nothing,  while  its 
simplicity  and  ease  of  execution  are  points  in  its  favor  which 
many  of  us  will  appreciate. 
5100  Madison  avenue. 
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The  important  place  accorded  to  posture  in  delivery  by  the 
programme  of  the  August  meeting  of  the  International  Con- 
gress of  Gynecology  in  Amsterdam  justifies  a  review  of  this 
confused  matter. 

Geronimo  Scipio  Mercuric,  who  lived  between  1550  and  1595 
published  a  little  volume  of  essays  entitled  "La  Commare  o 
Riccoglitrice/'    The  first  edition  is  dated  1595.     There  was  a 


Fio  1.— Hanging  dorsal  posture,  1595.     (Merourio.) 

German  edition  of  this  book  for  mid  wives  issued  in  Leipzig  in 
1652.  Among  the  crude  woodcuts  occur  those  here  given  as 
J^igs.  1,  2,  and  4.  Witkowski,  in  his  "  Histoire  des  Accouche- 
'  The  nomenclature  proposed  by  the  author  in  his  illustrated  paper  in 
tiie  December  Journal  was:  Walcher,  the  hanging  dorsal  posture;  Tren- 
delenburg, the  inclined  dorsal;  Mercurio,  the  arched  dorsal;  the  posture 
ot  ordmary  examinations,  the  half-flexed  dorsal;  and  that  used  in  opera- 
tions on  the  back,  the  full-flexed  dorsal  posture. 
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merits  chez  tous  les  Peuples,"  '  from  whom  I  have  borrowed  the 
cuts,  has  had  them  redrawn,  but  without  modifying  any  mate- 
rial detail.  The  Walcher,  or  hanging  dorsal,  posture  picture 
occurs  in  the  edition  of  1595,  according  to  Witkowski,  and  the 
edition  of  IGOl,  the  earliest  to  which  I  have  access,  contains  the 
cut  of  the  arched  dorsal  posture." 


Fig.  3. 
Explanation  of  Woodcut  of  Arched  Dorsal  Posture  in  Mercurio's  "  Commare." 
Sito  recessarissimo  in  ogni  parto  vitioso  nel  quale  si  debbono  collocare  tutti  le  gra- 

vide,  che  difficilmente  partoriscono  per  quale  si  voglia  causa. 
(The  position  most  necessary  in  every  faulty  birth,  in  which  all  parturients  ought  to  be 

placed  when  for  any  reason  whatever  the  labor  is  difficult.) 

I  am  inclined  to  say  with  Mercurio  that  there  are  obstetric 
emergencies  in  which  the  latter  posture  is  "  necessarissimo." 
In   his  first  chapter  on   abnormal  labor,   Mercurio  ^  says: 

'  714  pages,  8vo,  Paris,  Steinheil,  1877. 

"See  also  Engelmann:  "Labor  among  Primitive  Peoples,"  Chambers, 
St.  Louis,  1884.  Ploss:  "  Das  Weib  in  cler  Natur-  und  Volkerkunden," 
Leipzig,  Fernau,  1891. 

3  "  La  Commare  o  Riccoglitrice."  Del  Ecc.  G.  Scipion.  Mercurii,  Pp. 
407.  Gio.  Bai.  Ciotti,  Venetia,  1601.  Reference  to  description  of  position 
on  page  140  et  seq.     Woodcut  on  page  143. 
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"  The  following  appropriate  position  will  be  necessitated  under 
these  conditions  and  moreover  in  every  other  variety  of  faulty 
birth.  This  position  is  illustrated  by  a  cut,  but  for  the  sake  of 
greater  lucidity  it  is  hereby  described."  "The  parturient  is 
placed  upon  her  back  in  bed.  Cushions  are  arranged  beneath 
her  shoulders,  and  are  proportionally  made  higher  until  the 
nates  are  reached,  in  such  manner  that  there  is  an  incline  from 
the  nates  down  to  the  shoulders,  the  head  hanging  back  upon 
the  bed." 

Mercurio  directs  the  midwife  to  examine  the  woman  in  this  . 
position  and  to  attempt  to  reduce  the  faulty  position  by  manip- 
ulation.    He  then  continues: 


Fig.  3. -Arched  dorsal  posture  as  shown  in  the  German  edition  of  Mercuriolby  Welsch.] ; 

There  is  an  error  not  only  of Jmidwives  but  of  certain  phy- 
sicians whom  I  have  seen  operate  in  such  cases.  In  attempting 
to  reduce  the  head  to  the  normal  position  they  place  the  partu- 
rient in  an  armchair,  not  perceiving  that  this  position  is  most 
opposed  to  the  mechanism  of  labor.  When  this  is  done  the 
weight  of  the  child  plus  the  downward  pressure  of  the  intes- 
tines forces  the  said  child  into  a  faulty  position  which  neither 
diligence  nor  force  may  correct,  and  I  have  seen  both  mother 
and  child  perish  on  several  occasions  under  these  circum- 
stances. 

"I  arrange    the   parturient  in  the  supine  position,   head 
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hanging  and  all  the  trunk  elevated  in  the  manner  already- 
described,  so  that  the  midwife  is  enabled  to  bestride  the  abdo- 
men of  the  mother  and  thus  expel  the  fetus  from  the  straits 
within,  for  this  procedure  appears  to  cause  the  fetus  to  assume 
a  position  natural  to  labor." 

Throughout  the  chapters  on  faulty  labor  there  are  allusions 
to  this  position,  but  nothing  not  included  in  the  foregoing. 

Corradi '  says  that  "  Scipio  Mercurio's  teachings  were  the 
reverse  of  those  of  the  Greeks  and  Arabians.  He  did  not  re- 
quire the  parturient  to  lie  prone  or  get  upon  all-fours,  but 
placed  her  on  her  knees,  with  thighs  spread  apart  and  body 
bent  backward  so  that  the  head  touched  the  ground,  etc." 

Corradi  here  describes  the  "fat  woman's  position,"  and  does 
not  in  this  connection  mention  the  "  hanging  incline,"  reserv- 


Fig.  4. — "Fat  woman's  "  posture.    (Mercuric.) 

ing  it  for  another  passage.  He  says  further  of  the  fat  woman's 
position : 

"He  (Mercurio)  affected  to  believe  that  this  position  was 
recommended  by  Avicenna.  But  what  the  latter  really  pre- 
scribed was  for  a  fat  woman  to  lie  prone  with  head  on  ground 
and  thighs  flexed  beneath  abdomen." 

After  describing  the  obstetric  chair,  Corradi  says:  "But  a 
substantial  improvement  in  the  obstetrical  chair  was  not  made 
for  a  century  after  the  time  of  Gottfried  Welsch.  The  latter 
translated  Scipio  Mercurio's  '  Commare  '  into  German.  Our 
obstetrician  (Mercurio)  had  severely  reproved  the  mid  wives 
and  physicians  who  made  use  of  the  obstetrical  chair  when  the 
child  was  in  a  bad  position.  He  thought  the  chair  would  make 
a  bad  position  worse,  and  counselled  that  the  parturient  be 
placed  supine  in  bed  with  the  head  lower  than  the  rest  of  the 
body,  which  was  supported  by  cushions  so  raised  that  the 
shoulders  were  lower  than  the  nates.     He  advised  this  position 

'  "  Deir  Ostetricia  in  Italia."  Alfonso  Corradi.  Bologna,  1874.  Pp. 
1,640.     Gamberini  e  Parmeggiani.     Extracts  are  on  pages  436  and  440. 


AND   THE   MERCURIO   POSTURES   IN   MIDWIFERY.  755 

for  all  puerperse  when  labor  from  any  cause  was  difficult,  with 
the  one  exception  of  corpulence." 

This  hanging  incline  {sdrucciolo  pendente),  as  Mercuric 
called  it,  did  not  prove  useful  enough  to  deserve  a  special  ap- 
paratus, according  to  Corradi,  nor  did  it  merit  the  term  "  lectus 
imperialis"  (imperial  bed)  given  it  by  Kilian.* 

Merourio  had  no  idea  of  enlarging  the  pelvic  diameters. 
Everything  shows  that  he  was  in  complete  ignorance  of  any 
rationale  for  his  position;  therefore  it  is  hardly  just  for  Klein  ^ 
and  La  Torre  ^  to  seek  to  take  away  credit  from  Walcher,  who 
says  himself  that  Mercurio  used  the  position,  but  empirically, 

Siebold,  in  his  valuable  "  Geschichte  der  Geburtslehre,"  * 
takes  the  passage  subjoined  from  a  foot-note  in  Corradi's  his- 
tory explanatory  of  the  term  "  imperial  bed."  The  original  is 
in  Latin,  translation  as  follows: 

''  A  bed,  otherwise  known  as  imperial  bed,  a  peculiar  arrange- 
ment of  pillows  for  obstetrical  purposes,  represented  in  a  wood- 
cut in  Scipio's  '  Commare.' " 

(Corradi  adds  that  a  bed  with  canopy  and  curtains  has  no- 
thing to  do  with  the  arrangement  of  pillows,  which  could  take 
place  as  well  on  the  floor  of  the  lying-in  room.) 

Siebold  dubs  the  posture  "backbreaking."  Osiander'  men- 
tions the  position  only  to  condemn  it. 

Fothergill "  makes  the  point  that  the  old  picture  of  the  hang- 
ing posture  shows  the  feet  supported  by  the  floor,  and  that, 
therefore,  traction  by  the  legs  on  the  innominate  bones  would 
not  pull  the  symphysis  away  from  the  promontory.  The  same 
criticism  must  be  made  concerning  the  arched  dorsal  position 
in  this  three-century- old  picture,  as  the  feet  rest  upon  the  bed. 
The  objection  is  unimportant,  because  the  posture  alone,  even 

'  "Die  operative  Geburtshiilfe."  Von  Dr.  Herman  Friedrich  Kilian. 
Bonn,  1849.     Pp.  860.     Eduard  Weber.     Reference,  p.  125. 

The  passage  in  Latin  about  lectus  imperialis,  the  term  used  by  Kilian, 
was  found  by  him  in  tliis  book. 

"  Commentatio  de  cubilibus  sedilibusque  usui  obstetricio  inservientibus.' ' 
Georg  Christoph  von  Siebold.  Gottingse,  1790.  J,  C.  Dieterich,  Pp.  83. 
Reference,  p.  68  (Corradi,  p.  441,  note). 

•  Zeitsch.  f.  Geb.  u.  Gyn  ,  Bd.  xxi.,  S.  74. 

3  Proceedings  International  Congress  at  Moscow. 

*  "  Versuch  einer  Geschichte  der  Geburtshulfe."  E.  C.  J.  von  Siebold. 
Berlin,  1839-1845.  T.  C.  F.  Enslin.  In  vol.  i.,  p.  374,  is  a  reference  to  the 
lectus  imperialis  (Corradi,  p.  441,  note).  Siebold's  "History  of  Ob- 
stetrics "  has  recently  been  translated  into  French  and  brought  up  to  date 
by  Hergott.     Paris,  1893.     Three  vols. 

^  Lehrbuch  der  Entbindungskunst,  Gottingen,  1799. 
^  Edin.  Med.  Jour.,  1895-96,  vol.  i.,  p.  42. 
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without  traction  by  means  of  the  full  weight  of  the  leg,  would 
probably  do  nearly  all  that  posture  plus  the  full  weight  of  the 
leg  could  effect. 

Sebastiano  Melli  republished  the  two  cuts,  in  "La  Comar© 
Levatrice,"  Venezia,  1766.  He  says  that  Mercurio's  position 
has  relapsed  into  oblivion  and  that  he  attempted  its  revival. 

Walcher,  in  the  Centralhlatt  fiir  Gyn.,  1889,  Seite  892,  has  a 
short  communication  describing  the  use  of  the  hanging  dorsal 
posture  in  flattened  pelves,  and  claims  an  increase  of  the  true 
conjugate  from  eight  to  thirteen  millimetres  under  certain 
circumstances.  This  difference  is  between  the  true  conjugate  in 
the  fully- flexed  dorsal  and  the  hanging  dorsal,  not  between  the 
straight  dorsal  and  the  hanging  dorsal.  It  is,  however,  legiti- 
mate to  speak  of  the  gain  as  averaging  one  centimetre,  be- 
cause the  ordinary  posture  for  forceps  delivery  had  been  a  half- 
flexed  or  fully-flexed  dorsal  posture.  He  also  draws  attention 
to  the  shortening  of  the  antero-posterior  diameter  of  the  outlet 
in  his  posture,  due  to  the  swinging  forward  of  the  tip  of  the 
sacrum.' 

Walcher  also  says'^  that  after  the  head  has  been  pulled 
through  the  inlet  by  his  procedure,  the  pelvic  floor  is  most  effi- 
ciently relaxed  by  changing  the  patient  to  the  fully-flexed  pos- 
ture.    His  experiments  were  made  on  a  few  women  in  labor. 

Matthews  Duncan "  had  already  demonstrated  rotation  at  the 
sacro-iliac  joints  and  showed  the  elongation  due  to  such  mo- 
tions. He  speaks  of  four  to  six  millimetres  alteration.  Hermann 
Meyer  *  reached  the  same  conclusion.  Crouzat  ^  found  that  by 
extension  and  flexion  on  the  cadaver  the  true  conjugate  varied 
eight  millimetres.  Faraboeuf  is  quoted  by  Currier  '^  as  agreeing 
with  this. 

Klein '  reports  a  large  number  of  experiments  on  cadavers. 
In  an  excellent  paper,  which,  next  to  Kiittner's,  is  the  most 
thoroughgoing  and  scientific  study  of  the  postures  I  pictured,* 
he  draws  attention  to  the  fact  that  the  pivotal  point  of  the  axis 
of  the  swing  of  the  symphysis  is  behind  the  joint,  one  centimetre 
to  the  rear  of  the  middle  of  the  second  sacral  vertebra.     He 

^  Verb.  d.  Deut.  Gesell.  f.  Gjm..  1893,  S.  448. 
'  Med.  Cor.  Blatt  d.  Wurtemb.  Aerz.  Verein,  Bd.  Ix.,  Heft  5. 
«  Dublin  Quart.  Med.  Jour,  for  Med.  Sci.,  1854,  xviii.,  p.  60. 
*  Arch.  f.  Anat.  u.  Entwicklungsgescbichte,  1878,  S.  1. 
*'"De  la  Menstruation  du  Diametre  Suboccipito-pubienne,"  Paris,  1881, 
p.  312. 

'■  Med.  News,  189G,  p.  265. 

'  Zeitsch.  f.  Geburt.  u.  Gyn.,  Bd.  xxi.,  S.    74. 

®  American  Journal  of  Obstetrics,  Dec,  1898. 
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3alls  the  pelvis  in  the  hanging  dorsal  posture  das  gedehnte 
Becken;  in  the  straight  dorsal  posture,  das  ruhende  Becken; 
between  the  flexed  and  fully-flexed  dorsal,  das  gedriickte 
Beckeii;  in  the  fully-flexed  dorsal,  das  gepresste  Becken. 
None  of  the  forty-seven  cadavers  were  from  the  postpartum 
weeks. 
Klein  found  that  he  could  more  easily  shorten  than  lengthen  a 


Fig.  5.— Rotation  of  the  innomiuate  bones  about  the  centre  '  'D."     (Klein.) 

true  conjugate,  starting  in  the  straight  dorsal  posture.  The  av- 
erage was  about  five  milH  metres  either  way.  Walcher  claimed 
that  the  gain  is  actually  greater  in  flattened  than  in  normal 
pelves.  Klein  found  this  to  be  true.  The  latter  believes  that 
three  elements  produce  the  lengthening  in  the  vera — rotation,  the 
sliding  which  takes  place  in  the  sacro-iliac  joint,  and  the  slight 
spring  of  the  bones.  The  first  is  the  only  important  one.  A 
motion  on  the  part  of  the  symphysis  of  one  centimetre  up  or 
down  affects  the  vera  three  millimetres.  The  pull  of  the  full 
leg  weight  is  twenty-four  to  thirty  kilogrammes  (thirty -three 
pounds).  He  fears  that  the  position  is  unbearable,  and  this 
criticism  has  weight  for  every  other  method  but  mine. 
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Fehling '  strongly  advocates  a  widespread  use  of  the  hang- 
ing dorsal  posture,  particularly  in  high  forceps  and  head-last 
extractions.  Diihrssen's  experiments '  showed  an  average  in- 
crease of  nine  millimetres  in  the  Walcher  posture.  Wehle* 
reports  success  in  various  operative  procedures — for  instance, 
in  a  version  with  a  true  conjugate  below  eight  centimetres. 
He  thinks  that  twenty  per  cent  more  living  children  will  be 
born  through  this  means.  Both  Diihrssen  and  Wehle  prove 
that  the  usual  posture  for  obstetric  operations,  namely,  the 
full-flexed  dorsal,  actually  shortens  the  antero- posterior  diame- 
ter of  the  inlet,  but  that  the  hanging  dorsal  lengthens  it. 

Jewett  *  reports  his  results  on  several  living  subjects  examined 
within  two  weeks  after  labor.  The  gain  from  Walcher's 
posture  varied  from  .5  to  .75  centimetre.  In  four  non-puer- 
peral pelves  in  the  dissecting  room  the  increase  was  four,  five, 
six,  and  four  millimetres.  Bristow "  measured  three  non- 
puerperal cadavers  with  extreme  accuracy.  The  gain,  com- 
paring full  flexion  with  full  extension,  was  one- eighth  of  an 
inch  (three  millimetres)  in  each  instance,  from  promontory  to 
mid-symphysis,  while  the  diameter  from  the  subpubic  arch  to 
the  tip  of  the  sacrum  was  lessened  one- sixteenth,  one-sixteenth, 
and  five-sixteenths  inch  respectively. 

My  paper  read  before  the  Brooklyn  Gynecological  Soci- 
ety in  February,  1896,  based  on  cases  dating  from  the  one 
detailed  in  the  published  paper,  which  occurred  in  April,  1894, 
was  illustrated  by  cuts  of  sections  and  by  the  living  model.' 
In  December,  1898,  I  hunted  up  the  literature  here  given. 

Fehling'  says:  "  I  have  in  [three]  cases  [the  earliest  occurring 
in  August,  1894],  placed  upon  each  other  at  the  head  of  the  bed, 
mattresses  divided  into  three  parts  {drei  theilige  Mattrazen), 
so  that  the  legs  hung  down  freely  inside  the  bed  without  touch- 
ing the  floor,  while  the  buttocks  lay  exactly  on  the  edge  of  the 
upper  mattress.  Of  course  the  upper  part  of  the  body  has  a 
great  tendency  to  slip  down  if  it  is  not  firmly  supported  against 
the  headboard.  This  is  done  with  towels  broadly  folded  or 
with  girdles  which,  passing  under  the  armpit,  hold  the  shoulder 
girdle  up.  In  the  same  manner  the  hip  region  is  fastened  up- 
ward by  a  girdle  passing  on  each  side,  broadly  around  the  curve 
of  the  thigh."    C  urrier  speaks  of  Fehling's  method  as  a  modified 

>  Verb.  d.  Deut.  Gesell.  f.  Gyn.,  1893,  p.  45.  ^  Id.,  1893,  p.  47. 

» Arch.  f.  Gyn.,  1894,  p.  325. 

*  Brooklyn  Med.  Jour.,  Nov.,  1894,  vol.  viii.,  p.  653.  '  Id.,  p.  654. 

^  American  Journal  of  Obstetrics,  Dec,  1898. 

■>  Mvinch.  Med.  Wochenschrift,  No.  41,  Oct.  30, 1894,  S.  861. 
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Trendelenburg  posture.  From  Fehling's  description  it  is  not 
quite  clear  to  me  whether  it  covers  my  ground  or  not.  I  knew 
nothing  of  Fehling's  posture  or  Currier's  suggestion  until 
three  years  after  I  began  using  the  arched  dorsal  posture. 

Currier/  in  an  article  covering  the  subject  well — with  the 
exception  of  Klein's  article — says  in  conclusion,  in  speaking  of 
the  discomforts  of  the  Walcher  posture:  "  It  may  be  that  this 
difficulty  may  be  remedied  by  placing  the  patient  in  the  Tren- 
delenburg position,  in  which  the  condition  of  extension  would 
be  preserved." 

Fothergill  ^  thinks  that  the  hanging  dorsal  posture  relaxes 
the  pelvic  floor  in  the  perineal  stage,  and  the  traction  rods  on 
the  axis-traction  forceps  will,  therefore,  damage  the  perineal 
structure  little.  Herein  he  is  at  odds  with  Walcher  himself, 
who  places  the  patient  in  the  full-flexed  dorsal  posture  when 
the  head  reaches  the  pelvic  floor,  in  order  to  lessen  the  danger 
of  laceration. 

Eiermann,"  after  quoting  good  results,  says  that  the  number 
of  high  forceps  applications  will  be  lessened  by  employment  of 
the  Walcher  posture.  Valuable  service  is  rendered  in  delivery 
of  the  aftercoming  head,  and  perforation  of  both  head-first  and 
head-last  cases  is  rendered  easier.  It  is  in  the  minor  grades  of 
contraction  that  the  procedure  is  chiefly  of  use. 

Klein,*  Pazzi,'  La  Torre,  and  Simanti"  contribute  histori- 
cal notices  of  the  hanging  dorsal  posture.  Pazzi  it  was  who, 
incorrectly,  fastened  Melli's  name  on  the  posture  in  conjunc- 
tion with  Walcher's.  He  has  reported  on  the  procedure  for 
face  cases  with  the  chin  to  the  rear.'  Fothergill '  gives  en- 
couraging reports.  Jardine "  gives  an  instance  of  happy  issue 
with  this  proceeding,  where,  in  five  previous  pregnancies,  no 
living  full-term  child  had  been  born:  the  true  conjugate  meas- 
ured 2|  inches;  the  child  weighed  8i  pounds. 

Huppert's  "  observations  on  28  cases  of  flat  and  generally 
contracted  pelves  lead  him  to  state  that  in  flat  pelves  with  true 
conjugates  down  to  7  centimetres  (eventually  lower)  and  in 
generally  contracted  pelves  down  to  7.5  centimetres  (seldom 
lower)  spontaneous  labors  in  vertex  presentations  are  rendered 
possible.     In  this  classification  should  be  included  normal  pelves 

•  Med.  News,  March  7,  1896,  p.  265.  «  Edin.  Med.  Jour.,  1895,  p.  142. 
»Die  Praxis,  Frankf urt-a-M. ,  1896,  No.  9. 

<Centralbl.  fiir  Gyn.,  1897,  No.  45.       *  Atti  della  Soc.  ital.  di  Ost.  e  Gin. 

*  Proceedings  Moscow  Intern.  Congress. 

■>  Rassegna  di  Ost.  e  Gin.,  1896,  Nov.-Dec.     Ref.  Centralbl.  f.  Gyn.,  No. 

32,  999.  *  British  Med.  Jour.,  1896,  No.  1870. 

« Glasgow  Med.  Jour.,  April,  1897.  '"  Arch.  f.  Gyn.,  Bd.  Ivi.,  pp.  199. 
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with  abnormally  large  children.  Huppert  gives  the  following 
indications:  good  quality  of  contractions,  ruptured  membranes, 
obliterated  cervix,  vertex  presentation.  Even  in  greater  rela- 
tive disproportion  where  spontaneous  delivery  is  not  to  be 
expected,  operative  procedures  are  rendered  easier  and  the 
child's  chances  bettered.  Huppert  even  states  that  the  lowest 
limit  of  contraction  in  which  he  succeeded  in  delivering  a  living 
child  (49.5  centimetres  in  length,  2,850  grammes)  fell  within 
the  class  for  Cesarean  section  for  relative  indication.  Huppert 
says  that  the  posture  produced  most  effect  when  the  head,  still 
somewhat  movable,  lay  in  the  inlet  or  projected  little  into  the 
true  pelvis.     When  more  deeply  engaged  no  progress  is  to  be 
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Fig.  6. — Palling  down  of  symphysis  and  longer  vera  in  hanging  dorsal  posture.    (Kiittner.) 

expected  from  the  posture.  In  half  the  cases  the  effect  followed 
promptly. 

Schmidt  '  had  employed  the  full-flexed  dorsal  posture  for 
eight  years  to  increase  the  diameters  of  the  outlet  when  the 
head  was  stationary  in  the  pelvic  cavity  or  at  its  outlet,  thereby 
lessening  the  percentage  of  his  low  forceps  extractions. 

Von  Kiittner,'*  in  a  paper  containing  an  excellent  critical 
review  of  previous  researches,  reports  exact  results  on  entire 
puerperal  cadavers,  not  on  pelves  alone  as  did  Klein.     He  took 

'  Centralbl.  f.  Gyn.,  1897,  p.  1394. 

^  "  Experimental  Investigations  upon  the  Alterability  of  the  Pelvic  Space 
in  Parturients."  Beitrage  zur  Geburtshilfe  und  Gynukologie,  1898,  i., 
Heft  2. 
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plaster  casts  of  the  pelvic  cavity  by  an  ingenious  method  in 
each  of  the  three  postures,  hanging,  straight,  and  full-flexed 


116 


Fig.  7.— The  inlet  in  the  three  postures— smallest  in  full-flexed  dorsal.    (Kiittner.) 

darsal.     Taking  the  sacrum  as  a  fixed  point,  the  symphysis 


Hanging  dorsal 
Straight  dorsal 

uil  flexed  dorsal 


Fig.  8.— The  outl^n  the  three  postures— longest  in  the  full-flexed  dorsal.    (Kuttner.) 

may  be  said  ttf'  wander"  up  or  down,  according  to  the  posi- 
tion of  the  legias  shown  in  the  diagram,  Fig.  6.     Coincident 
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with  this  alteration  in  the  relative  location  of  the  symphysis, 
rotation  of  the  symphysis  took  place  about  a  transverse  axis 
passing  through  its  middle  portion.  Thereby,  as  the  symphysis 
rises,  its  upper  edge  approaches  the  promontory,  whereas  the 
lower  border  goes  further  and  further  away  from  the  sacrum 
(Fig.  6).  Conversely,  if  the  legs  hang  down,  the  upper  edge 
increases  its  distance  from  the  promontory,  while  the  lower 
border  approaches  the  sacrum. 

The  most  striking  result  of  Von  Kiittner's  casts  is  shown  in 
Fig.  8.     The  alteration  in  shape  of  the  plane  of  the  outlet  is 


Fig.  9.— Pinard's  idea  of  the  effect  of  the  Walcher  posture.    No  roongained. 

much  greater  than  that  of  the  inlet;  and  opposite  i'  effect,  so 
that  in  the  full-flexed  dorsal  posture  the  antero-pos-rior  diam- 
eter of  the  outlet  is  at  its  maximum,  whereas  in  ^le  hanging 
dorsal  it  is  at  its  minimum.  There  is  much  mce  alteration 
obtainable  through  posture  on  the  outlet  diamete  than  in  the 
inlet  measure.  Change  from  hanging  to  ful^exed  dorsal 
lengthened  the  conjugate  of  the  outlet  1.4,  l.>  and  2  centi- 
metres respectively  (Figs.  7  and  8),  while  thecrue  conjugate 
was  lengthened,  by  changing  from  full-flexed  t  hanging,  1,  .9, 
and  1.4  centimetres,  the  pelves  being  named  iilike  order.  The 
transverse  measurements  are  not  affected. 
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Pinard  *  argues  against  the  hanging  dorsal  posture,  because 
he  believes  that  it  narrows  the  diameters  between  the  mid- 
sacrum  and  the  back  of  the  symphysis,  and  also  those  of  the 
outlet,  as  shown  in  the  diagram.  This  seems  to  me  falla- 
cious. 

Varnier "  declares  that  symphyseotomy  should  replace  all 
other  methods  of  treating  narrow  pelves.  The  pelvis  cannot 
be  enlarged  without  section,  and  studies  in  mensuration  on  ca- 
davers disprove  the  claims  of  Walcher.  In  1894  Varnier  had 
already  discussed  the  pro  and  con  of  Walcher's  position.  In- 
stead of  its  enlarging  the  true  conjugate  by  one  centimetre,  ex- 
periments on  the  unpuerperal  cadaver  show  that  the  true  con- 
jugate does  not  gain  over  6  millimetres  (due  to  the  maximum 
play  of  the  sacro-iliac  synchondrosis),  while  in  the  puerperal 
pelvis  the  gain  does  not  average  over  5  millimetres.  Pinard  and 
Varnier  have  studied  the  question  since  1894.  They  measured 
the  pelves  of  nine  women  who  died  in  the  puerperal  state.  In 
one  case  the  true  conjugate  was  not  enlarged  at  all;  it  was 
enlarged  1  millimetre  in  two  cases;  1.5  millimetres  in  one  case; 
2  millimetres  in  one  case;  3  millimetres  in  three  cases;  4  milli- 
metres in  one  case. 

Ayers  ^  discredits  the  hanging  dorsal  posture,  as  unlikely  to 
give  an  increase  in  the  antero-posterior  diameter  of  appreciable 
practical  value.  He  thinks,  however,  that  as  the  symphysis 
is  pulled  downward  opposite  the  sacral  hollow,  the  posterior 
parietal  eminence  of  the  child's  head  is  likely  to  enter  the  true 
pelvis  first,  while  the  anterior  eminence  is  still  over  the  sym- 
physis, whereby  advantage  is  taken  of  a  practical  increase  in 
the  passage. 

The  practical  deductions  from  all  these  studies  are  evident: 

1.  Posture  will  notably  alter  the  shape  of  the  pelvis  in 
late  pregnancy. 

2.  Increase  in  available  room  in  the  pelvic  cavity  as  a 
whole  cannot  be  brought  about. 

S.  To  obtain  the  longest  conjugate  at  the  inlet  the  hang- 
ing dorsal  posture  is  to  be  employed.  The  gain  is  nearly 
1  centimetre. 

Jf.  To  obtain  the  longest  conjugate  at  the  outlet  the  full- 
flexed  dorsal  posture  is  necessary.  The  increase  promises 
to  be  from  1.5  to  2  centimetres. 

'  Annales  de  Gyn.  et  d'Obst.,  xvi.,  1894,  428. 

^  "Rapport  sur  la  Symphyseotomie,"  Internat.  Med.  Cong.  Moscow;  also 
Ann.  deGyn.,  torn,  xlviii.,  1897,  p.  253. 
3  Obstetrics,  April,  1899. 
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Trendelenburg's '  paper  of  1890  may  be  summarized  as  fol- 
lows: Elevation  of  the  pelvis  was  recommended  by  the  old 
surgeons  in  connection  with  the  taxis  for  hernia.  The  theory 
was  that  the  weight  of  the  mesentery,  assisted  by  violent 
shaking,  ought  to  set  free  the  incarcerated  loop  of  intestine. 

Fabricius  ab  Aquapendente  recommended  that  the  patient 
be  hung  up  by  the  hands  and  feet  with  pelvis  higher  than  tho- 
rax, and  that  he  should  then  be  shaken  violently.  Corvillard 
practised  complete  inversion,  hanging  his  patient  by  the  feet. 
Sharp  recommended  that  the  patient  be  placed  upon  the  back 
of  an  assistant  with  his  legs  hanging  over  the  latter's  shoulders, 
so  that  the  knee-hollows  rested  upon  them.  He  was  also  to  be 
shaken.     Ribes  recommended  a  similar  procedure. 

In  1878  Freund  placed  a  patient,  who  was  to  be  operated  on 
for  carcinoma  uteri,  in  such  a  position  that  the  pelvis  was 
higher  than  the  head. 

In  1880  Trendelenburg  began  to  use  the  position  which  goes 
by  his  name.  He  was  not  influenced  by  Freund,  but  got  his 
idea  from  Marion  Sims,  who,  in  his  well-known  position,  made 
the  vulva  the  highest  part  of  the  trunk.  As  Sims  caused  air 
to  enter  the  vagina,  Trendelenburg  wished  it  to  distend  the 
bladder  in  fistula  operations.  Later  it  was  found  of  value  in 
suprapubic  lithotomy  (1884).  In  1887  he  began  its  use  in  lapa- 
ratomy  due  to  intrapelvic  troubles. 

De  Leon  used  the  position  for  the  castration  of  women  and 
for  gynecological  exploration  (palpation  of  pelvic  organs 
through  abdominal  walls). 

In  consulting  Trendelenburg's  references"  we  find  that  he 
did  not  take  much  pains  to  look  up  the  history  of  his  position, 
as  his  references  and  notes  were  taken  bodily  from  Barde- 
lebeu's  "Chirurgie,"  fourth  edition,  vol.  iii.,  p.  775,  section  on 
hernia.  These  references  are  incomplete  and  often  give  no 
clue  by  which  they  can  be  looked  up.  The  "similar  pro- 
cedure" of  Ribes  is  as  follows: 

"Ribes  places  the  patient  at  the  foot  of  the  bed  in  such 
manner  that  the  knee-hollows  rest  over  the  shoulders  of  an 
assistant,  who  raises  the  pelvis  and  shakes  the  body  of  the 

'  "  Ueber  Blasenscheidenfisteloperationen  und  liber  Beckenbochlagerung 
bei  Operationen  inder  Bauchhohle."  Volkmann's  Sammlung,  Chirurgie, 
No.  109,  1890. 

-References  given  by  Trendelenburg:  Ribes,  Bardeleben's  "  Lehrbuch 
der  Chirurgie,"  Stli  edition,  iii.,  p.  792. 

Freund,  Samml.  Klin.  Vortrage,  No.  133. 

De  Leon,  Centralblatt  f.  Gynecol.,  1888,  No.  21. 
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patient  while  the  operator  makes  taxis."     No   reference  is 
appended  to  Ribes. 

As  for  Sharp,  there  is  no  reference  to  him  either.  He  is 
doubtless  the  renowned  English  surgeon  (eighteenth  century), 
but  in  looking  through  his  Surgery  I  find  it  only  stated  that 
"  the  buttocks  should  be  raised  considerably  above  the  head  in 
making  taxis." 

OTHER   POSTURES. 

Palmer  Dudley,  in  a  discussion  on  my  sheet  sling,'  expressed 
the  opinion  that  the  pelvic  floor  was  subjected  to  increased 
tension  from  the  full-flexed  posture,  while  the  head  was  escap- 
ing. If  Fothergill  is  right,  his  argument  applies  to  the  arched 
dorsal  as  much  as  to  the  hanging  posture. 

Potter^  presents  a  number  of  fine  cuts  tending  to  give  clear 
ideas  of  the  postures  he  describes.  The  full-flexed  dorsal,  but 
with  the  hands  above  the  head,  he  calls  the  dorsal  sacral  position. 
The  posture  with  partly  flexed  legs,  yet  with  feet  not  on  a  table, 
he  labels  the  dorsal  recumbent.  The  ordinary  posture  for  exami- 
nation, the  thighs  and  legs  flexed  and  the  feet  on  the  table,  the 
shoulders  and  head  somewhat  elevated,  he  calls  the  dorsal 
elevated.  Hegar  labels  the  latter  the  lithotomy  posture,  but 
Potter  calls  his  dorsal  sacral  the  lithotomy  posture. 

Howard  Kelly,  in  examining  the  bladder,  places  two  pillows 
under  the  sacrum  of  the  patient  lying  in  the  fully-flexed  dorsal 
posture.  He  calls  this  the  ''dorsal  position  with  elevated  pel- 
vis."^ We  might  abbreviate  his  name  for  the  posture  to 
accord  with  my  previous  suggestions  and  label  it  the  "inclined 
flexed  dorsal." 

Brothers'  emphasizes  the  value  of  posture  in  prolapse  of  the 
cord.  The  woman  being  placed  in  the  genu-pectoral  position, 
the  body  of  the  uterus  tends  to  slip  lower  than  the  cervix,  and 
the  cord,  owing  to  the  same  force  of  gravity,  tends  to  slip 
down  to  the  fundus  and  out  of  harm's  way. 

In  1894,  in  the  Jenks  prize  essay  on  prolapse  of  the  cord,  the 
author  expressed  his  opinion  that  the  dorsal  position  with  pel- 
vis elevated  would  prove  far  superior  to  the  genu-pectoral 
position,  and  added,  ''  theoretically  Trendelenburg's  position 
ought  to  be  followed  by  the  same  results." 

He  gives  a  history  of  two  cases. 

1  N.  Y.  Med.  Record,  April  5,  1890. 

^  American  Jodrnal  of  Obstetrics,  1892,  vol.  xxvi.,  p.  758. 
^  "  Operative  Gynecology,"  Appleton,  November,  1898,  vol.  i.,  p.  279. 
^  "  A  New  Postural  Method  of  Treating  Prolapsus  of  the  Umbilical 
Cord."    By  A.  Brothers.    American  Journal  of  Obstetrics,  1895,  p.  849. 
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THE  PROPHYLAXIS  AND  TREATMENT  OF  PUERPERAL  FEVER, 

WITH  REPORT  OF  THREE  CASES   OF   STREPTOCOCCUS  INFECTION  SUC- 
CESSFULLY TREATED   WITH   ANTISTREPTOCOCCUS  SERUM.' 


JOHN  F.   MORAN,   M.D., 
Obstetrician  to  Columbia  Hospital;  Clinical  Professor    of  Obstetrics,  Medical  Depart- 
ment, Georgetown  University,  Washington,  D.  C. 


(With  three  charts.) 


Modern  bacteriology  and  pathology  have  demonstrated 
conclusively  the  fallacy  of  the  previously  accepted  theory  of 
the  essentiality  of  puerperal  fever,  and  likewise  have  been  able 
to  explain  its  manifold  manifestations  by  showing  that  wound 
infection  and  puerperal  infection  are  identical  and  may  be  due 
to  a  variety  of  pathogenic  organisms. 

Pasteur  '"  in  1879  directed  attention  to  the  presence  of  chain- 
like cocci  in  the  blood  and  pus  of  abscesses  of  parturient  women. 
Doleris  in  the  following  year  confirmed  this  view,  and  since 
that  time  it  has  been  frequently  verified  by  numerous  authori- 
ties. In  1888  Brieger'*  mentioned  the  staphylococcus  as  a 
possible  cause  of  puerperal  infection,  and  his  results  were  sup- 
ported by  the  investigation  of  Doderlein,  Hagler,  and  others. 
This  variety  of  infection,  as  a  rule,  is  mild,  but  Striinckman 
has  recently  reported  a  fatal  case  in  which  the  staphylococcus 
pyogenes  aureus  was  proved  to  be  the  cause  of  death.  Von 
Franque  '^  in  1893  was  the  first  to  show  a  causal  relation  of 
the  bacillus  coli  communis  to  puerperal  sepsis.  Williams  in 
the  same  year  concurred  in  this  view  and  predicted  that 
future  investigation  would  prove  such  infection  to  be  of  fre- 
quent occurrence.  Bumm  and  Kronig  '  were  the  first  to  culti- 
vate the  gonococcus,  thereby  supporting  the  clinical  fact  that 
this  germ  is  the  frequent  cause  of  sepsis  during  the  puerperium; 
and  recently  Dobbin  ^  has  reported  a  case  of  mixed  infection 
of  the  streptococcus,  staphylococcus,  and  typhoid  bacillus, 
Blumer '  a  case  of  staphylococcus  and  typhoid  bacillus. 

Pasteur  and  Soubert"  in  1877  described  a  bacillus  of  puerpe- 
ral fever  which  they  named  septic  vibrio.     Animals  inoculated 

'  Read  before  the  Medical  and  Surgical  Society  of  the  District  of  Colum- 
bia, March  10,  1899. 
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succumbed  quickly.  Section  showed  absence  of  pus,  but  a 
well-marked  edema  of  the  connective  tissue.  The  micro-organ- 
ism grows  anaerobically,  and  is,  according  to  Tarnier,  identical 
with  Koch's  bacillus  of  malignant  edema.  Ernst  and  Kronig 
have  reported  fatal  cases  of  puerperal  sepsis  caused  by  ana- 
erobic bacteria,  and  numerous  instances  are  recorded  of  puer- 
peral diphtheria  with  a  like  result. 

Streptococcus  pyogenes  is  found  in  the  body  under  a  variety 
of  circumstances  and  is  probably  the  most  important  cause  of 
septicemia  and  pyemia  following  wounds,  of  ulcerative  endo- 
carditis, tonsillitis,  and  erysipelas.  Bacteriological  investiga- 
tion shows  it  to  be  the  most  frequent  cause  of  the  various  septic 
processes  following  labor,  and  it  may  be  found  pure  or  associ- 
ated with  other  organisms.  It  has  long  been  recognized  that 
its  manifestations  are  varied  and  that  they  depend  upon  several 
factors,  as  the  nature  of  the  organism,  the  soil,  the  dose  of  the 
virus,  and  the  place  of  entrance.  The  most  important  factors 
are  the  virulence  and  character  of  the  infecting  organism. 
"Variation  is  common  to  different  specimens  of  the  same  species. 
Under  certain  conditions  the  virulence  is  increased,  while  under 
others  it  may  be  decreased  or  attenuated.  It  may  produce 
abscess  at  point  of  inoculation,  which  may  or  may  not  become 
diffused  throughout  the  body,  or  it  may  even  cause  death 
without  the  appearance  of  any  local  change. 

According  to  Widal,'^  Bumm,''  and  Gartner,'  the  placental 
site  is  the  favorite  point  of  invasion  of  the  infecting  germ, 
either  by  way  of  the  lymphatics  or  veins,  or  both.  Yet  infection 
does  frequently  take  place  from  wounds  of  the  vagina  and 
cervix.  Widal  ""  has  demonstrated  the  identity  of  streptococcus 
infection  in  different  parts  of  the  body,  though  presenting  a 
variety  of  clinical  appearances.  Gonner  *  and  Doderlein  *  in 
1887  investigated  the  vaginal  secretion,  and  while  the  former 
obtained  negative  results  as  regards  the  presence  of  patho- 
genic organisms,  the  latter  found  numerous  pathogenic  organ- 
isms, including  streptococci.  Doderlein  *  in  1892  published  a 
monograph  on  the  vaginal  secretion,  based  upon  an  examina- 
tion of  195  cases.  He  distinguished  two  varieties  of  secretion, 
normal  and  abnormal.  The  normal  is  whitish,  thick  like 
curdled  milk,  of  an  intensely  acid  reaction,  and  containing 
almost  always  a  particular  form  of  bacillus  possessing  charac- 
teristic qualities  and  features.  The  abnormal  is  yellowish  or 
greenish,  of  creamy  consistence,  faintly  acid  or  alkaline,  and 
containing  a  great  variety  of  cocci  and  bacilli.     As  the  result 
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of  his  examination,  55.3  per  cent  had  a  normal  and  44.0  a 
pathological  secretion.  Numerous  capable  observers  have  in- 
vestigated the  subject  with  variable  results.  Menge  and  Kro- 
nig/  being  dissatisfied  with  the  discordant  views  regarding  the 
mode  of  origin  of  infectious  processes  starting  out  from  the 
vagina,  undertook  a  thorough  investigation  of  the  subject. 
Kronig,  in  an  examination  of  200  cases,  failed  to  find  patho- 
genic organisms  except  the  yeast  fungus  and  gonococci,  no 
matter  what  the  character  of  the  secretion.  He  attributed  the 
differences  in  results  of  other  observers  to  faulty  technique  in 
obtaining  cultures. 

Williams,'*  in  an  exhaustive  and  interesting  paper  on  the 
''  Bacteria  of  the  Vagina  and  their  Practical  Significance, 
Based  upon  the  Bacteriological  Examination  of  the  Vaginal 
Secretions  of  92  Pregnant  Women,'"'  gives  a  resumeof  the  work 
that  has  been  done.  From  his  survey  of  the  literature  it  is 
apparent  that  the  subject  is  not  yet  settled,  Gonner,  Thomen, 
Samschin,  Kronig,  and  Menge  being  the  only  observers  w^o 
have  not  found  streptococci  as  well  as  other  pathogenic  bacte- 
ria, while  all  other  investigators  find  them  in  varying  per- 
centage of  their  cases,  as  is  shown  by  the  following  table: 
Burckhardt  4  per  cent,  Steffeck  4  per  cent,  Doderlein  4.1  ^er 
cent,  Burguburu  8.5  per  cent,  Vahle  10  per  cent,  Witte  12.5 
per  cent,  Kottman  13  per  cent.  Winter  15  per  cent,  Williams 
20  per  cent,  Vahle  (finger)  25  per  cent,  Walthard  27  per  cent. 
In  the  examination  of  the  92  cases  according  to  the  technique 
suggested  by  Kronig,  he  only  found  staphylococcus  albus 
twice.  Williams'*  further  supplemented  his  work  by  an 
examination  of  25  women  in  the  following  manner:  He  first 
removed  with  a  platinum  needle  from  the  margins  of  the  hymen 
and  inner  surface  of  the  labia  minora  some  secretion,  then 
obtained  some  vaginal  secretion  by  means  of  Menge's  tube, 
and  immediatelj'  afterward  introduced  a  sterile  glass  speculum 
into  the  vagina  and  obtained  secretions  from  various  parts  of 
the  vaginal  wall  which  apparently  had  not  come  in  contact 
with  the  tip  of  the  speculum.  From  each  of  these  cover-glass 
and  agar  cultures  were  made  and  were  designated  vulval, 
tubal,  and  specular.  In  four  cases  he  found  the  same  organ- 
ism growing  upon  the  plates  from  each  of  the  three  varieties  of 
secretions,  and,  as  they  were  identical  with  those  that  were  in 
cover-slips  from  the  Menge's  tube,  he  concluded  that  he  had 
to  deal  with  the  original  vaginal  secretion  in  each  case  and 
that  the  tube  secretion  had  not  been  contaminated  from  the 
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vulva.  In  the  remaining  21  cases  staphylococci  (albus  or 
epidermidis  albus)  were  observed  in  the  vulvar  secretions  in  15 
cases  (00  per  cent),  in  the  specular  secretions  in  10  cases  (40 
per  cent),  and  that  they  were  uniformly  absent  from  the  secre- 
tions obtained  with  the  tube.  Colon  bacilli  were  present  in 
the  vulval  secretions  in  4  cases  and  in  the  specular  secretions 
in  2  cases.  Thus  pyogenic  bacteria  were  found  in  the  vulval 
secretions  19  times,  or  76  per  cent;  in  the  specular  12  times,  or 
48  per  cent;  and  were  entirely  absent  when  the  secretion  was. 
obtained  by  means  of  a  tube.  Further  analysis  showed  that  ii^ 
10  cases  in  which  staphylococci  were  present  in  the  specular 
secretions  they  were  likewise  present  in  8  of  the  vulval  secre- 
tions. As  the  tube-collected  secretion  was  uniformly  sterile*, 
he  feels  justified  in  holding  that  the  staphylococci  were  intro- 
duced into  the  vagina  by  means  of  the  speculum.  In  regard 
to  the  four  cases  of  colon  bacillus  which  were  observed  in  the 
vulval  secretions,  they  were  also  present  in  two  of  the  specular 
secretions,  showing  that  they  were  probably  introduced  into 
the  vagina  by  the  speculum.  He  draws  the  following  conclu- 
sions: 

First.  He  agrees  with  Kronig  that  the  vaginal  secretions 
of  the  pregnant  woman  do  not  contain  the  usual  pyogenic 
cocci,  having  found  a  staphylococcus  epidermidis  albus  only 
twice  in  92  cases,  but  never  the  staphylococcus  pyogenes  or 
staphylococcus  aureus  or  albus. 

Second.  The  discrepancy  in  the  results  of  the  various  inves- 
tigators is  due  to  the  technique  by  which  the  secretion  is  ob- 
tained. As  the  vagina  does  not  contain  pyogenic  cocci,  auto- 
infection  with  them  is  impossible,  and  when  they  are  found  in 
the  puerperal  uterus  they  have  been  introduced  from  without. 

Third.  The  gonococcus  is  occasionally  found  in  the  vaginal 
secretions,  and  during  the  puerperium  may  extend  from  the 
cervix  into  the  uterus  and  tubes. 

Fourth.  It  is  possible  but  not  demonstrated,  in  very  rare 
instances,  that  the  vagina  may  contain  bacteria  which  may 
give  rise  to  sapremia  and  putrefactive  endometritis  by  auto- 
infection. 

Fifth.  Death  from  puerperal  infection  is  always  due  to 
infection  from  without,  and  is  usually  due  to  neglect  of  aseptic 
precaution  on  the  part  of  the  physician  and  nurse. 

Sixth.  Puerperal    infection  is  to    be  avoided   by  limiting 
vaginal  examination  as  much  as  possible  and  cultivating  exter- 
nal palpation.     When  vaginal  examinations  are  to  be  made 
49 
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the  external  genitalia  should  be  carefully  cleansed  and  disin- 
fected and  the  hands  rendered  as  aseptic  as  if  for  a  laparatomy. 
Vaginal  douches  are  not  necessary  and  are  probably  harmful. 

Bumm  and  Doderlein  ^  were  the  first  to  make  experiments 
on  the  bactericidal  effect  of  the  vaginal  secretion.  They  ex- 
perimented upon  the  non-pregnant.  Doderlein  brought  into 
the  vagina  of  several  virgins  staphylococci,  and  observed  that 
the  same  had  disappeared  from  the  vagina  after  24  hours.  He 
drew  from  these  experiments  the  conclusion  that  the  so-called 
normal  secretion  contained  a  certain  bacillus  whose  acid  prod- 
ucts destroyed  the  introduced  pathogenic  organism.  He  made 
no  experiments  with  the  abnormal  secretion  of  the  pregnant, 
because  he  was  of  the  opinion  that  this  secretion  contained  not 
only  pathogenic  germs,  but  even  afforded  a  favorable  medium 
for  the  introduced  pathogenic  germs.  Kronig  ^  felt  the  neces- 
sity of  proving  the  correctness  of  these  experiments.  He  used 
pregnant  women  at  the  seventh  month  of  gestation,  and  first 
employed  the  germ  which,  so  far  as  is  known,  is  harmless  to  the 
puerpera — the  bacillus  pyocyanus — and  observed  the  natural 
bactericidal  effect  of  the  vaginal  secretion  by  the  disappearance 
of  the  same.  He  next  experimented  with  the  staphylococcus 
and  the  streptococcus.  In  26  cases  of  infection  by  the  bacillus 
pyocyanus  the  vagina  had  completely  freed  itself  in  an  average 
of  20  hours;  the  shortest  time  was  7  and  the  longest  36  hours. 
Of  the  26  cases  9  had,  according  to  Doderlein's  interpretation, 
pathological  secretion,  and  in  these  the  average  was  21.6  hours. 
In  the  experiment  with  the  staphylococci  he  found  that  they 
were  destroyed  more  quickly  than  the  bacillus  pyocyanus,  and 
the  streptococci  could  only  be  obtained  from  the  vaginal  secre- 
tion six  hours  after  their  introduction.  Kronig  further  ob- 
served in  a  series  of  cases  where  the  vagina  was  irrigated  after 
being  inoculated  with  staphylococci,  that  it  required  twice  to 
three  times  as  long  for  the  vagina  to  cleanse  itself  as  in  cases 
where  no  irrigation  had  been  practised.  Streptococci,  which 
were  ordinarily  destroyed  in  6  hours,  could  be  demonstrated 
as  long  as  30  hours  afterward  when  a  douche  had  been  given. 

Now,  to  what  is  this  bactericidal  influence  due?  As  has 
been  stated,  Doderlein  attributes  it  to  the  acid  products  of  the 
vaginal  bacillus.  Kronig  does  not  think  this  view  justifiable, 
as  he  has  observed  the  same  effect  in  neutral  and  alkaline  as  well 
as  acid  secretions.  He  beheves  that  several  factors  play  a  role, 
viz. :  1.  Chemical  substances  in  the  secretion,  probably  acids. 
2.  Antagonism  of  bacteria  living  in  the  vagina  to  imported 
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bacteria,     3,  Leucocytosis  and  phagocytosis.     4.  Lack  of  oxy- 
gen,    5,  Tissue  juices. 

From  the  foregoing  survey  of  the  literature  it  is  seen  that 
the  uterus,  under  normal  conditions,  is  sterile,  and  some  hold 
a  similar  view  regarding  the  vagina;  but  all  authorities  agree 
that  the  vulva  is  scarcely  ever  free  from  pathogenic  germs, 
and  that  it  is  almost  impossible  to  render  it  so.  We  can  read- 
ily understand,  then,  how  easy  it  is  to  infect  the  vagina  and 
uterus  by  simple  internal  examination  or  the  giving  of  a 
douche.  Further,  since  experiments  show  that  the  various 
antiseptic  douches  impair  the  natural  bactericidal  effect  of  the 
vaginal  secretion,  and  as  pathogenic  germs  are  not  destroyed 
or  diminished  in  virulence,  their  use  should  be  dispensed  with. 
The  recent  clinical  observations  of  Leopold,  Goldberg,  Zweifel, 
and  others,  of  cases  treated  with  and  without  douches,  sustain 
the  bacteriological  investigation.  Again,  if  we  compare  the 
results  obtained  in  the  lying-in  hospitals  of  Europe  before  the 
pathological  anatomy  period,  in  which  only  prophylaxis  was 
used — Vienna,  from  1786  to  1S33,  with  a  total  death  rate  of 
sixth-tenths  of  one  per  cent  in  44,858  cases;  Dublin  Rotunda 
Lying-in  Hospital,  in  ninety-three  years  from  1757  to  1849,  1.23 
per  cent;  and  the  British  Lying-in  Hospital,  during  the  same 
period,  with  a  mortality  only  two-tenths  of  one  per  cent — it  can 
hardly  be  sustained  that  the  antiseptic  treatment  has  accom- 
plished all  that  has  been  claimed  for  it. 

So  it  is  seen  that  recent  bacteriological  and  clinical  investi- 
gation are  in  accord,  and  the  antiseptic  treatment,  which  stead- 
ily gained  ground  from  the  time  that  Semmelweiss  showed  a 
causal  relation  of  cadaveric  poison  to  puerperal  sepsis,  is  gradu- 
ally giving  way  to  the  more  rational  idea  of  asepsis.  Routine 
douches  before  and  after  labor  are  being  discarded,  and  our 
attention  is  being  directed  to  the  thorough  cleansing  and  dis- 
infecting of  the  external  genitalia,  of  the  hands  of  the  physicians 
and  nurses,  instruments,  dressing,  etc.,  and  avoiding  or  re- 
stricting internal  examinations.  Such  has  been  our  practice  in 
Columbia  Hospital  for  several  years,  and  while  our  results  are 
not  ideal,  they  are  essentially  better  than  when  douches  were 
employed. 

During  the  year  1898  there  were  255  confinements  in  Colum- 
bia Hospital;  two-thirds  of  these  women  were  admitted  in 
labor.  During  the  course  of  the  year  we  had  7  cases  of  strep- 
tococcus infection,  2  of  bacterium  coli,  2  of  staphylococcus  pyo- 
genes aureus,  and  3  of  gonococci.     Every  one  of  the  cases 
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of  streptococcus  was  admitted  in  labor,  and  several  gave  a 
history  of  internal  examination  before  admission  ;  two  were 
cases  of  criminal  abortion.  The  clinical  appearances  of  these 
cases  were  varied.  The  temperature  never  rose  to  101°  but 
once  in  one  case,  and  to  100°  in  another.  Except  for  the 
custom  of  taking  cultures  on  the  third  day  after  labor,  the 
presence  of  streptococci  would  not  have  been  suspected.  In 
the  other  five  cases  they  presented  a  typical  clinical  picture 
of  septic  infection.  Two  of  the  cases  died,  and  bacteriologi- 
cal examination  showed  a  mixed  infection  with  putrefactive 
bacteria  in  each  case.  One  of  the  cases  of  staphylococcus 
pyogenes  aureus  several  times  had  an  evening  temperature 
of  104°,  but  the  pulse  never  went  above  98;  the  other  reached 
101°,  pulse  lOG.  The  two  colon  bacillus  cases  were  primiparee, 
and  both  sustained  laceration  of  the  perineum  to  the  second 
degree.  In  one  the  temperature  ranged  from  88.6°  to  103.4°, 
pulse  110,  reaching  the  latter  on  the  tenth  and  twelfth  days 
of  the  puerperium.  Intense  nervousness,  headache,  pains  in 
limbs,  and  profuse  perspira,tion  were  the  most  marked  fea- 
tures of  the  case.  In  the  second  case  the  temperature  never 
rose  above  100°,  and  the  patient  did  not  suffer  at  all.  One  of 
the  three  cases  of  gonorrhea  was  a  woman  on  whom  I  per- 
formed a  symphyseotomy.  Her  temperature  ranged  from  98° 
to  102°.  Fortunately  the  incision  made  for  exposing  the  joint 
did  not  extend  below  the  superior  margin  of  the  symphysis 
and  escaped  infection.  I  am  satisfied  that  a  more  thorough 
investigation  directed  toward  examination  for  the  gonococcus 
would  explain  the  morbidity  in  some  of  the  cases  in  which  the 
bacteriological  cultures  were  sterile. 

The  treatment  should  vary  according  to  the  character  of  the 
infection,  and  may  be  local,  with  a  view  of  removing  or  destroy- 
ing germs  at  the  point  of  infection;  or  general,  by  the  use  of 
measures  to  neutralize  the  introduced  bacteria  or  their  toxins 
and  to  fortify  the  system  in  its  struggle  against  the  infectious 
germs;  or  surgical,  to  remove  collections  of  pus  and  organs 
that  may  have  become  a  menace  to  the  welfare  of  the  patient. 
It  is  well  to  regard  every  case  of  fever  occurring  during  the 
puerperium  as  septic  until  proved  not  to  be  so  by  a  searching 
investigation.  Our  first  duty,  after  obtaining  a  history  of  the 
case,  should  be  to  make  a  careful  and  thorough  bimanual 
and  specular  examination  of  the  uterus  and  pelvic  organs.  It 
is  possible  that  the  infection  may  have  originated  from  pus  in 
the  pelvis  existing  before  labor,  due  to  pyosalpinx,  ovarian  or 
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appendical  abscess.  The  uterus  should  be  gently  explored 
with  finger  or  dull  curette  and  any  placental  debris  or  clots 
removed.  If  possible,  a  bacteriological  culture  should  be 
taken  directly  from  the  uterus,  and  then  an  intrauterine 
douche,  preferably  of  sterile  water  or  normal  salt  solution, 
should  be  given.  Abrasions  of  the  cervix  and  vagina  should 
be  treated  with  a  solution  of  chloride  of  zinc  or  compound 
tincture  of  iodine.  Should  the  bacteriological  examination 
reveal  saprophytic  infection,  the  douche  may  be  repeated  if  the 
temperature  remains  elevated  and  the  foul-smelling  discharge 
continues.  If  it  proves  to  be  a  case  of  streptococcus  infection, 
further  local  treatment  is  contraindicated,  as  it  cannot  possibly 
reach  the  organisms,  which  have  penetrated  beyond  the  reach 
of  such  measures.  If  the  infection  has  spread  into  the  broad 
ligaments,  as  may  be  manifested  by  the  extension  of  the  pain 
over  the  region  and  the  revelation  of  a  boggy  sensation  on 
vaginal  examination,  the  cellulitis  and  localized  peritonitis 
must  be  combated  by  the  application  of  the  cold  pack,  or  pref- 
erably the  rubber  coil,  to  the  lower  abdominal  region,  and  the 
giving  of  anodynes  to  relieve  pain.  General  peritonitis  will 
call  for  the  same  line  of  treatment  in  a  more  vigorous  manner. 

I  am  confident  that  the  repeated  giving  of  intrauterine 
douches  and  the  use  of  the  curette  in  streptococcus  infection  is 
decidedly  harmful.  The  danger  of  introducing  other  germs 
and  causing  a  mixed  infection  and  the  production  of  more  or 
less  traumatism  of  the  endometrium,  thereby  breaking  down 
Nature's  protective  zone  of  leucocytes  and  opening  up  new 
avenues  for  widespread  systemic  infection,  are  in  my  judg- 
ment strong  arguments  against  injudicious  local  treatment. 

For  the  surgical  treatment  it  is  impossible  to  prescribe  any 
fixed  rule  for  guidance;  the  judgment  and  skill  of  the  physician 
and  the  condition  of  the  patient  must  determine.  It  is  not  jus- 
tifiable to  open  the  abdomen  without  some  physical  reason. 
The  different  forms  of  sepsis  must  be  thoroughly  understood, 
as  the  operation  will  hardly  be  required  except  in  pathogenic 
infection.  When  the  operation  is  done  early  many  organs  are 
likely  to  be  needlessly  sacrificed,  and  if  done  late  it  will  surely 
increase  the  mortality.  When  there  is  continued  fever,  to- 
gether with  physical  signs,  operation  is  permissible;  without 
the  latter  the  general  symptoms  would  indicate  systemic  in- 
fection. Of  course,  where  there  is  pus,  be  it  in  the  pelvis, 
pleural  or  peritoneal  cavity,  or  elsewhere,  it  should  be  evacu- 
ated at  once. 
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The  general  treatment  will  embrace  stimulants,  strychnia 
and  nitroglycerin  to  strengthen  the  heart,  cold  pack  or  spong- 
ing to  reduce  the  temperature.  Antipyretics  should  not  be 
used,  as  they  depress  the  heart;  and  quinine  is  of  little  avail, 
except  in  malaria — besides,  given  in  large  doses,  it  is  apt  to 
derange  the  stomach.  Morphia  may  be  required  to  allay  pain 
and  procure  sleep.  Nuclein  and  albumose  have  been  used  for 
the  purpose  of  increasing  leucocytosis,  and,  in  conjunction 
with  normal  salt  solution  by  the  bowel  or  subcutaneously,  have 
proved  excellent  adjuvants  to  other  measures. 

During  the  past  few  years  experiments  have  been  made  to 
destroy  or  neutralize  the  streptococcus  infection  by  means  of 
the  antistreptococcus  serum.  So  far  the  statistics  have  not 
been  very  favorable.  Fry  has  collected  119  cases  treated  with 
serum,  77  cured,  42  died,  mortality  35  per  cent.  From  a  care- 
ful analysis  of  the  literature  many  of  the  failures  may  be 
accounted  for  in  one  or  more  of  the  following  ways:  first,  lack 
of  bacteriological  confirmation  of  the  character  of  the  infection; 
second,  inferior  quality  of  the  serum  employed  ;  third,  injudi- 
cious local  treatment  ;  fourth,  badly  selected  cases;  fifth,  delay 
in  the  use  of  the  serum.  It  is  important  to  determine  whether 
the  case  be  due  to  simple  streptococcus,  mixed  infection,  or 
some  other  pathogenic  organism.  Curative  effect  is  only 
claimed  for  simple  streptococcus  infection,  although  some  cases 
of  mixed  infection  are  reported  where,  after  the  use  of  local 
treatment  in  conjunction  with  the  serum,  recovery  has  fol- 
lowed. Marmorek  records  15  cases  in  which  the  serum  was 
employed,  7  of  which  were  due  to  pure  streptococcus,  and  all 
recovered;  5  were  due  to  a  mixed  infection  of  the  streptococcus 
and  staphylococcus,  2  of  which  died;  3  were  due  to  a  mixed 
infection  with  the  streptococcus  and  bacillus  coli,  and  all  died. 
The  prognosis  is,  therefore,  distinctly  more  favorable  when  the 
case  is  one  of  simple  streptococcus  infection.  In  many  cases 
the  serum  was  not  used  until  all  other  measures  had  been  ex- 
hausted and  the  patients  were  in  extremis. 

With  the  view  of  observing  the  effects  of  the  serum,  I  deter- 
mined at  the  first  opportunity  to  treat  cases  by  withholding 
local  and  general  remedies  as  far  as  consistent  with  the  wel- 
fare of  the  patient. 

Case  I. — Mrs.  A.,  age  33,  admitted  to  Columbia  Hospital 
November  7,  1898,  with  history  of  having  had  a  gush  of 
water  about  a  week  previous,  and  thinks  she  has  passed  the 
normal  period  of  gestation.     Examination  proved  the  case  to 


OF   PUERPERAL  FEVER. 


7Y5 


be  one  of  hydrorrhea  gravidarum.     She  left  the  hospital  after 
a  few  days  and  returned  in  labor  November  17,  11  p.m.     The 
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membranes  had  ruptured  five  hours  previously.     Normal  birth 
at  4.25  A.M.,  November  18,  and  placenta  followed  spontane- 
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ously  twenty  minutes  later.  No  vaginal  examination  made 
during  or  subsequent  to  labor,  but  the  assistant  supported 
the  perineum  during  the  delivery  of  the  head.  Xo  douche 
given.  Temperature  100°  for  twenty-four  hours  after  delivery. 
November  19,  9  a.m.,  temperature  98^,  pulse  72.  At  10  o'clock 
patient  had  a  severe  chill,  followed  by  a  rise  of  temperature 
to  104.2°,  pulse  128.  Had  headache  and  vomiting,  and  com- 
plained of  severe  pains  in  the  lower  part  of  abdomen;  lochia 
normal.  At  7  p.m.  temperature  103.5^,  and,  as  the  uterus  was 
high  up  and  large,  an  intrauterine  douche  of  sterile  water  was 
given  with  the  object  of  removing  any  possible  retained  clots 
or  membrane.  The  douche  returned  clear.  A  culture  of  the 
lochia  was  taken  by  the  Doderlein  tube,  and  the  bacteriological 
examination  showed  it  to  be  a  pure  streptococcus  infection .  No- 
vember 20,  9  a.m.,  temperature  102.2°,  pulse  101,  and  com- 
plained of  chilly  sensation.  Ten  cubic  centimetres  of  Marmo- 
rek'santistreptococcus  serum  were  injected  at  2  p.m.  At  7  p.m. 
temperature  101°,  pulse  122;  patient  nauseated  and  has  vomited 
several  times.  An  additional  10  cubic  centimetres  of  serum  was 
injected  two  hours  subsequently;  temperature  falling,  and  at 
midnight  was  101°,  pulse  88.  Nausea  and  vomiting  has  ceased, 
and  patient  is  in  a  profuse  perspiration  and  feeling  quite  com- 
fortable. Midday,  November  21,  temperature  98.2%  pulse  80; 
resting  quietly  and  perspiring.  At  3  p.m.  temperature  101.4°, 
pulse  86;  10  cubic  centimetres  of  the  serum  given,  and,  as  the 
temperature  was  still  rising  at  10  p.m.,  10  cubic  centimetres  more 
were  administered.  At  midnight  temperature  102.4°,  pulse  88; 
complains  of  headache  and  is  restless.  November  22,  9  a.m., 
temperature  101.8°,  pulse  90;  perspired  very  freely  after  mid- 
night; slept  very  little,  and  not  so  bright  as  on  yesterday;  10 
cubic  centimetres  of  serum  given,  and,  as  the  desired  effect  had 
not  been  obtained  at  6  p.m.,  an  additional  10  cubic  centimetres 
was  administered.  This  was  followed  by  a  gradual  decline  to 
normal  at  midnight,  attended  by  refreshing  sleep.     November 

23,  9am.,  temperature  101. G°,  pulse  90;  injected  20  cubic  cen- 
timetres. At  1  P.M.  temperature  103°,  pulse  102;  10  cubic 
centimetres  more  were  administered.  At  G  p.m.  temperature 
unchanged,  pulse  114;  gave  10  cubic  centimetres.  This  was 
followed  by  a  reduction  of  pulse  to  98,  but  no  dropping  of  tem- 
perature. At  9  P.M.  another  10  cubic  centimetres  was  given, 
and  this  was  followed  by  a  gradual  decline  of  temperature,  at- 
tended with  refreshing  sleep  throughout  the  night.     November 

24,  noon,  temperature  98.2°,  pulse  92;    10  cubic  centimetres 
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given  to  anticipate  an  evening  rise,  and  repeated  at  9  p.m.; 
10  cubic  centimetres  were  given  at  6  p.m.  November  25,  and 
a  like  amount  November  26.  Altogether  j40  cubic  centime- 
tres were  used.  I  am  satisfied  that  the  last  three  or  four  injec- 
tions were  unnecessary,  as  a  slight  continued  rise  of  temperature 
after  the  24th  was  due  to  an  abscess  forming  on  the  right  side 
of  the  abdomen  at  the  site  of  one  of  the  injections.     This  was 
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Chart  2.— Cask  II. 


freely  opened  and  bacteriological  examination  of  its  pus  showed 
presence  of  streptococci. 

Case  II. — J.  S.,  multipara;  admitted  to  Columbia  Hospital 
in  labor  December  19,  9  a.m.,  normal  birth  at  6  p.m.,  and 
placenta  delivered  spontaneously  one-half  hour  later.  No  va- 
ginal examination  made  either  during  or  after  labor  and  no 
douche  was  given.  On  the  afternoon  of  the  third  day  patient 
complained  of  chilly  sensation  and  headache,  followed  by  a  rise 
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in  temperature  to  103°,  pulse  112.     Bacteriological  examination 
of  lochia  showed  streptococcus  and  staphylococcus.     December 
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Chart  3.— Cask  III. 


23,    9   A.M.,  temperature  102.4°,  pulse  122.     Administered  10 
cubic  centimetres  of  serum,  and,  as  temperature  had  risen  to 
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103.6°  at  4  P.M.,  20  cubic  centimetres  more  were  given.  This 
was  followed  by  a  gradual  decline  to  normal  at  3  p.m.  on  the 
following  day,  and  it  never  rose  again  above  99.3°  while  patient 
was  in  hospital.  In  this  case  the  presence  of  streptococcus  had 
been  demonstrated  by  bacteriological  examination  before  the 
clinical  manifestations  of  the  disease,  and  perhaps  the  early 
exhibition  of  serum  might  explain  the  prompt  and  favorable 
influence  following  its  use. 

Through  the  courtesy  of  Dr.  Fry  I  am  permitted  to  report 
the  following  case: 

Case  III. — R.  M.,  primipara.  Was  delivered  at  Columbia 
Hospital  ISTovember  23;  normal  labor.  Culture  taken  from 
uterus  on  the  25th  shows  streptococcus  pyogenes.  At  noon  the 
fifth  day  after  birth  complained  of  chilly  sensation,  and  at  4 
p.m.  temperature  had  risen  to  102  4°,  pulse  94.  At  8  p.m.  ten 
cubic  centimetres  of  serum  were  given,  and  temperature  grad- 
ually fell  to  101.2°  at  midnight  and  remained  so  until  noon 
the  following  day.  At  this  time  ten  cubic  centimetres  of  the 
serum  were  injected;  3  p.m.,  temperature  103.8°,  intrauterine 
douche  two  percent  carbolic  acid  given;  6  p.m.,  temperature 
registered  102.4°,  the  third  ten  cubic  centimetres  of  serum 
administered,  and  temperature  gradually  declined  to  100°  in 
the  succeeding  twenty-four  hours;  6  p.m.,  November  30,  ten 
cubic  centimetres  given,  and  temperature  registered  normal 
December  1  at  the  same  hour.  The  fifth  and  last  dose  of  ten 
cubic  centimetres  was  administered,  and  patient's  temperature 
went  above  99.5°  but  once  afterward.  This  case,  in  addition 
to  the  serum,  was  given  vaginal  douches  of  sterile  water  three 
times  a  day.  With  the  exception  of  the  intrauterine  douche 
given  in  the  first  case,  neither  the  first  nor  second  case  received 
any  local  treatment. 

While  it  is  impossible  to  say  of  how  much  value  the  serum 
per  se  was  in  these  cases,  the  gradual  lowering  of  the  tempera- 
ture in  from  seven  to  twenty-four  hours,  with  a  corresponding 
reduction  and  steadying  of  the  pulse,  attended  with  profuse 
perspiration  and  a  marked  improvement  of  the  subjective  con- 
dition after  each  injection,  it  would  seem,  in  the  absence  of 
any  other  measure  being  used,  to  have  exercised  a  beneficial 
and  salutary  influence. 

In  conclusion  I  desire  to  express  my  thanks  to  Dr.  James 
C.  Carroll,  pathologist  to  the  hospital,  who  performed  the 
bacteriological  work,  and  also  to  Drs.  Mills,  Ferguson,  and 
Delaney,  who  rendered  valuable  service  in  the  care  of  patients. 

2426  Pennsylvania  avenue,  N.  W. 
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THE    OCCURRENCE    OF    THE    STREPTOCOCCUS    PYOGENES    IN 
GYNECOLOGICAL  DISEASES. 


BY 

G.  BROWN  miller,   M.D., 
Assistant  Resident  Gynecologist,  Johns  Hopkins  Hospital,  Baltimore. 


In  going  over  the  bacteriological  records  of  the  gynecological 
department  of  the  Johns  Hopkins  Hospital,  it  is  noticeable  how 
seldom  the  streptococcus  pyogenes  is  encountered  as  the  cause 
of  inflammatory  conditions.  I  have  thought  it  profitable, 
therefore,  to  collect  the  instances  in  which  this  micro-organism 
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was  met  with  at  the  original  operation,  and  to  see  what  infor- 
mation it  is  possible  to  gain  from  such  cases.  In  the  records 
kept  by  me  of  the  bacteriological  examinations  of  inflammatory- 
conditions  of  the  pelvic  structures  from  October,  1894,  to  June, 
1896,  and  again  from  October,  1897,  to  July,  1898,  I  find  a 
complete  bacteriological  examination  of  127  inflammatory  cases 
made  up  of  the  following: 

1.  Pelvic  abscesses  and  exudates. 

2.  Cases  of  pelvic  peritonitis  with  encysted  fluid. 

3.  Cases  of  sactosalpinx  (pyosalpinx  and  hydrosalpinx). 

4.  Ovarian  abscesses. 

5.  Suppurating  cysts  and  infected  myomata. 

Cases  of  appendicitis  or  general  peritonitis  following  this 
condition,  peritonitis  following  operation,  kidney,  gall  bladder, 
and  urinary  bladder  cases,  are  not  considered  in  this  paper. 

In  the  127  cases  examined  the  streptococcus  pyogenes  was 
encountered  seven  times.  The  histories  of  the  cases  are,  briefly, 
as  follows: 

Case  I. — M.  B.,  white,  age  38  years.  Admitted  February  26, 
1895,  complaining  of  pain  in  pelvis  and  of  leucorrhea.  Married 
twenty  years.  Ipara,  nineteen  years  ago;  labor  normal;  no 
definite  puerperal  sequelae  remembered;  no  miscarriages. 
Menses  regular  until  recently,  free,  dark,  clotted,  and  painful, 
the  last  period  five  months  ago.  Leucorrhea:  A  thick,  yel- 
low, copious  discharge,  the  date  of  commencement  not  remem- 
bered. 

The  Present  Illness  dates  from  two  years  prior  to  admission, 
although  she  has  not  felt  entirely  well  since  labor.  It  began 
with  pain  in  the  lower  abdomen,  accompanied  by  fever,  ab- 
dominal distension,  and  constipation.  This  attack  lasted  one 
month,  but  after  recovery  the  patient  felt  debilitated  and  suf- 
fered from  soreness  in  the  lower  abdomen.  She  had  a  similar 
attack  one  year  ago,  and  a  third  five  months  ago.  She  now 
has  constant  pain  in  the  lower  abdomen,  frequent  and  burning 
micturition,  and  painful  defecation.  Temperature  99°  F., 
pulse  100.     She  is  emaciated  and  in  poor  general  condition. 

Operation  (operator.  Dr.  Kelly). — Laparatomy.  A  pelvic 
abscess  lying  in  Douglas'  cul-de-sac,  containing  170  cubic  centi- 
metres of  thick  pus  with  a  garlicky  odor,  was  removed  along 
with  the  uterus,  tubes,  and  ovaries. 

Convalescence  was  uninterrupted. 

Bacteriological  Examination  oi  pus  showed  the  streptococ- 
cus pyogenes  and  two  unidentified  bacilli. 

Case  II.— Mrs.  M.  B.,  white,  age  50  years.  Admitted  M;ay 
5,  1896,  complaining  of  pain  in  the  lower  abdomen.  Married 
twenty-three  years.  VIpara.  Labors  normal  except  the  last 
one,  twelve  years  ago.     She  then  had  antepartum  hemorrhage, 
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and  was  instrumentally  and  prematurely  delivered.  She  was 
ill  following  labor  four  and  a  half  months.  Menses  ceased 
December,  1895;  regular  before  and  otherwise  normal.  Leu- 
corrhea:  For  two  years  has  suffered  from  an  offensive,  irritat- 
ing vaginal  discharge. 

The  Present  Illness  dates  from  the  last  labor.  For  six  weeks 
following  it  she  was  delirious,  and  for  four  and  a  half  months 
was  confined  to  her  bed.  Following  this  period  she  had  al- 
most constant  backache,  but  led  an  active  life.  Four  years 
ago  she  had  an  attack  of  severe  abdominal  pain  lasting  three 
weeks,  but  had  no  fever.  Two  years  ago  a  similar  attack.  In 
December,  1895,  she  had  an  attack  of  severe  abdominal  pain, 
with  distension,  fever,  extreme  abdominal  tenderness,  nausea, 
and  vomiting.  Although  she  feels  better,  she  still  suffers  with 
pain  and  tenderness  in  the  lower  abdomen.  General  condition 
fair.     Pulse  90,  temperature  99°  F. 

Operation  (operator.  Dr.  Kelly). — Vaginal  puncture  poste- 
rior to  cervix.  The  whole  pelvis  posteriorly  and  on  both  sides 
filled  with  a  parametritic  exudate,  giving  the  floor  of  the  pelvis 
a  bone-like  hardness.  Uterus  scarcely  to  be  distinguished  from 
masses.     One  drachm  of  pus  escaped. 

Convalescence. — Slow  improvement.  Discharged  in  six 
weeks.     Now  in  good  health 

Bacteriological  Examination. — Cover-slips  from  pus  un- 
satisfactory. Cultures  gave  a  pure  growth  of  streptococcus 
pyogenes. 

Case  III. — A.  W.,  white,  age  33  years.  Admitted  May  6, 
1896,  complaining  of  pain  in  the  abdomen.  Married  eleven 
years.  IVpara,  the  last  labor  two  years  ago;  labors  normal; 
no  puerperal  sequelae  remembered.  Two  miscarriages,  the 
last  one  being  three  months  ago  at  third  month.  Menses  are 
regular,  profuse,  painful,  and  last  five  to  seven  days.  Leu- 
corrhea:  Always  has  had  a  slight  white,  non- offensive,  non- 
irritating  vaginal  discharge. 

The  Present  Illness  dates  from  the  miscarriage,  since  which 
time  she  has  had  constant  pain  in  the  back  and  pain  and  ten- 
derness in  the  lower  abdomen.  The  pain  is  at  times  sharp  and 
severe,  and  is  worse  on  the  left  side.  Although  not  confined 
to  her  bed,  she  has  to  lie  down  most  of  the  time,  and  lies  with 
the  left  thigh  flexed  on  the  trunk.  She  has  to  stoop  when 
walking.  Has  fever  and  chilly  sensations.  Micturition  is 
painful  and  increased  in  frequency.  The  urine  is  albuminous 
and  contains  pus.  Defecation  is  painful.  She  is  anemic  and 
has  lost  flesh.     Temperature  99°  to  105°  F.,  pulse  120  to  140. 

Operation  (operator,  Dr.  Kelly). — Vaginal  puncture  of  pelvic 
abscess  (a  dense,  hard  mass  filled  the  pelvis  to  the  symphysis 
pabis,  pushing  the  uterus  in  retroposition;  infiltration  along 
the  left  side  of  the  vagina  above).  Scissors  thrust  into  abscess; 
125  cubic  centimetres  of  pus  escaped.  This  was  yellowish- 
white,  but  not  offensive.  The  abscess  cavity  extended  into 
posterior  part  of  pelvis  through  broad  ligament  on  left  side. 
Drained. 
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Convalescence. — Slow.  Patient  discharged  in  one  month, 
improved.  Heard  from  in  1899:  condition  not  improved;  sup- 
puration still  going  on. 

Bacteriological  Examination. — Cover-slips  and  cultures 
showed  the  streptococcus  pyogenes  alone. 

Case  IV. — M.  N,,  white,  age  23  years.  Admitted  December 
15,  1897,  complaining  of  "a  lump  in  stomach"  and  pain. 
Married  three  years.  Ilpara,  the  youngest  child  being  2  months 
old.  No  miscarriages.  Menses  at  fourteenth  year,  irregular 
(two  to  four  weeks),  not  very  painful.  Has  not  menstruated 
since  labor.  Leucorrhea:  A  thin,  white,  offensive  vaginal 
discharge. 

Present  Illness  dates  from  the  last  labor,  October  27,  1897. 
Pain  in  the  right  inguinal  region  followed  immediately  after 
labor,  but  she  was  soon  on  her  feet  and  doing  housework. 
Three  weeks  after  labor  she  was  seized  with  severe  pains  in  the 
right  lower  abdomen,  causing  her  to  go  to  bed.  A  swelling 
was  at  this  time  first  noticed  at  the  seat  of  pain,  and  this  has  in- 
creased in  size  along  with  increase  in  pain  ever  since,  although 
she  has  not  been  confined  steadily  to  her  bed.  Bowels  con- 
stipated; tongue  coated.     Temperature  99°  F.,  pulse  128. 

Examination. — Patient  lying  with  thigh  flexed  on  trunk  at 
an  angle  of  thirty  degrees.  Abdomen  somewhat  tympanitic. 
Tumor  mass  with  sharply  defined  margins  felt  in  right  iliac 
fossa.     It  extends  as  high  as  umbilicus. 

Operation  (operator,  Dr.  Russell). — Vaginal  puncture  at- 
tempted and  abandoned,  as  the  mass  could  not  be  reached;  an 
incision  three  centimetres  long  made  in  right  linea  semilunaris. 
The  anterior  wall  of  the  mass  was  one  centimetre  in  thickness 
and  dense.  The  mass  consisted  of  several  small  pus  cavities 
extending  from  the  right  uterine  cornu  to  the  level  of  the  um- 
bilicus. The  attempt  to  thoroughly  open  up  the  mass  caused 
the  peritoneal  cavity  to  be  invaded.  On  account  of  free  oozing 
into  the  peritoneal  cavity  a  second  incision  was  made  in  the 
linea  alba  and  oozing  was  checked  by  tampons.  Both  ova- 
ries and  left  tube  appeared  normal.  The  intestines  and  omen- 
tum were  adherent  to  the  inner  side  of  the  mass. 

Convalescence. — The  pus  cavity  healed  from  the  bottom, 
and  the  patient  was  discharged  in  six  weeks  in  excellent  con- 
dition. 

Bacteriological  Examination. — No  distinct  bacteria  seen  in 
cover-slips.  Cultures  gave  a  pure  growth  of  streptococcus 
pyogenes. 

Case  V. — R.  B.,  white,  age  31  years.  Admitted  March  31, 
1898,  complaining  of  pain  in  the  right  lower  abdomen.  Mar- 
ried nine  years.  VIpara;  youngest  child  11  weeks  old;  labors 
non-instrumental.  She  had  fever  following  the  last  labor. 
Perineum  was  torn  at  the  last  labor.  Menses  began  at  twentieth 
year,  regular,  painless,  and  moderate  in  amount.  Has  not 
menstruated  since  her  last  labor.  Leucorrhea:  Following  labor 
she  had  a  whitish  vaginal  discharge,  which  has  almost  ceased. 

The  Present  Illness  dates    from   last  labor.     Midwife  in 


Y84   miller:  the  occurrexce  of  the  streptococcus 

attendance.  Labor  natural,  but  perineum  was  torn.  Since 
labor  she  has  had  an  irregular  fever  and  pain  in  the  right  iliac 
region,  with  vomiting  and  constipation.  Patient  is  well  nour- 
ished and  of  good  color.  Heart  and  lungs  negative.  Tem- 
perature 100"  to  101°  F.,  pulse  90.  Urine  contains  a  small 
amount  of  albumin  and  pus. 

Operation  (operator.  Dr.  Russell). — Median  incision.  Ute- 
rus four  times  its  normal  size  and  firmly  fixed  in  pelvis  by 
exudates  in  each  broad  ligament.  Omentum  adherent  to  ante- 
rior surface  of  uterus  and  bladder;  loops  of  intestines  adherent 
to  fundus  uteri  behind  and  to  the  right.  Left  ovary  the  size  of 
a  lemon,  cystic,  containing  clear  fluid.  Left  tube  swollen  and 
injected,  and  adherent  to  posterior  part  of  broad  ligament. 
Right  tube  and  ovary  normal.  In  the  left  broad  ligament  in 
front  is  an  exudate  of  bony  hardness  extending  from  the 
uterus  to  the  pelvic  wall.  Right  broad  ligament  thickened, 
but  not  to  the  same  extent  as  left.  Vaginal  puncture  regarded 
as  impracticable.  An  incision  made  five  centimetres  long, 
parallel  to  Poupart's  ligament  on  left  side.  About  three  ounces 
of  thick,  yellow  pus  escaped.  The  bladder  lay  in  contact  with 
the  abscess  cavity.  The  peritoneal  cavity  was  invaded  at  the 
upper  part  of  the  abscess  cavity.  Gauze  drain.  The  perineum 
showed  a  complete  tear.  A  myoma  two  centimetres  in  diam- 
eter in  cervix.  Curettage  showed  no  retained  membranes. 
Convalescence  satisfactory.  No  evidence  of  peritonitis.  Cav- 
ity irrigated.     She  was  discharged  in  six  weeks. 

Bacteriological  Examination. — Cover-slips  showed  strepto- 
cocci.    Cultures  gave  a  pure  growth  of  streptococcus  pyogenes. 

Case  A^L  — A.  X.,  white,  admitted  May  10, 1898;  Lithuanian. 
As  neither  patient  nor  husband  spoke  any  language  other  than 
their  own,  it  was  impossible  to  obtain  a  complete  history. 

The  Present  Illness  began  with  childbirth,  March  25,  1898; 
three  days  later  she  was  taken  ill  with  chills  and  fever.  She 
was  out  of  bed  at  times, but  never  well,  complaining  of  constant 
pain  in  the  abdomen  and  of  leucorrhea.  Has  gradually  gotten 
worse.  Very  weak.  General  condition  bad.  Temperature 
103°  F.,  pulse  115.  Urine  contains  albumin  and  pus.  Heart 
and  lungs  negative. 

Examination. — Posterior  and  right  lateral  portions  of  pelvis 
filled  with  dense,  indurated  tissue.  The  body  of  the  uterus 
apparentl}'  pushed  toward  the  left  by  the  mass,  which  extends 
into  left  broad  ligament.  The  mass  is  very  irregular  and 
extends  several  centimetres  above  symphysis  pubis.  Abdomen 
distended.  Per  rectum  the  mass  is  found  pressing  on  the 
rectum,  and  in  one  place  there  is  a  fluctuating  area,  as  if  it  were 
about  to  rupture  into  the  bowel. 

Operation  (operator,  Dr.  Ramsay). — A  small  amount  of 
thin,  sero-purulent  fluid  followed  vaginal  puncture.  The  indu- 
rated tissue  on  either  side  broken  down  with  finger.  Perito- 
neal cavity  apparently  entered,  as  a  probe  was  passed  a  long 
distance  up.     Cavity  packed  with  gauze. 

Convalescence. — Twenty-four  hours  after  operation  her  tem- 
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perature  was  102°  F.  and  her  pulse  128.  These  had  gradually- 
gone  up  and  the  patient  felt  very  ill.  She  suffered  from  severe 
abdominal  pain  and  tenderness.  Respirations  shallow  and 
weak.  She  received  twenty  cubic  centimetres  of  antistrepto- 
coccus  serum,  and  after  purgation  gradually  improved  and 
was  discharged  May  31. 

Note,  May  31:  ''  Patient  has  done  wonderfully  well  during 
the  last  ten  days.  Since  May  24  her  temperature  has  been 
normal.  She  walks  about,  has  a  good  appetite,  sleeps  well, 
feels  well,  and  wishes  to  go  home."  Examination  showed 
that  the  mass  above  the  symphysis  has  entirely  disappeared. 
There  remained  a  considerable  amount  of  induration  in  the 
pelvis,  but  much  less  than  on  entrance.  Uterus  small,  in  good 
condition,  and  not  tender. 

Bacteriological  Examination. — Cover-slips  gave  chains  of 
cocci.     Cultures  gave  streptococcus  pyogenes  in  a  pure  growth. 

Case  VII. — H.  J.,  colored,  age  40  years.  Admitted  October 
18,  1897.  Married  twenty-one  years.  Ilpara;  children  12  and 
11  years  old;  no  puerperal  sequelae  remembered.  Menses  very 
irregular  for  past  three  years.  For  the  past  year  has  had  an 
almost  continuous  flow. 

The  Present  Illness  began  five  years  ago  with  pain  in  the 
left  iliac  region;  this  has  gradually  increased  in  severity. 
Menses  almost  continuous  and  profuse.  A  growing  tumor  has 
been  recently  noticed  in  the  lower  abdomen.  Frequent  mictu- 
rition. General  condition  extremely  bad.  Temperature  104^* 
F.,  pulse  13(3.  Heart,  no  murmur,  but  a  reduplication  of  the 
second  sound.  Lungs,  harsh  breath  sounds  and  dry  rales, 
otherwise  negative. 

Operation  (operator,  Dr.  Kelly). — Hystero  myomectomy. 
Sloughing  submucous  myoma.  Greatly  enlarged  uterine  cav- 
ity.    Death  during  operation. 

Bacteriological  Examination.  —  Cover-slips  of  secretion 
from  uterine  cavity  gave  streptococci  and  a  short  bacillus. 
Cultures  gave  the  streptococcus  pyogenes  and  an  unidentified 
bacillus.  There  was  probably  a  general  streptococcus  infec- 
tion, but,  as  no  autopsy  was  permitted,  this  was  not  proved. 

How  often  is  the  Streptococcus  Pyogenes  encountered  in 
Gynecological  Operations? — Satisfactory  statistics  on  this 
point  are  difficult  to  obtain,  inasmuch  as  few  writers  have  fur- 
nished results  of  bacteriological  examination  upon  all  kinds  of 
cases  of  pelvic  inflammation,  although  statistics  confined  to  cases 
of  pyosalpinx  and  hydrosalpinx  are  not  uncommon.  I  have 
collected  620  cases  from  the  statistics  of  Zweifel,  Menge,  Witte, 
Prochownik,  Hartman  and  Morax,  Martin,  and  Wertheim,  all 
of  which  except  69  were  instances  of  pyosalpinx  or  of  acute 
salpingitis;  and  of  the  whole  620,  in  only  36,  or  about  6  per 
cent,  was  the  streptococcus  proved  to  be  the  infecting  agent. 
50 
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In  our  127  cases  of  inflammatory  conditions  of  the  pelvic 
organs  the  streptococcus  was  found  in  7  instances,  or  5. 5  per 
cent,  so  that  our  figures  at  first  sight  would  correspond  nearly 
with  those  of  the  authors  just  quoted.  It  is  apparent  from 
these  figures  that  the  streptococcus  is  comparatively  rarely  met 
with  at  gynecological  operations.  Nevertheless  it  is  encoun- 
tered suflQciently  often  to  be  worthy  of  serious  consideration, 
and  the  question  naturally  arises: 

In  what  Class  of  Cases  is  it  Encountered? — Of  the  7  cases 
■given  in  the  beginning  of  this  article,  four  were  undoubtedly 
•of  puerperal  origin  and  can  be  classed  as  instances  of  puerperal 
parametritis.  In  Case  2  the  striking  sign  on  palpation  was  the 
bony  hardness  of  the  mass  filling  the  posterior  and  both  lateral 
portions  of  the  pelvis,  and  which  was  found  to  contain  only  a 
small  quantity  of  pus.  The  tubes  and  ovaries  were  not  seen, 
and  it  cannot  be  stated  whether  they  were  involved  or  not.  In 
Case  3  the  mass  filled  the  left  side  of  the  pelvis  in  the  broad 
ligament,  extended  to  the  posterior  pelvis,  and  filled  the  loose 
connective  tissue  between  the  uterus  and  bladder,  pushing  the 
uterus  into  retroversion.  It  was  likewise  of  bony  hardness  and 
contained  only  125  cubic  centimetres  of  pus.  The  tubes  and 
ovaries  were  not  seen.  In  Case  5  there  was  an  exudate  of 
bony  hardness  in  both  broad  ligaments,  containing  only  3 
ounces  of  pus.  The  left  ovary  and  the  right  tube  and  ovary 
were  not  involved,  but  the  omentum  and  intestines  were  adhe- 
rent. In  Case  6  the  posterior  and  both  lateral  segments  of  the 
pelvis  were  filled  with  dense  indurated  tissue,  and  the  mass 
extended  several  centimetres  above  the  symphysis  pubis. 
Only  a  little  sero-purulent  fluid  was  found  on  puncture  through 
the  vagina. 

In  Case  4  there  was  doubt  as  to  whether  the  infection  had 
originated  from  the  puerperal  uterus  or  from  the  vermiform 
-appendix.  The  history  favored  the  former  view.  The  mass 
extended  from  below  the  uterine  cornu  to  the  height  of  the 
umbilicus  in  the  right  side.  The  mass  consisted  of  small  pock- 
ets of  pus  in  dense  indurated  tissue.  Both  ovaries  and  the 
left  tube  were  free.  In  Case  1  the  mass  differed  in  nature 
from  those  just  described.  Here  we  had  to  deal  with  a  defi- 
nitely localized  pelvic  abscess  occupying  the  cul-de-sac  of 
Douglas.  The  streptococcus  pyogenes  was  found  here  along 
with  other  bacteria,  as  in  Case  7,  where  the  infection  occurred 
in  a  necrotic  submucous  myoma.  In  the  other  five  cases  it  was 
found  alone. 
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Although  nearly  every  trustworthy  investigator  has  found 
the  streptococcus  in  cases  of  pyosalpinx,  I  am  convinced  that 
in  cases  of  pyosalpinx  proper  this  organism  is  but  rarely  en- 
countered. In  not  one  of  such  cases  have  I  found  the  strepto- 
coccus. On  the  other  hand,  in  the  cases  of  dense  pelvic  exu- 
dates or  parametritis,  with  little  or  no  pus,  or  pus  in  pockets 
scattered  throughout  hard,  indurated  tissue,  and  in  which 
the  tubes  and  ovaries  are  not  usually  involved,  one  may  confi- 
dently expect  to  find  the  streptococcus.  In  many  of  these 
cases  the  tube  on  one  or  perhaps  both  sides  may  take  part 
secondarily  in  the  process,  and  doubtless  many  of  the  cases 
classed  as  pyosalpinx  fall  in  this  class.  Here,  of  course,  the 
micro-organism  will  be  found  in  the  tube  also.  We  may  also 
look  to  encounter  the  streptococcus  in  such  cases  as  our  Case  7, 
where  there  was  a  submucous  myoma  undergoing  necrosis, 
with  necrotic  masses  of  tumor  and  decomposing  blood  in  the 
uterus,  cervix,  and  vagina.  In  puerperal  infections  with  the 
lesions  described  above,  one  can  state  with  a  great  degree  of 
certainty  that  the  micro-organism  causing  the  infection  is  the 
streptococcus.  Of  course  not  every  puerperal  infection  is  due 
to  this  bacterium.  The  gonoQoccus,  the  staphylococcus  aureus 
and  albus,  the  colon  bacillus,  and  many  other  bacteria  have 
been  found  in  puerperal  uteri,  but  they  certainly  do  not,  as  a 
rule,  cause  the  lesions  described. 

The  Point  of  Entrance  and  Manner  of  the  Infection. — 
That  most  of  the  cases  of  inflammatory  disease  of  the  female 
genital  organs  in  which  the  streptococcus  is  the  infecting 
micro-organism  occur  in  the  puerperium  there  can  be  no  doubt. 
That  the  streptococcic  puerperal  infection  is  nothing  more  nor 
less  than  a  wound  infection  is  definitely  settled.  Hence  the 
micro-organism  can  gain  entrance  through  any  portion  of  the 
genital  tract  where  there  is  an  abrasion  of  the  surface,  be  it 
in  the  vulva,  vagina,  or  uterus.  While  the  investigations  of 
Bumm,  Widal,  and  Kronig  would  indicate  that  the  place  of 
predilection  for  the  entrance  of  the  infecting  bacteria  is  the 
site  of  the  placenta,  other  authors,  as  Von  Winckel,  Fritsch, 
Spiegelberg,  and  Birch-Hirschfeld,  think  that  the  primary  site 
of  infection  is  to  be  looked  for  in  the  cervix  or  portions  of  the 
genitalia  other  than  the  cavity  of  the  corpus  uteri.  It  seems 
also  well  established  that  while  the  micro-organisms  are 
generally  carried  in  on  the  hands  of  the  nurse  or  the  doctor  or 
on  instruments,  they  can  also  gain  entrance  by  direct  extension 
from  the  surface  of  the  body.     In  rare  cases,  perhaps,  in  which 
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there  is  an  old  localized  streptococcus  infection,  this  may  be 
lighted  up  hj  the  labor  producing  raw  areas  and  bruised  or 
necrotic  tissue. 

In  inflammatory  cases  in  which  the  original  lesion  has  been 
produced  by  some  other  micro-organism  and  in  which  there 
have  been  adhesions  to  or  rupture  into  the  intestines,  a  direct 
invasion  of  the  streptococcus  from  the  intestinal  canal  is  possi- 
ble.    Menge  has  recently  emphasized  the  fact  that  in  cases  of 
submucous  sloughing  myomata,carcinomata,  or  necrotic  polypi, 
with  dead  nutrient  material,  such    as  blood  clot  or  necrotic 
masses,  in  the  genital  tract,  the  streptococcus  can  gain  entrance, 
without  the  aid  of  external  agents,  by  direct  extension  from  the 
surface  of  the  body.     In  some  cases  operations  upon  the  genital 
tract  may  have  been  the  cause  of  the  localized  streptococcus 
infection  which  is  met  with  at  a  subsequent  operation.     This 
class  includes   abortions  instrumentally   produced.     Finally, 
one  occasionally  meets   with   localized   lesions  in  the  genital 
tract  produced  by  the  streptococcus  which  has  gained  entrance 
into  the  general  circulation  at  some  other  point.     In  such  cases 
the  patient  has  previously  had  a  streptococcus  sore  throat  or  an 
erysipelas  or  other  local  infection:  the  microbe  has  seemed  to 
select  a  ruptured  corpus  luteum  or  a  poorly  nourished  myoma 
or  cyst  as  the  point  of  least  resistance,  and  has  there  produced 
the  lesion  which  the  gynecologist  encounters.     In  my  cases 
four  were  undoubtedly,  the  fifth  probably,  of  puerperal  origin; 
one  (Case  1)  was  probably  an  extension   from  the  intestinal 
tract;  aud  in  the  remaining  one  (Case  7)  the  micro  organism 
undoubtedly  entered  through  the  vagina,  and  had  found  in  the 
cervical  canal  and  in  the  uterine  cavity  conditions  favorable 
for  its  growth  and  extension.     The  necrotic  myoma  was  thus 
invaded,  and  through  it  there  was  finally  a  systemic  infection. 
The  Route  of  Invasion. — Bumm  has  described  three  cases 
of  puerperal  fever  with  a  lymphatic  infection.     The  strepto- 
coccus was  demonstrated  by  cultures.     The  histological  exam- 
ination of  the  tissues  following  autopsy  gave  the  same  picture. 
The  endometrium  was  necrotic  in  places  and  contained  many 
streptococci.     Generally  the  muscle  lying  immediately  under 
the  endometrium  showed  a  poorly  developed  zone  of  reaction . 
In  many   places   this   was  entirely  wanting.     He  found  the 
lymph  channels,    especially   those   under  the  placental   site, 
filled  with   streptococci.     The  patients   all  died   of  purulent 
peritonitis,  and  although   he   could    not   follow  the   bacteria 
directly   through   the  lymph   channels  to  the  peritoneum,  he 
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thought  it  was  by  exteasion  through  these  paths  that  the  peri- 
tonitis occurred.  In  one  of  his  cases  a  venous  thrombus  also 
contained  cocci.  He  gives  two  cases  in  which  the  streptococci 
had  followed  thrombi  in  the  uterine  veins  to  the  peritoneal 
surface  of  the  uterus.  Widal  reports  twelve  cases  in  which  he 
made  researches  as  to  the  route  of  invasion.  He  found  in  eleven 
of  these  cases  the  bacteria  in  lymph  channels.  He  found  the 
bacteria  often  in  blood  vessels  also.  He  thought  the  lymph 
channels  were  the  route  preferred,  but  found  the  micro-organ- 
isms also  generally  in  the  blood  vessels  either  of  the  uterus  or 
of  other  organs  in  the  body.  Kronig  reports  thre  3  cases,  and 
they  are  of  such  interest  that  I  will  give  brief  abstracts  of  them: 

Case  I. — Patient  had  a  prolapsus  of  the  anterior  and  poste- 
rior vaginal  walls.  Ulcer  of  cervix  (vaginal  portion)  the  size 
of  a  ten-pfennig  piece.  The  ulcer,  in  spite  of  treatment,  would 
not  heal.  Twenty-four  hours  after  labor  there  was  a  chill, 
temperature  40.9°  C,  pulse  130;  on  the  second  day  the 
patient  had  four  chills,  pulse  170;  on  the  fourth  day  vomiting 
began,  which  increased  until  death.  The  autopsy  showed  little 
change  of  the  uterus  macroscopically;  a  slight  purulent  cov- 
ering of  the  endometrium ;  purulent  peritonitis.  Cultures 
showed  streptococcus  pyogenes.  Microscopically,  nothing  in 
cervical  tissues.  No  bacteria  in  blood  vessels,  lymphatics,  or 
in  tissues.  In  the  uterine  endometrium  (not  at  the  site  of  the 
placenta)  the  cocci  had  not  penetrated  into  the  tissues.  Bacte- 
ria were  not  found  in  the  lymphatics  or  blood  vessels  beneath 
the  zone  of  small  round  cells  which  lay  immediately  under  the 
decidua.  At  the  site  of  the  placenta  he  found  three  large 
thrombi,  which  were  infected  with  cocci.  The  cocci  had  not 
penetrated  the  vessel  walls,  the  neighborhood  of  which  showed 
small  round-cell  infiltration.  The  other  blood  vessels  and  the 
lymph  spaces  were  free  from  bacteria.  The  thrombi  lay  in  the 
decidua  beneath  the  zone  of  small  round-cell  infiltration  and 
extended  into  the  muscle,  but  apparently  did  not  reach  to  the 
peritoneal  coat  of  the  uterus.  Kronig  made  serial  sections  and 
found  numerous  purulent  thrombi  in  the  parametrium.  He 
could  not  prove  that  the  streptococci  left  the  vessels.  That  the 
bacteria  had  not  entered  the  peritoneal  cavity  through  the  tube 
was  proved  by  sections  near  the  uterine  cornu.  Although  the 
fimbriated  extremity  of  the  tube  contained  pus  and  bacteria, 
neither  could  be  found  near  the  uterine  end.  He  concludes 
that  the  bacteria  could  have  entered  the  peritoneal  cavity  only 
through  the  blood  channels,  although  he  could  not  observe 
their  direct  passage. 

Case  II. — The  cause  of  infection  here  was  the  introduction 
of  a  bougie  to  bring  on  premature  labor  on  account  of  albumin- 
ous urine  with  edema  of  the  legs  and  external  genitalia.  The 
clinical  picture  was  one  of  general  sepsis,  high  temperature, 
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rapid  pulse,  vomiting,  diarrhea,  and  loss  of  consciousneps  with 
death  on  the  fourth  day.  Histological  examination  showed  a 
condition  somewhat  similar  to  that  in  Case  1.  Here,  however, 
the  streptococci  were  found  in  the  open  as  well  as  in  throm- 
bosed vessels  of  the  uterus  at  the  site  of  the  placenta.  The 
vessels  of  the  kidney  contained  bacteria,  and  the  heart  and 
lungs  showed  signs  of  general  sepsis.  The  endometrium  of  the 
body  of  the  uterus  (not  the  placental  site)  showed  only  a  super- 
ficial inflammation,  and  the  cervix  showed  no  sign  of  inflamma- 
tory change.  Kronig  regarded  the  infection  as  having  taken 
place  by  way  of  the  blood  vessels  directly,  and  thought  the 
placental  site  to  be  the  point  of  entrance. 

Case  III. — This  was  a  case  of  phlegmasia  alba  dolens,  which 
resulted  from  an  infection  occurring  through  a  small  tear  of 
the  labium  majus.  Death  occurred  on  the  sixth  day  after 
labor,  three  days  after  the  onset  of  the  fever.  Xothing  was 
found  in  the  uterus  on  histological  examination.  The  cavity 
was  sterile.  Cultures  from  the  thigh  gave  the  streptococcus  pyo- 
genes. In  the  subcutaneous  connective  tissue,  and  following 
the  bands  of  connective  tissue  deep  into  the  muscle  and  in  the 
fat.  were  numerous  streptococci.  The  large  vessels  were  free 
from  bacteria. 

Of  my  7  cases  6  recovered;  in  the  seventh  no  careful  his- 
tological study  was  made  of  the  m3-'omatous  uterus.  The 
myoma  was  largely  necrotic,  and,  as  no  autopsy  was  held,  very 
little  information  could  have  been  obtained  by  staining  for 
bacteria  in  the  tissues.  From  the  work  of  the  authors  above 
quoted  there  can  be  little  doubt  that  the  streptococcus  gains 
entrance  into  the  human  organism  by  way  of  both  lymph  and 
blood  channels,  preferably  by  the  former.  It  may  perhaps 
enter  the  peritoneal  cavity  by  way  of  the  Fallopian  tubes, 
although  this  is  seldom  the  case. 

The  Characteristic  Lesions. — The  streptococcus  has  been 
found  in  cases  of  suppurating  tumors  of  the  pelvic  organs  and 
in  inflammatory  conditions  of  the  tubes  and  ovaries.  Bearing 
in  mind,  however,  its  route  of  invasion,  we  find  lesions  which 
may  be  regarded  as  characteristic  of  its  presence.  Where  the 
micro-organism  follows  those  lymphatics  or  thrombosed  veins 
which  lead  to  the  peritoneal  covering  of  the  uterus  or  pelvic 
viscera,  it  invades  the  peritoneal  cavity,  causes  acute  peritoni- 
tis and  generally  death.  A  chronic  general  peritonitis  is  per- 
haps never  due  to  the  streptococcus  pyogenes.  Where  the  cir- 
culating blood  is  invaded  there  ensues  a  general  infection  of  the 
whole  organism.  When  the  lymphatics  or  thrombosed  vessels 
leading  into  the  tissues  surrounding  the  uterus  are  the  routes 
of  invasion,  we  have  the  lesions  which  the  gynecologist  often- 
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est  encounters.  These  are  admirably  described  in  Winter's 
"  Grynakologische  Diagnostik"  under  parametritis.  They  were 
seen  in  live  of  our  seven  cases.  There  is,  at  first,  a  softish, 
elastic  swelling,  which,  as  absorption  goes  on,  becomes  harder, 
so  that  it  frequently  at  last  has  a  bony  consistence.  Often  there 
occurs  pus  formation,  usually  in  the  form  of  small  abscess  cav- 
ties  scattered  throughout  the  mass.  As  it  follows  the  parame- 
tritic connective  tissue,  the  exudate  may  have  various  positions 
in  regard  to  the  uterus.  It  seems  generally  to  lie  in  the  poste- 
rior and  lateral  region,  but  it  may  lie  anteriorly,  antero-later- 
ally,  or  posteriorly;  or  it  may  fill  the  whole  pelvis,  taking  in  the 
rectum  and  vagina  in  its  extension.  Again,  pushing  the  layers 
of  the  broad  ligament  upward,  it  may  form  a  large  tumor  mass 
extending  into  the  abdominal  cavity,  or,  by  extending  in  the 
retroperitoneal  tissues,  it  may  form  a  tumor  lying  on  the  pos- 
terior, lateral,  or  anterior  abdominal  wall,  not  usually  extend- 
ing above  the  umbilicus  or  across  the  median  line  In  other 
cases  it  may  cause  tumors  of  the  false  pelvis.  It  may  include 
the  upper  part  of  the  vagina  in  its  extension.  It  may  displace 
the  bladder  from  its  normal  position,  giving  rise  to  urinary 
symptoms,  or  so  constrict  the  lumen  of  the  intestine  as  to  cause 
almost  a  total  obstruction  of  the  bowel. 

The  most  important  points  in  diagnosis  are  the  history  of  the 
case,  the  intimate  connection  of  the  tumor  to  the  uterus  and 
the  neighboring  organs,  the  immobile  condition  of  the  uterus, 
and  the  bony  hardness  of  the  mass  which  is  usually  found 
when  the  patient  enters  the  gynecological  clinic.  When  sup- 
puration takes  place  the  abscess  may  burrow  in  various  direc- 
tions and  rupture  into  the  peritoneal  cavity,  bladder,  vagina, 
or  in  the  perineal,  gluteal  region,  etc. 

I  am  not  prepared  to  state  that  the  lesions  above  noted  are 
never  caused  by  any  other  bacteria,  but  the  streptococcus  is 
certainly  the  exciting  agent  in  by  far  the  large  majority  of 
such  cases.  In  the  one  hundred  and  twenty-seven  cases  exam- 
ined it  was  the  only  micro-organism  found  yvhen  the  lesions 
were  such  as  above  described. 

The  Length  of  Life  of  the  Streptococcus  in  the  Human 
Body. — I  find  in  the  literature  but  little  bearing  upon  this 
point.  Kronig  states  that  he  has  never  observed  this  organism 
in  the  endometrium  later  than  six  weeks  after  labor,  but  that 
in  a  parametritic  abscess  opened  one  hundred  days  after  labor 
he  found  the  living  streptococcus  in  the  pus.  By  referring  to 
our  cases  it  will  be  observed  that  in  Case  1  the  patient's  illness 
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began  two  years  prior  to  admission.  It  is  impossible  to  say 
just  when  the  invasion  occurred.  It  probably  came  from  the 
bowel,  but,  strange  to  say,  the  bacillus  coli  communis  was  not 
found  in  the  pus,  or  was  at  least  not  identified.  In  Case  2 
the  original  streptococcic  infection  occurred  undoubtedly  at  a 
labor  twelve  years  previous  to  admission.  Four  years,  two 
years,  and  five  months,  respectively,  before  admission  she  had 
had  what  seemed  a  lighting-up  of  her  previous  illness,  so  that 
one  may  say  with  a  fair  degree  of  certaintj^  that  the  micro-or- 
ganism bad  lived  at  least  five  months  and  possibly  for  twelve 
years.  In  this  case  there  was  only  about  a  teaspoonful  of  pus, 
although  the  pelvis  was  filled  with  a  dense  mass  of  stony  hard- 
ness. In  Cases  3,  4,  5,  and  6  the  bacteria  had  existed  in  a  con- 
dition capable  of  culture  for  eight,  eleven,  and  six  weeks, 
respectively.  In  Case  7  the  history  gives  no  indication  as 
to  the  time  of  invasion.  Taking  these  cases  in  connection  with 
those  of  Kronig,  one  may  definitely  state  that  the  streptococcus 
may  live  in  the  human  organism  for  months  and  perhaps  for 
years.  As  it  can  be  cultivated  without  the  least  difficulty  in 
these  cases,  it  can  be  regarded  as  capable  of  infecting  other 
persons.  In  this  way  the  streptococcus  shows  characteristics 
markedly  different  from  those  of  the  gonococcus,  which  lives  a 
comparative!}^  short  time  in  the  pus  cavities  which  it  forms, 
although  apparently  almost  indefinitely  in  mucous  surfaces. 

Prognosis. — It  may  not  be  amiss  here  to  say  a  word  as  to 
prognosis,  not  alone  as  to  the  life  of  the  patient,  but  also  as  to 
the  possibility  of  child-bearing.  Only  one  of  the  seven  patients 
died,  and  this  was  a  case  of  general  streptococcic  infection, 
the  woman  succumbing  under  operation.  The  others  were  dis- 
charged from  the  hospital  in  a  much  improved  condition  in 
from  two  to  eight  weeks  after  operation.  Only  three  of  the 
six  have  since  been  heard  from.  None  have  been  pregnant. 
Two  are  much  better  and  feel  well,  and  the  third  is  worse  ; 
from  her  account  it  may  be  conjectured  that  suppuration  is 
still  going  on  in  the  pelvis.  Dr.  Charles  P.  Noble  reports 
15  cases,  which,  from  the  histories  and  description  of  the 
lesions,  were  probably  most  of  them  cases  of  streptococcus  in- 
fection. No  bacteriological  examinations  were  reported.  All 
recovered  and  eight  of  the  women  have  since  been  pregnant. 
Pregnancy  frequently  occurs  after  a  streptococcic  parametritis 
when  the  tubes  and  ovaries  are  not  involved  in  the  process. 

In  four  of  the  six  patients  who  recovered  the  peritoneal 
cavity  was  invaded  at  the  time  of  operation,  but  in  only  one  of 
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these  did  symptoms  of  peritonitis  develop.  The  symptoms  in 
this  case  subsided  in  fromforty-eight  to  seventy- two  hours,  and 
the  patient  recovered  rapidly  and  was  discharged  "wonder- 
fully improved  "  in  two  weeks.  We  know  that  where  virulent 
streptococci  in  minute  quantities  are  introduced  into  the  peri- 
toneal cavity  most  patients  quickly  succumb  to  peritonitis. 
Why,  then,  did  these  patients  recover  so  rapidly  and  show  no 
grave  signs  of  peritonitis  ?  We  can  conceive  of  two  answers. 
One  is  that  the  bacteria  were  not  of  the  most  intense  virulence, 
and  the  second  is  that  the  patients  were  to  a  certain  extent  im- 
mune. In  considering  the  first  supposition,  we  know  that  in  a 
large  majority  of  the  cases  where  there  is  a  streptococcus 
endometritis  following  labor  the  patients  recover,  frequently 
without  signs  of  transport  of  the  micro-organism  elsewhere. 
This  is  shown  by  the  statistics  of  both  Kronig  and  Williams. 
In  these  cases  we  can  only  say  that  the  fight  between  the 
human  organism  and  the  bacteria  ends  favorably  for  the 
former.  The  test  of  virulence  of  the  streptococcus  is  noto- 
riously uncertain  in  animal  inoculation,  but  we  know  by  clini- 
cal experience  that  an  infection  which  proves  rapidly  fatal  in 
a  woman  suffering  from  carcinoma.  Bright^s  disease,  etc., 
would  in  a  strong,  healthy  individual  be  comparatively  harm- 
less. It  is  impossible,  therefore,  to  state  positively  that  in 
these  cases  the  bacteria  were  without  virulence.  It  may  be 
that  by  a  long  residence  in  the  individual  they  had  to  a  certain 
degree  grown  harmless.  With  regard  to  the  second  supposi- 
tion, that  the  patients  were  to  a  certain  extent  immune,  it  may 
be  said  that  by  injecting  small  quantities  of  streptococci  re- 
peatedly in  susceptible  animals  it  is  claimed  that  the  animals 
finally  become  to  a  large  degree  immune  to  this  micro-organ- 
ism. This  is  probably  due  both  to  the  toxins  produced  and  to 
the  increased  number  of  leucocytes  in  the  blood  called  forth  by 
such  injections.  Both  of  the  above  conditions — i.e.,  the  dimi- 
nution in  virulence  of  the  micro-organism,  and  the  partial 
immunity — may  have  operated  to  protect  the  peritoneal  cavities 
of  the  four  women  from  the  ravages  of  the  streptococcus. 

Treatment. — I  will  not  attempt  to  say  anymore  of  the  treat- 
ment than  to  give  the  indications  for  operation.  As  the  exu- 
date begins  usually  in  the  true  pelvis,  it  should,  when  possible, 
be  approached  from  the  vagina,  and  the  peritoneal  cavity 
should  not  be  invaded.  Of  course  where  the  diagnosis  is  not 
certain  an  exploratory  laparatomy  is  often  necessary.  Where 
it  is  impossible  to  reach  the  mass  from  the  vagina  the  incision 
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should  be  into  it  where  it  lies  in  contact  with  the  abdominal 
wall.  Incision  or  puncture,  with  a  free  opening  up  of  the  mass 
with  the  fingers  or  by  blunt  dissection  followed  by  free  drain- 
age, is  always  indicated.  In  Case  6  there  was  no  pus,  but  by 
this  method  of  treatment  the  mass  quickly  decreased  in  size 
and  the  patient  was  discharged  greatly  improved  in  two  weeks. 
Excision  of  the  tubes,  ovaries,  or  uterus  is  rarely  indicated. 
Where  the  uterine  appendages  are  removed  for  a  streptococcic 
parametritis,  that  more  harm  is  done  than  good  is  self-evident. 


SOME   CONSIDERATIONS   ON  GONORRHEA  IN    THE   FEMALE.' 


E.   E.  MORSE,   M.D., 
Washington,  D.  C. 


It  is  not  my  intention  to  enter  into  a  detailed  consideration 
of  this  affection,  but  rather  to  present  some  facts  which  may 
serve  to  reawaken  the  professional  mind  to  the  serious  cha,rac- 
ter  of  the  disease  and  the  important  part  it  plays  in  the  disor- 
ders of  the  female  sex. 

Gonorrhea  has  been  long  and  widely  recognized  as  a  disease 
among  men.  So  common  is  it  that  it  has  come  to  be  considered 
as  a  trifling  matter,  a  sine  qua  non  of  virility.  Sanger  says 
fully  eighty  per  cent  of  the  German  army  have  gonorrhea;  and 
while  these  figures  may  be  considerably  less  in  civil  life,  it  is 
unquestionably  true  that  a  large  majority  of  men  are  victims 
of  a  specific  urethritis  at  some  period  of  their  life. 

With  these  facts  before  us  it  would  not  be  surprising  to  find 
a  correspondingly  high  prevalence  of  the  disease  among 
women.  The  contrary  is,  I  think,  however,  the  popular 
though  erroneous  opinion.  It  has  been  stated  by  a  distin- 
guished authority  on  the  diseases  of  women  that  fully  one- 
eighth  of  all  gynecological  cases  are  caused  by  gonorrhea. 
Taylor,  studying  the  subject  from  a  venereal  standpoint,  con- 
firms these  figures,  but  it  is  to  Noeggerath  that  we  owe  our 
knowledge  of  the  importance  of  gonorrhea  in  the  female,  he 
being  the  first  to  draw  attention  to  the  subject.  He  very  truly 
says  that  it  is  not  always  an  easy  matter  to  state  whether  a 

'  Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
January  6,  1899. 
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catarrhal  inflammation  of  the  female  genital  tract  is  due  to 
gonorrhea  or  not.  A  simple  microscopical  examination  of  the 
secretion  is  not  sufficient.  The  presence  of  the  gonococcus 
proves  that  the  disease  is  gonorrhea,  but,  on  the  other  hand,  its 
absence  is  not  conclusive  proof  that  its  nature  is  non- gonor- 
rheal and  non-contagious.  So  common  is  it  to  find  a  leucor- 
rheal  discharge  in  women,  usually  of  long  standing,  that  the 
patients  pay  little  or  no  attention  to  its  existence,  and  the  phy- 
sician himself  in  many  instances  attributes  it  to  other  than 
a  gonorrheal  source.  Even  in  endeavors  to  diagnose  the  real 
nature  of  the  disease  two  or  three  examinations  may  be  neces- 
sary before  the  characteristic  diplococcus  is  discovered.  The 
custom  which  many  women  have  of  taking  douches,  especially 
before  paying  or  receiving  a  visit  from  their  doctor,  adds  to  the 
difficulty.  Were  it  possible  to  take  the  necessary  steps  in 
every  case  to  demonstrate  the  presence  of  the  gonococcus,  we 
would  find  in  many  instances  the  so-called  leucorrheal  dis- 
charges were  of  a  specific  character  and  correspondingly  dan- 
gerous. In  the  New  York  Medical  Journal  of  October  30, 
1897,  Van  Schaick  gives  an  interesting  table  of  sixty- five  cases 
examined  for  gonorrhea.  The  women  were  all  married  and  be- 
longed to  the  thoroughly  respectable  class.  In  seventeen  cases, 
or  twenty  per  cent,  gonococci  were  found.  In  many  of  the 
cases  two  or  three  examinations  were  demanded.  In  all  of  the 
cases  the  women  complained  of  whites.  Few  suffered  pain, 
or  symptoms  which,  as  a  rule,  are  characteristic  of  the  acute 
disease,  the  reason  being  that  in  women  gonorrhea  rapidly 
becomes  subacute  or  chronic. 

The  exciting  cause  of  gonorrhea  is  the  diplococcus  of  Neis- 
ser.  This  germ  is  found  in  the  gonorrheal  discharges,  lodged 
within  the  pus  cells,  and  this  is  its  characteristic  feature. 
More  than  thirty  different  organisms  have  been  found  in  the 
genital  tract,  of  which  the  gonococcus  is  the  most  generally 
present  of  the  common  suppurating  organisms.  As  a  rule, 
demonstrated  by  Kronig,  pathogenic  germs  do  not  flourish  in  a 
healthy  vagina. 

Gonorrhea  is  usually  communicated  by  impure  coitus,  but 
it  may  be  conveyed  indirectly  by  instruments,  etc.,  as  in  the 
case  of  children.  The  inflammatory  changes  produced  by  the 
gonococcus  are  primarily  a  catarrh  of  the  mucous  membranes. 
It  has  been  found,  however,  that  the  deeper-lying  tissues  are 
later  on  involved,  which  ultimately  leads  to  a  permanent  alter- 
ation in  structure;  and,  further,  that  the  gonorrheal  poison  is 
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capable  of  producing,  by  absorption,  change  in  organs  remote 
from  the  original  seat  of  trouble.  Inflammation  of  the  men- 
inges, of  the  pericardium  and  the  endocardium,  and  of  the 
joints  have  been  traced  to  the  activities  of  the  gonococcus  of 
Neisser.  Sanger  says:  "  In  many  cases  of  gonorrhea  the  dis- 
ease has  not  ceased  with  the  disappearance  of  the  gonococci, 
and  the  inflammatory  processes  consequent  upon  the  entrance 
of  the  gonococci  into  the  tissues  may  persist  after  the  gono- 
cocci have  disappeared,  as  a  chronic  inflammatory  process  that 
ultimately  leads  to  the  formation  of  scar  tissue,  and  also  as 
an  apparently  reoccurring  diseased  condition  in  the  form  of 
an  acute  exacerbation  of  the  existing  chronic  inflammation." 
This  is  the  residual  or  latent  gonorrhea. 

The  caaditions  produced  by  the  virulence  of  a  gonorrheal 
inflammation  are  numerous  and  varied,  and  include  alterations 
in  the  structure  of  the  urethra.  Urethral  caruncle  is  not  an 
infrequent  result.  The  glands,  especially  the  vulvo-vaginal 
glands,  early  become  involved,  and  from  the  presence  of  pus 
within  them  serve  as  prolific  sources  of  contagion — persistent 
whites,  changes  in  the  vagina  resembling  senile  vaginitis, 
stricture  of  the  internal  os  with  consequent  dysmenorrhea, 
changes  in  the  tubes  and  ovaries. 

The  anatomical  structure  of  the  female  genitalia  is  such  as 
to  favor  the  rapid  extension  of  a  virulent  inflammation  when 
once  established,  hence  gonorrheal  inflammations  of  the  ure- 
thra, vagina,  vulva,  cervix,  uterus,  tubes,  and  peritoneum. 
In  nearly  all  cases  the  urethra  is  early  involved,  with  conse- 
quent pain  on  micturition.  Next  to  the  urethra  the  cervix  is 
the  most  common  seat  of  the  gonococcus.  It  is  estimated  that 
ninety  per  cent  of  all  cases  of  gonorrhea  are  of  the  cervix. 
The  inflammation  may,  and  in  many  instances,  fortunately, 
does,  stop  at  the  internal  os.  A  gonorrheal  cervicitis  or  endo- 
cervicitis  is  usually  of  the  subacute  or  chronic  form,  without 
local  or  general  symptoms  of  general  significance.  On  inspec- 
tion the  cervix. will  in  many  cases  be  found  red  or  eroded. 
The  discharge  may  vary  little  in  appearance  from  the  normal, 
healthy-looking  mucus  found  in  the  normal  cervix,  yet  micro- 
scopical examination  will  reveal  the  presence  of  the  gonococci. 
The  germs  apparently  lie  deeply  in  the  tissues  and  at  the 
menstrual  epoch  come  to  the  surface.  This  is  the  probable 
explanation  of  the  frequency  of  contagion  just  before  and  after 
the  menses.  Contrary  to  the  general  opinion,  the  vagina  is 
not,  as  a  rule,  the  seat  of  a  primary  infection.     The  flat  pave- 
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ment  epithelium  of  the  vulva  and  vagina  offers  a  safe  barrier 
to  the  entrance  of  the  germs,  except  in  the  cases  of  young  chil- 
dren. Gronorrheal  pus  has  been  kept  in  contact  with  the  vagi- 
nal walls  twelve  hours  without  result.  When  a  specific 
vaginitis  is  set  up  it  is  usually  secondary  to  a  cervicitis.  .  It 
occurs  in  patches,  as  a  rule,  more  frequently  round  the  poste- 
terior  fornix;  is  accompanied  in  early  stages  by  a  sense  of  heat 
and  some  elevation  of  temperature.  The  introduction  of  the 
speculum  causes  pain.  Vulvitis  is  rarely  observed,  other  than 
in  girls  and  very  young  women;  when  occurring  it  is  usually 
an  extension  of  a  pre-existing  cervicitis  or  vaginitis.  If  the 
discharge  be  profuse  a  distressing  pruritus  follows,  and  condy- 
lomata may  ultimately  be  formed.  The  gonorrheal  pus,  lurk- 
ing in  the  glands  of  the  vestibule,  often  lingers  for  months  and 
serves  as  a  potent  cause  of  contagion.  When  once  the  gono- 
coccus  has  obtained  a  footing  in  the  cavity  of  the  uterus  exten- 
sive mischief  results.  The  metritis  and  endometritis  is  of  a 
virulent  type,  with  profuse  discharge.  The  great  danger  in  a 
specific  inflammation  of  the  endometrium  is  not,  however,  so 
much  in  the  direct  injury  to  that  structure  as  in  its  extension 
to  the  appendages.  Involvement  of  the  tubes  and  ovaries  in 
gonorrhea  is  by  all  means  the  most  serious  complication  of  this 
disease.  It  not  only  finds  in  the  Fallopian  tube  a  favorable 
locality  in  which  to  run  riot,  causing  great  suffering  to  the 
unfortunate  victim,  but  in  the  majority  of  cases  leads  to  perma- 
nent ill  health  and  sterility.  Wertheim,  in  1892,  showed  from 
a  scientific  point  of  view  that  the  gonococcus  was  the  cause  of 
pyosalpinx.  Proper  culture  methods  demonstrate  the  presence 
of  the  germs  in  twenty  per  cent  of  all  cases.  In  a  series  of  116 
cases  the  gonococcus  was  found  in  32,  in  72  the  pus  was  sterile, 
and  in  12  various  organisms  were  present.  Since  1892  other 
investigators  have  confirmed  his  observations.  It  seems  to  be 
clear  that  the  gonococcus,  after  a  varying  period  of  activity, 
loses  its  virulence  and  dies  out. 

The  correct  diagnosis  of  gonorrhea  in  women  is  a  matter  of 
great  importance  and  no  small  difficulty.  The  presence  of  the 
gonococcus  in  a  suspected  discharge  settles  the  question  con- 
clusively. The  difficulty,  however,  does  not  lie  in  such  cases. 
Unfortunately  there  are  a  great  number  of  cases  of  gonorrhea 
in  women  in  which  the  presence  of  the  gonococcus  cannot  be 
demonstrated,  and  yet  from  these  patients  an  undoubted  gonor- 
rhea is  conveyed.  How  shall  these  apparent  discrepancies  be 
explained  ?     There  is  never  any  difficulty  in  finding  the  gonococ- 
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cus  in  acute  cases.  In  old  chronic  cases,  however,  examinations 
are  negative.  Wertheim,  who  has  made  this  matter  one  of 
special  study,  contends  that  only  young  gonococci  are  stained 
by  aniline  colors,  the  old  cultures  not  imbibing  the  staining 
fluid.  He  says:  ''The  old  gonococci  lose  their  typical  forms 
and  thus  changed  are  no  longer  recognizable  as  gonococci. 
They  become  granular  spheres,  variable  in  size  and  indefinite 
in  outline."  Examinations  of  the  same  subject  conducted  from 
time  to  time  with  negative  results  have,  when  made  near  the 
menstrual  epoch,  revealed  the  presence  of  gonococcus.  To  ar- 
rive at  a  positive  diagnosis,  while  a  bacteriological  examination 
is  highly  desirable,  it  is  nevertheless  not  always  attainable. 
In  such  instances  a  careful  study  of  the  case,  and,  when  avail- 
able, the  examination  of  the  husband — if  such  an  individual 
exists — will  suffice  to  furnish  the  necessary  data  on  which  to 
base  a  diagnosis.  Ophthalmia  neonatorum,  small  ulcers,  con- 
dylomata, vulvitis,  urethritis,  affections  of  the  joints,  and  sup- 
purating tubes  are  all  links  in  the  chain  of  evidence. 

In  conclusion  it  may  be  said  there  are  few  diseases  common 
to  both  men  and  women  which  are  capable  of  causing  more 
extensive  injury  than  gonorrhea.  A  disease  which  is  the 
direct  cause  of  years  of  suffering  and  invalidism  to  hundreds 
of  women,  which  practically  unsexes  them  by  sterility,  or 
inflicts  upon  their  offspring  the  loss  of  sight,  is  one  which  is 
deserving  the  most  serious  consideration  at  the  hands  of  the 
medical  profession.  Its  character  should  not  be  overlooked. 
Its  presence  should  be  recognized,  and  every  means  adopted  to 
prevent  its  spread  and  to  minimize  its  baneful  effects. 


A   CASE  OF  SYMPHYSEOTOMY. 


JOHN  F.   MORAN,  M.D., 
Obstetrician  to  Columbia  Hospital;   Clinical  Professor  of   Obstetrics,  Medical  Depart- 
ment, Georgetown  University,  etc.,  Washington,  D.  C. 


Emma  G.,  admitted  to  Columbia  Hospital;  age  21;  primi- 
para.  Labor  began  November  13.  Membranes  ruptured 
spontaneously  at   9:20  p.m.;  pains  strong,  regular,  but  ineffec- 

1  Read  before  the  Medical  Society  of  Washington,  D.  C,  January  18, 
1899. 


moran:  a  case  of  symphyseotomy.  ^^99 

tual.  A  vaginal  examination  at  11  a.m.,  November  14,  re- 
vealed a  contracted  anterior- posterior  diameter,  with  a  relatively 
large  head  presenting  at  the  superior  strait  with  occiput  to 
the  left.  The  cervix  was  soft,  yielding,  and  dilated  to  about 
two  inches  in  diameter.  Pelvic  measurements  were  as  follows : 
Between  anterior  superior  spines,  21  centimetres;  between 
crests,  23  centimetres;  external  conjugate,  15  centimetres;  left 
oblique,  17  centimetres;  right  oblique,  18  centimetres;  circum- 
ference of  pelvis,  68  centimetres;  true  conjugate,  8  centimetres 
(estimated). 

The  case  was  deemed  a  suitable  one  for  symphyseotomy, 
but  the  member  of  the  staff  consulting  was  of  the  opinion  that 
the  high  forceps  operation  might  suffice.  Repeated  and  inef- 
fectual attempts  to  engage  the  head  in  the  superior  strait  by 
means  of  the  axis-traction  forceps,  and  the  fact  that  the  patient 
had  been  in  labor  nearly  twenty-four  hours,  convinced  me 
that  the  safety  of  mother  and  child  demanded  operative  inter- 
ference. 

An  incision  was  made  extending  from  two  inches  above  to 
one-half  inch  below  the  superior  margin  of  the  symphysis. 
The  tissues  were  carefully  separated  by  the  finger  to  the  extent 
of  an  inch  on  either  side  of  the  joint  anteriorly  and  posteriorly, 
a  plate  inserted  under  the  posterior  surface,  a  metallic  catheter 
placed  in  the  urethra  and  held  to  one  side  by  an  assistant,  and 
the  anterior  surface  of  the  joint  thoroughly  exposed  by  a 
retractor  in  the  lower  angle  of  the  wound.  The  joint  was 
severed  from  before  backward  by  means  of  an  ordinary  scalpel 
and  permitted  a  separation  of  the  joint  of  about  five  centimetres 
(two  inches).  The  axis- traction  forceps  was  applied,  careful 
and  intermittent  traction  being  made  in  order  to  gradually 
dilate  the  cervix.  The  head  was  finally  brought  down  to  the 
inferior  strait,  the  axis-traction  forceps  removed,  and  the  deliv- 
ery  of  the  live  child  completed  with  the  short  forceps. 

Careful  examination  showed  a  bilateral  laceration  of  the 
cervix,  the  vagina  and  the  urethra  were  uninjured,  and  the 
perineum  torn  to  the  first  degree.  There  was  considerable 
venous  oozing  at  the  inferior  margin  of  the  symphysis,  which 
was  readily  controlled  by  packing  with  iodoform  gauze.  The 
pubic  bones  were  easily  approximated  and  kept  in  apposition 
by  strips  of  adhesive  plaster  encircling  the  pelvis  and  supple- 
mented with  a  well-fitting  binder.  The  muscles  and  fascia 
were  sutured  with  catgut,  and  skin  incision  closed  with  silk- 
worm gut.     The  gauze  packing  was  removed  on  the  second  day 
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and  dressing  and  bandages  renewed.  Sutures  removed  on  the 
teath  day;  primary  union  throughout.  The  advantage  of  the 
short  incision  as  advised  by  Morisani  was  well  demonstrated 
in  this  case,  as  the  subsequent  history  showed  patient  to  be 
suffering  with  gonorrhea.  If  the  so-called  open  method  of 
exposing  the  entire  extent  of  the  joint  by  an  incision  of  several 
inches  extending  to  or  beyond  the  clitoris  had  been  done,  the 
infection  of  the  wound  could  hardly  have  been  averted. 

An  examination  at  the  end  of  the  third  week  showed  that 
the  joint  had  united.  Patient  was  permitted  to  sit  up  and 
walk  about  the  ward  during  the  sixth  week,  and  did  not  expe- 
rience the  least  discomfort  or  inconvenience. 

The  measurements  of  the  child's  head  taken  twenty-four 
hours  after  birth  showed  a  biparietal  diameter  of  10  centi- 
metres, occipito-mental  14  centimetres,  occipito  frontal  13 
centimetres.  The  relative  measurements  of  the  child's  head 
and  mother's  pelvis  prove  conclusively  that  delivery  could  not 
have  been  effected  with  forceps  or  by  version  without  endan- 
gering the  life  of  the  child  and  probable  serious  injury  to  the 
mother. 

3426  Pennsylvania  avenue,  N.  W. 


INTESTINAL  OBSTRUCTION  FROM  ASCARIDES. 


BY 

BASIL  M.  TAYLOR,  M.D., 
Greensburg,  Ky. 


Fortunately  obstruction  from  ascarides  is  very  rare. 
When  such  a  condition  does  exist  early  surgical  aid  is  the  only 
relief  for  the  patient.  When  the  mass  is  large  enough  to  cause 
obstruction  anthelmintics  and  purgatives  can  do  little  good. 
Unlike  obstruction  from  fecal  matter,  there  can  be  no  possi- 
bility of  liquefaction  and  expulsion,  but  cathartics,  by  increas- 
ing intestinal  secretions,  possibl}'  increase  the  trouble  by 
mingling  contents  of  the  bowel  with  the  mass. 

One  Saturday  afternoon  in  last  May  a  gentleman  came  to 
my  office  and  asked  what  to  give  his  boy  (5  years  old)  to 
act  on  his  bowels.     He  said  that  he  had  given  him  a  dose  of 
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calomel  and  santonin  the  day  before,  but  it  had  acted  only 
once  and  he  had  passed  two  worms.  I  directed  him  to  give  an 
enema.  He  did  so,  and  during  Saturday  thirty-six  ascarides 
were  expelled,  several  crawling  from  the  anus. 

I  saw  the  boy  Sunday  afternoon,  the  third  day  after  taking 
the  anthelmintic.  His  temperature  was  99^°  F.,  pulse  110  and 
regular  in  force  and  rhythm.  He  was  suffering  at  times  with 
severe  pain  in  the  umbilical  region.  Upon  examination  I 
found  a  mass  extending  from  the  cecum  across  above  the  um- 
bilicus down  into  the  left  inguinal  region.  The  mass  was 
doughy  in  character  and  seemed  to  be  about  one  and  a  half 
inches  in  diameter.  There  was  no  vomiting,  and  there  was 
not  complete  obstruction,  as  castor  oil  taken  by  the  mouth 
had  appeared  in  the  evacuations.  I  could  feel  nothing  per 
rectum  except  the  tumor  above.  I  explained  to  them  that  the 
trouble  was  a  serious  one,  and,  unless  relief  came  that  day  from 
enemata,  I  would  operate.  I  thought  perhaps  the  tumor 
might  be  the  colon,  and  directed  them  to  give  several  enemata 
during  the  day.  Nothing  was  accomplished  except  that  several 
ascarides  crawled  from  the  anus  that  day. 

I  saw  him  again  the  next  day.  There  was  no  change  in  the 
tumor,  but  his  pulse  was  120  and  temperature  100°.  No  vom- 
iting, but  the  pain  was  more  severe.  I  advised  an  operation, 
but  it  was  refused.  His  condition  grew  worse,  and  on  Wed- 
nesday, the  sixth  day,  they  asked  me  to  operate.  His  tem- 
perature was  100°,  pulse  140.  I  informed  the  family  that  they 
had  waited  too  long,  but  I  would  give  the  boy  his  onl}^  chance. 
At  noon  Wednesday  I  opened  the  abdomen  over  the  region  of 
the  appendix.  As  the  abdomen  was  so  distended,  I  could  feel 
the  tumor  only  at  the  appendix.  I  found  about  two  feet  of 
the  ileum  inflamed  and  edematous,  but  there  was  no  general 
peritonitis.  I  opened  the  gut  and  delivered  sixty-six  ascarides, 
making  in  all  passed  one  hundred  and  two.  The  gut  was,  I 
feared,  damaged  beyond  repair,  but  I  hoped  that  the  removal 
of  the  irritation  would  permit  it  to  recover  from  the  inflam- 
mation. The  boy's  condition  would  not  allow  time  for  resec- 
tion, and  I  was  afraid  to  use  Murphy's  button,  thinking  there 
might  be  more  ascarides  above  and  that  they  would  obstruct 
the  opening  in  the  button.  I  closed  the  opening  in  the  gut 
carefully,  and,  after  flushing  out  the  cavity,  the  abdomen  was 
closed  without  drainage. 

There  was  considerable  shock,  but  he  rallied  well,  and 
51 
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seemed  much  improved  the  day  following  the  operation.  His 
pulse  was  120,  temperature  99^°.  This  condition  was  main- 
tained for  twenty-four  hours,  when  he  grew  worse,  and  died 
on  the  third  day  following  the  operation.  I  was  out  of  town 
when  he  died,  and  do  not  know  v/hat  caused  the  fatal  ending. 


TRANSACTIONS    OF    THE    GYNECOLOG-ICAL 

AND    OBSTETRICAL    SOCIETY    OP 

BALTIMORE. 


Meeting  of  March  U,  1899. 
The  Vice-President,  T.  S.  Cullen,  M.D.,  in  the  Chair. 

Dr.  Edward  P.  Davis,  of  Philadelphia,  read  a  paper  on 

THE  TREATMENT  OF  LABOR  IN  ABNORMAL  PELVES.' 

Dr.  Kelly. — It  is  a  pleasure  to  congratulate  Dr.  Davis  on 
his  admirable  work,  and  particularly  pleasant  to  note  that  it 
falls  in  line  with  the  excellent  work  that  is  being  done  by  Dr. 
Williams  in  the  Hopkins  Hospital,  and  I  think  Dr.  Neale  also 
bears  out  these  statements  as  to  the  frequency  with  which  de- 
formed pelves  are  met  with  in  this  country.  It  is  interesting 
to  compare  Dr.  Davis'  statement  with  that  of  Dewees  in  1889, 
and  from  which  the  idea  gained  great  prevalence  in  Europe 
that  deformed  pelves  were  not  found  in  this  country.  The 
opinion.  I  think,  must  have  been  formed  from  a  stud}^  of  the 
aborigines. 

The  work  done  by  Dr.  Davis,  particularly  in  the  line  of  esti- 
mating the  relation  between  the  container  and  the  contained, 
the  birth  canal  and  the  body  to  pass  through  it,  is  refreshing 
to  obstetricians.  I  well  remember  in  mj^  earlier  days  in  Phila- 
delphia, when  I  had  the  pleasure  of  doing  several  successful 
Cesarean  sections,  the  first  successful  ones  for  fifty-one  years,  a 
number  of  friends  were  inflamed  with  the  ardor  to  do  the  same 
thing  I  was  called  to  see  a  woman  with  contracted  pelvis 
upon  whom  it  was  proposed  to  do  a  Cesarean  section.  I  found 
the  head  well  down  in  the  canal,  and  Dr.  Parish,  who  was  also 
invited  to  be  present,  concurred  in  my  opinion  that  the  patient 
might  get  through  without  an  operation.  A  little  later  I  re- 
ceived a  courteous  note  from  the  attending  phj^sician  speak- 
ing in  endearing  terms  of  the  little  woman,  and  saying  that 
he  proposed  to  take  no  chances  with  her  and  hence  would 
operate.     The  labor  came  on  rapidly  before  section  could  be 

'  See  original  article,  p.  721 
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performed,  and,  in  fact,  he  just  got  there  in  time  to  put  on 
forceps. 

This,  however,  is  not  my  work,  and  the  subject  is  out  of  my 
line.  I  arose  with  the  intention  merely  of  calling  upon  Dr. 
Neale  to  speak. 

Dr.  Neale. — I  believe,  certainly,  that  I  speak  the  sentiment 
of  all  in  saying  we  thoroughly  appreciate  the  most  excellent 
guidance  conveyed  in  this  paper,  and  it  is  a  teaching  I  sincerely 
trust  will  be  adopted  more  generally  throughout  this  country. 
I  refer  especially  to  the  preliminary  examination  of  all  preg- 
nant women  by  pelvimetry.  It  is  a  custom  that  has  hitherto 
been  honored  more  in  the  breach  than  in  the  observance,  and  I 
think  this  should  cease,  for  the  facts  show  the  importance  of 
such  examinations. 

I  was  very  much  pleased  to  hear  Dr.  Davis  say  that  we  need 
not  place  so  much  reliance  upon  fractions  of  an  inch  in  these 
measurements,  but  that  it  is  more  important  to  consider 
whether  this  particular  pelvis  is  capable  of  permitting  the 
passage  of  the  child,  for  in  that,  I  think,  lies  the  keynote  of  the 
thing.  We  cannot  always  foretell  the  character  of  the  labor 
or  of  the  procedures  that  will  be  indicated  in  such  pelves,  for, 
as  a  matter  of  fact,  pelves  of  the  same  size  may  call  for  quite 
different  procedures.  It  is  not  long  since  in  this  very  Society 
I  related  the  case  of  a  woman  with  contracted  pelvis  in  which 
the  case  was  terminated  by  craniotomy  on  a  dead  head  that 
had  been  treated  by  forceps;  and  another  case  of  the  same  pel- 
vic measurements  where  the  woman  gave  birth  to  a  child  spon- 
i;aneously  before  we  could  sterilize  our  instruments,  as  we  con- 
templated doing  a  symphyseotomy.  Now,  it  seems  to  me  this 
point  can  be  made  clear  by  previous  examinations,  and  I  am 
glad  to  hear  that  in  Dr.  Davis'  work  such  examinations  are 
made  even  under  anesthesia.  If  this  were  more  generally  ap- 
preciated less  lives  would  be  lost,  especially  on  the  part  of  the 
child,  and  less  dangerous  operations  would  have  to  be  per- 
formed upon  the  mother. 

As  regards  the  major  operative  procedures,  I  was  also  par- 
ticularly pleased  at  Dr.  Davis'  statement  that  in  cases  of  de- 
formed pelves  he  had  performed  six  Cesarean  sections  to  one 
symphyseotomy.  My  own  work  in  this  line  has  been  extremely 
limited,  one  of  each,  and  I  am  not  permitted  to  draw  con- 
clusions therefrom,  but  if  I  might  do  so  I  should  indorse  the 
ones  he  has  given.  In  the  case  I  handled  myself,  after  having 
opened  the  symphysis  to  the  full  amount,  nine  centimetres,  we 
found  that  delivery  could  only  be  accomplished  after  a  most 
difficult  forceps  operation,  during  which  the  child  was  lost.  I 
fully  believe  that  if  the  case  had  been  subjected  at  once  to  a 
Cesarean  section  the  child  would  have  been  saved. 

Now,  of  course  it  is  wise  to  determine  what  ought  to  be  done 
in  these  cases  prior  to  labor,  and  perhaps  by  palpation,  if  neces- 
sary under  anesthesia,  occasionally  as  good  results  can  be 
reached  as  by  pelvimetry;  although  all  methods  should  be  re- 
sorted to,  for,  no  matter  what  means  we  use,  there  may  be  some 
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difficulties.  I  might  cite  a  case  where  our  first  impression  on 
seeing  the  woman  was  that  she  would  probably  require  a  Cesa- 
rean section.  In  order,  however,  to  have  my  views  either  dis- 
proved or  substantiated,  I  suggested  consultation  with  Dr. 
Williams.  The  patient  was  taken  to  the  Hopkins,  examined 
by  pelvimetry,  and  then  under  anesthesia  by  palpation,  and 
the  opinion  as  to  the  advisabilitj^  of  Cesarean  section  was  not 
concurred  in,  the  possibility  of  delivery  through  the  pelvis 
seeming  so  evident  that  the  patient  was  allowed  to  go  to  full 
term  with  the  hope  that  delivery  could  be  accomplished  with 
forceps.  After  a  most  difficult  operation,  which  produced  a 
considerable  lesion  of  the  mother,  a  dead  child  was  delivered. 
N"ow,  notwithstanding  the  excellent  rules  laid  down  by  Dr. 
Davis,  it  seems  to  me  that  the  results  in  this  particular  case 
were  not  what  they  might  have  been  had  Cesarean  section 
been  done  at  first. 

It  is  interesting  to  recall  the  statistics  of  Dr.  Harris,  who 
says  that  in  the  early  instances  the  statistics  of  Cesarean  sec- 
tion when  performed  by  the  horns  of  cattle  were  better  than 
those  of  the  surgeon,  which  simply  shows  that  when  the  opera- 
tion is  attempted  with  the  patient  in  good  condition  a  satisfac- 
tory result  should  be  readily  obtainable,  and  these  early  exami- 
nations are  our  best  means  of  avoiding  unsatisfactory  results. 

Dr.  Dobbin. — I  have  been  much  interested  in  what  Dr. 
Davis  has  said,  particularly  on  account  of  the  fact  that  it  is 
exactly  in  accord  with  the  work  Dr.  Williams  and  I  performed 
some  two  years  ago.  The  percentage  that  Dr.  Davis  gave  is 
higher  than  ours,  except  that  referring  to  operations.  Dr. 
Williams  was  impressed  with  the  belief  that  contracted  pelves 
were  not  so  rare  in  this  country,  and  started  out  with  the  idea 
of  proving  that  there  were  more  than  any  one  had  supposed, 
and  that  they  would  be  found  if  careful  measurements  were 
made.  The  only  suggestions  we  could  find  were  those  of  Dr. 
Reynolds,  of  Boston,  who  gave  a  percentage  of  7  and  a  frac- 
tion, but  he  had  not  measured  all  cases,  which  accounts  prob- 
ably for  our  differing  statistics.  Our  cases  were  reported  in 
two  groups;  in  the  first  hundred  15  pelves  presented  more  or 
less  severe  grades  of  contraction;  the  second  group  I  reported 
at  the  medical  and  chirurgical  faculty,  based  on  350  cases, 
showed  11  per  cent  of  contractions.  We  were  surprised  and 
somewhat  disappointed  when  it  was  not  higher 

I  would  like  to  ask  Dr.  Davis  what  his  limits  of  pelvic  con- 
tractions were,  and  if  all  the  cases  under  consideration  were 
measured,  and  if  he  had  control  of  all  the  measurements. 

Dr.  Davis. — I  have  enjoyed  the  discussion  of  the  paper  ex- 
ceedingly, and  that  is  the  reward  one  gets  for  writing  a  paper — 
the  drawing  out  of  one's  friends.  In  regard  to  what  Dr.  Kelly 
said  of  the  dogmatic  determination  to  do  a  Cesarean  section,  I 
think  there  may  be  still  in  Philadelphia  some  of  those  men.  I 
had  a  colleague  who  was  quite  sure  he  had  a  case  for  Cesarean 
section.  He  had  a  foxy  resident  physician,  however,  whom 
he  had  offended,  and  on  the  day  before  the  time  set  for  the 
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section  he  gave  the  patient  a  large  dose  of  castor  oil  and  the  pa- 
tient delivered  spontaneously.  The  moral  is  that  all  hospital 
chiefs  should  be  very  civil  to  their  resident  physician.  The 
physician  invited  a  number  of  his  friends  from  out  of  town  to 
see  a  Cesarean  section,  and  here  again  the  spontaneous  deliv- 
ery occurred  before  the  friends  arrived. 

I  am  glad  Dr.  Neale  is  with  me  on  the  question  of  proportion 
and  disproportion.  I  want  to  call  attention  to  one  or  two  fea- 
tures which  help  us  out.  In  hospital  cases  we  seldom  see  the 
father  of  the  child,  but  in  private  cases  we  can.  I  had  a  pa- 
tient some  years  ago  with  the  history  that  in  first  confinement 
she  had  lost  a  large,  fine  male  child  through  effort  at  delivery 
with  forceps.  The  child's  head  was  crushed  and  she  was  torn. 
I  set  to  work  to  discover  the  reasons  why  she  could  not  have 
had  a  child  born  the  first  time.  1  found  that  the  father  of  the 
child  was  an  extremely  well-developed  man,  who  had  an  enor- 
mously large  head  that  contained  an  active  and  valuable  brain. 
The  mother  was  not  well  nourished.  Everything  pointed  to  a 
large  head  on  the  part  of  the  child.  The  mother  was  watched 
carefully,  and  at  the  proper  time  labor  was  induced.  She  is 
an  extremely  nervous  woman,  as  a  result  of  some  early  shock. 
The  result  of  this  treatment  was  the  delivery  of  a  fine  child 
without  difficulty.  A  week  ago  I  delivered  her  again  by  in- 
duced labor  of  a  fine  female  child.  The  induced  labor  was 
done  not  only  from  the  pelvic  proportions,  but  from  the  size  of 
the  father  also,  for  it  was  evident  that  a  large  sized  head  was 
to  be  expected.  We  should  have  reference  to  the  well-known 
fact  that  the  size  and  figui-e  of  the  father  ought  to  influence 
the  size  of  the  fetus. 

As  to  the  comparative  advantages  of  symphyseotomy  or 
Cesarean  section,  I  can  best  sum  up  our  experience  by  saying 
that  symphyseotomy  is  a  useful  but  disagreeable  operation. 
The  last  one  I  cited  was  the  worst  I  ever  did.  It  was  a  rach- 
itic negro,  who  has  resumed  her  occupation  of  dancing  on  the 
stage.  She  repeatedly  danced  for  the  nurses  during  her  con- 
valescence. 

I  have  one  point  to  make  regarding  Dr.  Neale's  remarks 
upon  the  uncertainty  of  results  in  these  cases.  Some  time  ago 
I  was  asked  to  see  a  wife  who  was  in  labor,  having  two  physi- 
cians in  attendance,  and  who  declined  to  be  taken  to  the  hos- 
pital. I  declined  to  do  any  major  operation  because  of  impos- 
sible asepsis.  The  child  and  mother  had  been  bruised  by 
application  of  the  forceps  and  she  was  probably  infected.  I 
told  them,  as  they  were  members  of  the  Roman  church,  to 
prepare  for  baptizing  the  child,  as  it  would  be  born  dead.  I 
put  her  to  the  edge  of  the  bed  and  applied  forceps  and  delivered 
a  living  child.  When  she  came  in  labor  again  an  induced 
labor  was  tried  and  a  dead  child  delivered.  The  point  I  wish 
to  make  is  this :  We  prepare  cases  of  contracted  pelvis,  in  which 
we  fear  necessity  for  radical  operations,  for  Cesarean  section. 
We  do  not  necessarily  say  to  the  patient,  of  course,  that  she  is 
expected  to  have  a  Cesarean  section  done,  but  I  have  gone  so 
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far  as  to  sterilize  instruments  and  dressings  and  hold  myself  in 
readiness  to  perform  the  operation.  The  choice  of  operation  is 
made  upon  the  presence  or  absence  of  engagement  of  the 
head,  and  when  it  partially  engages  I  have  refused  the  section 
and  put  them  in  proper  position  and  delivered  by  forceps.  I 
think  we  should  study  this  point  of  engagement  of  the  head, 
I  am  perfectly  aware  that  this  is  a  hard  thing  to  determine, 
and  I  have  prepared  two  cases  within  two  years  for  Cesarean 
section  and  then  delivered  by  forceps,  because  in  a  few  hours 
of  fairly  good  labor  pains  they  had  brought  the  head  into  the 
pelvis,  and,  they  being  young  girls  with  elastic  pelves,  condi- 
tions were  favorable. 

I  recall  with  great  pleasure  the  observations  of  Dr.  Williams 
and  Dr.  Dobbin  on  contracted  pelves.  My  friend  Dr.  Rey- 
nolds only  measured  those  cases  in  which  difficulty  was  expe- 
rienced at  delivery. 

The  point  I  made  in  my  paper  was  that  466  women  meas- 
ured by  myself  or  my  first  assistant — a  man  who  is  quite 
competent — of  these  466  women  of  all  sorts,  153  had  abnormal 
pelves.  My  percentage  of  operations  is  not  as  large  as  Dr.  Dob- 
bin expected,  because  eight  per  cent  of  abnormal  pelves,if  placed 
under  good  care,  take  care  of  themselves.  The  limits  were 
these:  a  pelvic  contraction  was  thought  to  be  present  when  a 
diminution  in  any  diameter  of  two  centimetres  existed.  For 
example,  a  pelvis  normal  in  every  diameter  except  the  antero- 
posterior, which  showed  a  contraction  of  two  centimetres,  was 
considered  to  be  a  flat  pelvis;  if  contracted-  two  centimetres  in 
either  of  the  two  other  diameters,  the  oblique  or  transverse,  it 
was  thought  to  be  an  abnormal  pelvis. 

I  can  only  say  further,  for  the  whole  matter  of  treatment  of 
labor  in  abnormal  pelves,  that  our  attitude  should  be  that  of  a 
surgical  student,  for  you  cannot  dogmatize  in  any  two  cases. 
If  a  patient  is  known  to  have  an  abnormality  she  should  be 
regarded  as  a  patient  appropriately  the  subject  for  surgical 
care,  just  as  much  as  a  patient  with  fibroid  tumor.  I  believe 
there  are  women  with  fibroid  tumors  who  should  not  necessa- 
rilj^  be  operated  upon,  but  any  woman  having  a  fibroid  is  a 
subject  that  may  need  an  operation.  Let  us  practising  physi- 
cians surround  a  woman  with  contracted  pelvis  with  very 
careful  study,  make  no  definite  choice  of  method  of  treatment. 
She  may  come  through  alone,  she  maj^  require  use  of  forceps, 
Cesarean  section,  symphyseotomy,  etc.,  but  let  us  give  her  the 
benefit  of  study  that  we  give  other  surgical  cases. 

Dr.  Cullex. — I  am  sure  I  voice  the  sense  of  the  meeting 
in  conveying  to  Dr.  Davis  our  most  heart}^  thanks  for  his 
excellent  paper. 

Dr.  DoBBiisr. — Dr.  Williams,  having  been  called  away,  asked 
me  to  show  for  him  this 

SPONDYLOLITHIC   PELVIS. 

Dr.  Davis. — At  the  Philadelphia  Hospital  some  six  or  eight 
3'ears  ago  a  patient  came  into  labor,  and  in  placing  a  hand  on 
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the  uterus  to  press  out  the  placenta  it  was  evident  that  she  had 
a  spondylolithic  pelvis.  I  was  convinced  that  it  was  such  a 
case.  The  patient  recovered,  and  it  is  the  only  instance  I  have 
ever  known  of.  The  child  was  small,  and  delivery  was  accom- 
plished by  forceps  without  much  difficulty,  but  the  child  after- 
ward perished  by  inanition. 

I  have  never  made  a  version  after  symphyseotomy,  and  shall 
never  do  so,  because  I  think  it  is  a  disadvantageous  proceeding. 
The  danger  of  tear  is  much  greater  than  if  the  head  descends 
first.  In  most  of  the  cases  I  have  seen  the  head  rotates 
behind,  and  I  have  delivered  it  by  drawing  the  forehead  for- 
ward and  the  occiput  over  the  floor  rather  than  against  the 
anterior  walls.  Dr.  Harris'  study  of  figures  on  this  subject 
bears  out  my  idea. 

It  would  be  interesting  if  Dr.  Dobbin  would  tell  us  how  this 
woman  became  infected.  The  laceration  of  the  anterior  wall 
is  a  minor  injury.  She  had  been  in  the  hospital,  had  not  been 
examined,  and  had  aseptic  care. 

Dr.  ISTeale. — It  was  my  pleasure  to  be  closelj^  associated 
with  Dr.  Roseubauer  in  1881  and  1882  in  the  clinic  at  Dresden, 
and  I  have  rarely  seen  a  more  enthusiastic  worker  than  he, 
and  his  time  was  closely  taken  up  by  long  study  of  these 
pelves.  He  was  travelling  about  at  the  time  with  a  dry-goods 
box  full  of  bones  that  he  took  great  delight  in  showing  his 
friends,  and  he  would  form  a  suspicion  of  a  case  by  noticing  the 
peculiar  gait  of  a  woman  walking  on  the  street,  and  he  would 
follow  up  such  cases  and  learn  the  history,  etc.  He  would 
have  the  woman  in  the  clinic,  walk  about  with  a  feather  stuck 
in  her  hair,  making  a  tracing  on  a  piece  of  smoked  paper  above, 
thus  photographing  her  walk.  This  case  of  Dr.  WiUiams, 
though,  is  the  only  one  I  have  had  the  opportunity  of  studying 
on  the  living  subject.  It  was  evident  to  my  mind  that  a  living 
child  could  not  be  delivered  from  that  pelvis.  Dr.  Williams 
held  to  the  same  opinion.  It  seems  to  me,  notwithstanding 
the  persistent  refusal  of  the  patient  to  submit  to  this  operation, 
that,  inasmuch  as  I  found  by  the  labor  that  the  head  did  not 
engage,  the  Cesarean  section  should  have  been  performed.  It 
seems  to  me  that  was  the  time  to  tell  the  woman  you  could 
.  not  expect  a  safe  delivery  through  the  passage.  As  Dr.  Davis 
outlined  in  his  paper,  where  the  head  does  not  engage  you  have 
the  clearest  indication  for  the  operation. 

The  point  of  liability  of  infection  in  these  cases  is  an  ex- 
tremely interesting  one,  for  it  was  from  that  complication  that 
the  symphyseotomy  case  I  operated  upon  last  was  almost  lost. 
In  my  case  I  want  to  say,  though,  that  pus  was  found  in  the 
urine  and  she  may  have  become  infected  from  that  channel. 
Absolute  cleanliness  is  extremely  difficult  because  of  the  liabil- 
ity of  organisms  to  exist  about  the  vaginal  parts. 

Dr.  Dobbin. — The  first  question  that  comes  up  is  whether 
or  not  we  should  have  done  a  Cesarean  section.  Symphyse- 
tomy  at  the  time  was  thought  by  Dr.  Russell  and  myself  to  be 
the  best  method,  but  before  we  got  far  along  with  the  opera- 
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tion  we  decidedly  changed  our  opinion.  There  is  no  doubt  in 
my  mind  that  the  cause  of  the  patient's  death  was  bad  judg- 
ment. We  thought  at  the  time  that  symphyseotomy  offered  a 
chance  of  dehvering  a  living  child,  and  it  was  not  found  to  be 
bad  procedure  until  it  was  too  late  to  turn  back.  As  to  the 
infection,  that  is  a  question  of  interest.  I  do  not  think  the  pa- 
tient was  infected  by  the  operation.  She  had  been  in  the  hos- 
pital, was  not  examined  by  any  one  except  Dr.  Russell  and 
myself,  and  she  did  well  for  the  first  day  or  so.  She  was  con- 
siderably shocked,  and  I  think  developed  from  this  an  intesti- 
nal apathy,  for  we  had  difficulty  to  get  the  bowels  to  move,  and 
I  once  thought  of  opening  the  pelvic  colon  to  relieve  the  disten- 
sion. I  have  never  before  seen  such  great  distension,  and  in 
order  to  get  a  movement  we  went  through  considerable  manip- 
ulation— for  instance,  we  put  her  upon  the  Trendelenburg  table 
and  gave  a  high  enema,  which  had  to  be  repeated  several  times 
before  we  got  movement  When  we  did  succeed,  however,  it 
was  very  decided  and  feces  came  in  contact  with  the  womb. 
Of  course  it  is  only  surmise  that  she  was  infected  in  that  way. 
The  operation  was  performed  with  strict  aseptic  technique. 

Dr.  Davis. — I  would  like  to  suggest  the  possible  infection  by 
bacilli  coli  communis,  which  may  give  just  such  symptoms  as 
those  Dr.  Dobbin  has  described.  Do  you  recollect  the  condi- 
tion of  the  inte.stinal  walls  ? 

Dr.  Dobbin. — Owing  to  delays  that  could  not  be  prevented, 
autopsy  was  not  performed  until  the  fourth  or  fifth  day  after 
after  death,  and  we  could  not  say  what  the  condition  had  been. 

Dr.  B.  B.  Bkowne  exhibited  a 

SARCOMA   OF   THE   VAGINA  IN    A   CHILD    THREE   YEARS   OLD. 

Dr.  Kelly. — I  have  been  very  much  interested  in  hearing 
this  report  of  an  exceedingly  rare  case.  We  all  know  how  no- 
madic our  patients  sometimes  are.  This  case  happened  to 
come  to  my  clinic,  and  I  found  a  somewhat  different,  a  more 
advanced  condition  than  Dr.  Browne  describes.  These  cases 
are  among  the  gynecological  rarities.  I  very  well  remember 
one  of  m}'  earliest  experiences  was  with  one  of  these  grape-like 
sarcomatous  masses  projecting  down  from  the  posterior  lip  of 
the  cervix.  I  did  not  know  wi:at  it  was  at  the  time  and  ampu- 
tated the  lip  of  the  cervix,  but  the  growth  returned  and  the 
patient  finall}'-  died  of  the  disease.  The  growth  was  grape-like, 
made  up  of  delicate  vesicles,  and  was  of  a  sarcomatous  nature 

We  have  to  consider  two  different  classes  or  species  of  the 
sarcoma  in  these  cases.  We  have  in  the  fir.st  place  a  class  not 
found  elsewhere.  Those  that  are  found  in  connection  with  the 
uterus  are  of  vesicular  nature  and  similar  to,  but  not  to  be 
confounded  with,  those  observed  in  children.  The  first  class 
of  cases,  for  example,  begin  as  vesicular  sarcoma  by  form- 
ing these  grape-like  masses.  They  sometimes  contain  a  carti- 
laginf)us  tissue  never  found  in  children.  I  think  there  are 
about  thirt}'  cases  on  record  of  sarcoma  of  this  kind.  In  the 
second  class   there  are,  perhaps,    only  fourteen   or  fifteen  on 
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record  as  occurring-  in  children.  The}'  begin  as  more  or  less 
irregular,  flat,  sessile  tumors,  in  the  anterior  wall  of  the  vagina, 
and  as  they  advance  or  grow  larger  they  take  the  form  of  ves- 
icular tumors.  They  generally  occur  in  the  very  3'oung, 
though  one  case  has  been  reported  in  a  girl  of  15.  In  one 
case  the  patient  was  born  with  the  tumor,  and  it  seems  to  have 
some  relation  to  the  Cohnheim  theory,  though  it  would  be  diffi- 
cult to  say  that  it  proves  it.  In  another  case  the  child  was 
presumably  born  with  it,  though  it  existed  five  years  before  it 
took  on  any  signs  of  malignancy.  It  is  peculiar  in  the  child, 
too,  in  this  respect,  that  it  has  been  found  on  the  anterior  wall 
in  9  out  of  14  cases,  with  3  on  the  lateral  walls  and  2  on  the 
posterior  wall.  It  is  further  extraordinary  in  this,  that  the 
disease  does  not  spread  by  metastasis,  as  the  term  is  generally 
used,  but  is  regional,  the  metastasis  being  local  and  only  a 
short  distance  from  the  area  of  infection.  In  one  other  respect 
they  are  somewhat  peculiar,  that  is,  that  they  contain  striped 
muscle  fibres.  This  tissue  is  not  found  in  every  case,  but  oc- 
curs with  great  frequency. 

As  to  the  clinical  symptoms  these  cases  mostly  turn  out  just 
as  described  by  Dr.  Browne.  In  this  case  hundreds  of  little 
masses  have  been  removed,  only  to  return  again  and  show  evi- 
dent malignant  nature.  They  choke  the  vagina  and  pelvis, 
may  subsequently  invade  the  uterus,  and  the  patient  is  apt  to 
die  from  interference  with  the  urinary  function;  for  as  infec- 
tion very  readily  takes  place  in  these  cases,  the  child  may  die 
of  purulent  peritonitis,  pyometra,  or  nephritis.  The  ques- 
tion as  to  what  to  do  with  these  cases  is  a  verj^  important  one. 
If  seen  early  enough  the  operation  ought  to  be  an  exceedingly 
radical  one.  I  believe  only  two  cases  that  have  been  operated 
upon  have  lived  any  length  of  time  afterward.  The  practical 
point  is  early  removal  of  all  vaginal  tumors,  careful  microscop- 
ical examination;  and  if  we  find  this  disease  and  our  first  ope- 
ration has  not  been  a  very  radical  one,  we  should  do  a  second 
operation  and  let  that  be  a  decidedly  radical  one. 

Dr.  Cullen. — I  would  like  to  ask  why  it  would  not  be  pos- 
sible in  this  case,  with  the  child  in  good  condition,  to_  remove 
the  whole  growth,  divert  the  rectum,  take  out  the  entire  vagi- 
na from  below,  and  then  from  above  complete  the  operation. 

Dr.  Kelly. — That  is  exactly  what  was  done  in  one  of  the 
only  two  successful  cases. 

Dr.  Browne. — I  would  call  attention  to  the  great  distensi- 
bility  of  the  vagina  in  young  children.  In  this  case  it  was  very 
much  distended.  The  manner  in  which  this  growth  was  ex- 
pelled was  very  similar  to  the  way  in  which  the  placenta  is 
expelled  from  the  uterus. 

Dr.  W.  W.  Russell,  Secretarij. 
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Meeting  of  February  16,  1899. 
The  President,  W.  B.  Dorsett,  M.D,,  in  the  Chair. 

Dr.  Frank  Glasgow  presented  a  specimen  of 

SARCOMA   OF   THE   OVARY. 

A  young  woman  came  three  weeks  ago  complaining  of  pain 
and  a  swelling  in  the  abdomen  dating  from  the  last  part  of 
October.  Before  that  she  had  felt  perfect!}' well.  There  was 
an  irregular  mass,  like  a  soft  myoma,  extending  up  to  the  um- 
bilicus, most  prominent  on  the  right  side,  which  was  exquisitely 
sensitive.  I  concluded  that  it  was  a  soft  myomatous  mass 
developed  from  the  ovary,  because  I  could  outline  the  uterus 
in  front.  This  seemed  to  be  normal  in  size  and  was  a  little 
increased  in  depth.  She  had  been  having  fever,  sometimes  as 
high  as  102.5°  F.  This  occurred  every  day,  it  being  a  little 
higher  in  the  evenings.  She  was  not  emaciated,  but  a  little 
pale;  apparently  her  health  was  not  very  much  interfered  with. 
She  was  24  years  old,  strong,  and  well  built.  She  had  been  a 
clerk  in  a  large  lumber  concern,  and  she  continued  to  work,  I 
believe,  up  to  a  month  ago.  The  tumor,  when  the  abdomen 
was  opened,  had  the  appearance  of  a  pregnant  uterus,  was  of 
dark  red  hue,  smooth;  did  not  look  like  an  ovarian  cyst  at  all. 
It  was  irregular  in  shape  and  was  not  at  all  movable.  There 
were  no  adhesions.  In  trying  to  lift  it  out  of  the  abdomen  my 
hand  went  into  the  tumor — into  a  mass  of  blood  and  broken-down 
debris.  I  had  now  no  doubt  it  was  a  sarcoma.  I  removed  it 
and  found  it  was  from  the  o\sxy.  I  tied  off  the  broad  liga- 
ment and  closed  up  the  peritoneum  and  abdomen  by  tier 
suture.  She  went  along  without  anj^  inconvenience  or  dis- 
turbance from  the  operation.  The  fever  continued  for  six 
days,  gradually  getting  less  and  less.  She  never  had  any  sen- 
sitiveness of  the  abdomen  nor  the  slightest  reaction.  I  let  her 
go  home  three  weeks  after  the  operation.  I  did  not  remove 
the  right  ovary,  as  it  was  healthy.  I  hardened  the  specimen  in 
alcohol  and  formol.  The  sections  which  I  have  made  show  that 
the  tumor  is  sarcomatous.  There  was  no  involvement  of  the 
uterus. 

The  tumor  is  of  special  interest,  inasmuch  as  it  shows  a 
change  in  the  ovary,  which  is  as  large  as  two  fists  and  looks 
like  fibrous  tissue,  not  only  to  the  naked  eye  but  under  the 
microscope;  there  is  fibrous  tissue,  with  epithelial  tissue  scat- 
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tered  through  it.  We  notice  that  this  large  ovary  is  intimately 
connected  with  the  mass  of  sarcoma.  Whether  we  have  a 
fibroma  gradually  changed  into  a  sarcoma  I  cannot  say  until 
I  have  made  more  careful  study.  This  fibroma  is  not  joined 
by  a  pedicle  to  the  ovary,  but  is  a  part  of  the  ovary,  and  yet 
the  mass  of  the  ovary  is  distinct.  The  prognosis  is  bad.  In 
my  opinion  there  is  no  danger  of  its  returning  in  loco,  but  it 
was  attached  to  the  anterior  abdominal  wall  and  I  ruptured  it 
in  removing  it,  so  of  course  the  cells  are  scattered  through  the 
abdomen;  they  could  not  all  be  wiped  out,  and  in  this  way  I 
expect  a  recurrence. 

Dr.  F.  J.  LuTZ. — Fibroids  of  the  ovary  are  comparatively 
rare.  We  should  not  be  surprised  to  find  almost  any  kind  of 
tissue  in  an  ovarian  tumor  or  resulting  from  an  ovarian  tumor, 
because  the  ovary  itself  is  the  foundation  of  the  development 
of  all  kinds  of  structures.  You  have  there  the  possibility  of 
the  development  of  any  tissue. 

These  tumors  as  a  rule  present  a  very  unfavorable  prognosis, 
nevertheless  I  have  had  a  case  of  spindle-celled  sarcoma  of  the 
ovary  which  did  not  return.  The  patient  was  a  woman  about 
28  years  of  age,  the  mother  of  two  children.  It  is  twelve  yeais 
since  I  removed  that  tumor,  and  she  has  since  given  birth  to 
three  children;  she  herself  has  remained  perfectly  healthy. 
This  is,  however,  only  a  rare  exception  to  a  general  rule. 

Dr.  Neville. — The  doctor  spoke  of  fibromata  of  the  ovary 
as  rare.     The  stroma  of  the  ovary  is  fibrous  tissue. 

Dr.  Lutz. — If  you  stop  to  think  of  the  cases  of  fibroid  of  the 
ovary,  you  will  find  that  in  proportion  to  other  degenerative 
conditions,  such  as  cystic,  carcinomatous,  and  sarcomatous 
changes,  they  are  rare. 

Dr.  Dorsett. — Do  you  not  think  the  absence  of  glandular 
enlargement  is  a  favorable  factor  in  the  prognosis? 

Dr.  Lutz. — Yes;  but,  as  a  matter  of  fact,  ovarian  tumors, 
even  carcinomata,  are  relatively  rarely  attended  with  glandu- 
lar involvement.  When  you  have  a  distinct  capsule  over  the 
carcinomatous  or  sarcomatous  growth  you  comparatively  rarely 
have  glandular  involvement,  and  when  you  have  glandular 
Involvement  the  case  is  inoperable. 

Dr.  Frank  Glasgow. —There  is  one  thing  about  this  speci- 
men that  speaks  for  itself:  the  sarcomatous  mass  is  separated 
from  the  pedicle  by  the  whole  of  the  fibroid  ovary. 

CANCEROUS   UTERUS   REMOVED    BY   VAGINAL   HYSTERECTOMY. 

Dr.  W.  B.  Dorsett. — The  patient,  52  years  of  age.  came 
to  me  about  three  months  ago  suffering  with  pain  in  the  ute- 
rus and  a  slight  discharge  simply  tinged.  She  had  no  history 
of  hemorrhage.  She  ceased  menstruating  at  45  years  of  age 
and  enjoyed  good  health  until  about  two  and  a  half  years  ago, 
when  she  noticed  that  there  was  a  little  trickling  now  and 
then,  a  stain,  a  leucorrhea.  She  was  a  fleshy  woman,  and 
there  was  nothing  to  be  ascertained  so  far  as  an  examination 
was  concerned;  nothing  could  be  felt  out  of  the  way.     When 
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the  case  came  to  me  I  tried  to  make  up  my  mind  as  to  what 
was  the  best  thing  to  do,  as  well  as  to  make  a  diagnosis. 
From  the  experience  gained  in  similar  cases  I  suspected  can- 
cer, and  accordingly  I  made  a  vaginal  hysterectomy.  The 
patient  survived  the  operation  and  went  home  in  three  weeks, 
to  all  intents  and  purposes  well.  She  was  out  of  bed  in  two 
weeks.  She  has  not  had  an  ache  or  pain  since.  The  specimen 
shows  the  growth  coming  down  to  the  internal  os  and  involv- 
ing the  posterior  wall  of  the  uterus. 
This  second  specimen  is 

A  MYOMA 

from  a  trained  nurse,  an  Englishwoman  38  years  old.  Five 
years  ago  she  began  to  have  hemorrhages  from  the  uterus, 
and  she  went  to  a  physician  in  Kansas  City  and  was  treated 
by  electricity  for  myoma.  She  claims  that  the  tumor  was 
materially  decreased  in  size,  but,  the  pain  and  hemorrhage 
continuing,  she  concluded  to  have  the  uterus  removed.  She 
came  here  without  consulting  a  physician  as  to  the  propriety 
of  the  operation,  simply  to  have  the  uterus  removed.  In 
making  bimanual  examination  the  tumor  did  not  seem  to  be 
very  large,  but  I  was  particularly  impressed  with  the  promi- 
nence of  the  tumor  in  the  anterior  wall  of  the  uterus.  My 
experience  with  these  myomata  is  that  they  grow  most  fre- 
quently in  the  posterior  wall.  This  pushed  forward  the 
bladder  so  that  there  was  vesical  irritation  and  tenesmus.  I 
removed  the  tumor  by  abdominal  hysterectomy.  The  greatest 
obstruction  was  the  mass  that  was  directly  in  front  between 
the  cervix  and  bladder.  After  removing  the  uterus  I  found 
this  submucous  tumor,  which  was  in  all  probability  the  cause 
of  the  hemorrhage.  The  tumor  shows  not  only  the  submucous 
but  also  the  subperitoneal  and  intramural  varieties  of  myoma- 
tous growth. 

The  patient  from  whom  the  second  specimen  was  removed 
sat  up  four  weeks  after  the  operation.  This  patient  had  an 
idiosyncrasy  against  morphine;  and,  while  it  is  not  well  to 
administer  morphine  after  an  operation  of  this  character,  the 
pain  was  so  intense  that  I  gave  her  an  eighth  of  a  grain,  and 
as  a  consequence  she  vomited  for  four  days.  I  was  called 
three  or  four  times  to  see  the  patient,  and  the  question  came 
to  my  mind  whether  or  not  there  was  a  kink  or  adhesion  or 
something  causing  obstruction  of  the  bowel.  It  is  a  serious 
question  to  make  a  diagnosis  between  an  obstruction  and  an 
idiosyncrasy  against  a  drug,  and  I  admit  that  I  should  have 
inquired  into  this  matter  before  giving  the  morphine.  She 
told  me  afterward  that  she  could  not  take  morphine  and  never 
could,  that  it  always  made  her  vomit  for  two  or  three  days. 

There  is  something  peculiar  in  the  vomiting  of  obstruction. 
The  material  thrown  up  seems  to  come  up  easily,  by  a  sort  of 
regurgitation  rather  than  a  vomiting.  I  believe  this  gives 
some  insight  into  the  true  condition  of  affairs.  Dr.  Ameiss 
will  no  doubt  remember  a  patient  that  we  operated  on  two 
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years  ago  for  ovarian  cyst.  It  was  a  simple  operation,  but 
there  was  an  adhesion  of  the  pedicle,  to  a  coil  of  the  bowel 
probably.  The  emesis  in  that  case  was  peculiar;  fluid  came 
up  without  effort.  I  remember  another  case  that  I  lost,  of 
vaginal  hysterectomy,  in  which  the  patient  rallied  from  the 
operation;  she  had  little  pain,  and  was  doing  well  for  two 
days;  the  clamps  had  been  removed,  when  she  began  to  vomit, 
and  vomited  until  she  died.  A  postmortem  showed  two  coils 
of  the  small  intestine  in  the  cul  de-sac  of  Douglas,  adherent  to 
the  raw  surface. 
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Meeting  of  January  6,  1899. 
The  President,  Thomas  C.  Smith,  M.D.,  in  the  Chair. 

Dr.  Stone  showed 

A  FIBROID   TUMOR 

removed  from  a  black  woman.  It  was  very  nodular,  and  a 
myomectomy  was  impossible  owing  to  the  large  number  and 
size  of  the  tumors  and  the  small  size  of  the  uterus.  Dr.  Stone 
showed  the  specimen  to  draw  attention  to  two  cases  he  had  lost 
from  embolism,  one  on  the  twelfth  day  after  operation  and  one 
on  the  seventh.  He  thought  too  much  stump  was  being  left  in 
these  cases,  which,  the  blood  supply  being  cut  off,  might  slough 
and  thus  cause  embolism.  He  had  since  then  been  taking  out 
nearly  all  the  cervix,  but  not  all,  which  he  thinks  is  better. 

Dr.  Stone  also  showed  a  tumor  which  had  the  appearance  of 
an  ordinary  ovarian  cyst,  but  which  was  found  by  the  micro- 
scope to  be  an 

ADENOCARCINOMA. 

The  patient  lost  muchlblood  and  died  shortly  after  leaving  the 
table. 

Dr.  E.  E.  Balloch  said  he  had  seen  a  patient  die  on  the 
fourteenth  day  after  operation,  of  embolism.  Noble  had  re- 
ported six  cases.  It  would  be  interesting  to  know  just  how  this 
embolism  is  produced.  He  asked  if  Dr.  Stone's  case  was  col- 
ored— his  case  was — and  if  she  had  any  heart  trouble. 

Dr.  Stone  answered  that  she  was  white  and  that  her  heart 
was  normal. 

Dr.  J.  T.  Johnson  said  he  was  a  guest  at  Dr,  Stone's  sec- 
ond operation.  The  bleeding  did  not  seem  to  be  severe  to  by- 
standers. He  thought  if  some  of  these  points  of  oozing  had 
been  left,  and  the  parts  simply  packed  and  plenty  of  salt  solu- 
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tion  used,  so  that  the  patient  could  have  been  gotten  off  the 
table  sooner,  she  might  have  been  saved.  At  all  events  he  had 
taken  the  lesson  to  himself.  In  the  case  he  had  reported  at  the 
last  meeting,  of  the  patient  who  had  carried  her  tumor  for 
twenty  years,  an  attempt  having  been  made  at  one  time  to 
remove  it,  there  were  a  large  number  of  adhesions  and  conse- 
quently profuse  bleeding.  If  he  had  stopped  to  tie  all  these 
points  he  would  have  lost  his  patient.  In  some  cases  we  try 
to  do  too  much. 

The  paper  of  the  evening  was  read  by  Dr,  E.  E.  Morse  on 

SOME   CONSIDERATIONS   OF   GONORRHEA  IN   WOMEN.' 

Dr.  G.  Wythe  Cook  said  that  in  the  consideration  of  gonor- 
rhea in  women  there  were  three  chief  points  of  interest:  first, 
the  effect  of  the  disease  upon  the  woman  herself;  second,  the 
effect  upon  her  powers  of  procreation;  and  third,  the  danger  to 
her  offspring,  should  she  become  pregnant.  The  woman  was 
in  danger  of  endometritis,  salpingitis,  pyosalpinx,  ovarian  ab- 
scess, peritonitis,  and  all  the  troubles  incident  to  this  condition. 
As  to  the  effect  upon  her  powers  of  procreation,  it  was  to  be 
apprehended  that  she  would  become  barren  by  reason  of  occlu- 
sion of  the  tubes  or  such  permanent  injury  to  their  lining  mem- 
brane that  the  ovum  failed  to  reach  the  uterus.  The  child  was 
liable  to  gonorrheal  ophthalmia.  With  these  disastrous  results 
staring  us  in  the  face,  it  was  to  be  regretted  that  Dr.  Morse 
omitted  consideration  of  the  treatment  from  his  paper.  Cer- 
tainly it  should  be  pursued  with  great  activity  and  persistence. 

Dr.  I.  S.  Stone  said  the  paper  brought  up  many  points  of 
interest,  especially  regarding  Noeggerath's  theory  of  latent 
gonorrhea  in  the  male.  If  it  does  remain  latent  and  lights  up 
after  a  long  interval,  it  is  unlike  the  behavior  of  the  germ  else- 
where or  other  germs.  A  pus  tube  is  dangerous  to  handle  ac- 
cording to  whether  it  is  acute  or  not,  being  more  so  during  its 
first  week,  less  so  the  second,  and  so  on.  The  same  statement 
is  borne  out  at  the  Johns  Hopkins  Hospital.  It  is  hard  to  find 
the  germ  in  old  pus  cases.  The  operator  is  safe  in  chronic 
cases:  if  the  germ  is  present  it  is  not  active.  Speaking  of  leu 
corrhea,  he  said  there  were  few  cases  so  difficult  to  cure  as  old 
leucorrhea;  it  is  very  much  like  an  old  nasal  catarrh.  It  is  im- 
possible to  cure  these  cases  without  first  building  them  up.  In 
both  diseases  these  patients  were  condemned  to  a  life  of  suffer- 
ing until  surgery  came  to  their  aid. 

Dr.  H.  L.  E.  Johnson  said,  so  far  as  the  perpetuation  of  gonor- 
rhea is  concerned,  recent  research  has  shown  that  it  may  exist 
for  a  long  time  at  points  distant  from  the  points  of  infection,  as 
the  heart,  pleura,  etc. ;  and  men  who  have  had  this  disease  and 
thouglit  themselves  well  have,  after  a  debauch  or  sexual  ex- 
cess, the  characteristic  discharge,  which  is  laden  with  germs. 
The  inflammation  of  the  urethra  is  the  same  as  in  the  male,  but 
it  does  not  last  so  long  and  there  is  not  so  much  pain  and  less 
1  See  original  article,  p.  794. 
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liability  to  stricture.      The  drainage  is  better  and  the  canal 
more  elastic  than  in  the  male. 

Dr.  Joseph  Taber  Johnson  said  latent  gonorrhea  does 
exist  and  is  liable  to  become  acute  under  proper  conditions. 
Dudley's  recent  book  says  a  very  large  number  of  women  are 
infected  by  their  husbands  after  marriage.  The  statement  is 
made  that  the  gonococci  lie  hidden  in  some  crypt.  Dr.  John- 
son thought  gonorrhea  to  be  the  greatest  evil  of  the  day. 
Women  by  the  thousand  have  become  infected.  Of  men  ap- 
plying at  the  German  clinics,  eighty  per  cent  are  said  to  be  in- 
fected. Dr.  Johnson  thought  this  country  not  very  different, 
and  a  large  number  of  cases  of  cystitis,  endometritis,  pus  tubes, 
and  pelvic  abscesses  do  develop  from  latent  gonorrhea. 

Dr.  I.  S.  Stone  said  he  was  not  persuaded  that  gonorrhea  whs 
so  dangerous.  He  had  a  case  in  which  the  tube  leaked  pus, 
which  was  just  as  infectious  as  when  given  her.  The  tube  was 
washed  out  and  returned  to  the  abdomen,  the  uterus  and  vagina 
being  made  sterile,  and  the  woman  got  well.  The  man  came 
to  him  afterward  and  acknowledged  that  he  infected  her. 
Howard  Kelly  said,  at  Memphis,  that  he  no  longer  feared  gon- 
orrheal infection.  Dr.  Stone  had  come  to  the  same  conclusion. 
Pus  gets  sterile,  not  in  one  year,  but  in  less  time.  He  defies  any 
man  to  find  the  gonococcus  in  the  heart  and  pleura  at  a  time 
distant  from  infection.  When  trouble  comes  a  long  time  after, 
some  other  germ  may  be  the  cause,  it  having  been  a  mixed 
infection.  The  streptococcus  is  usually  in  company,  and  why 
should  the  gonococcus  be  always  alone? 

Dr.  H.  L.  E.  Johnson  said  the  gonococcus  is  hard  to  culti- 
vate, and  that  is  the  reason  it  may  not  always  be  found.  Gon- 
orrheal rheumatism  is  one  of  its  late  results.  The  germ  has 
been  found  in  the  pleura  after  some  months.  A  mixed  infec- 
tion may  have  been  present. 

Dr.  Joseph  Taber  Johnson  said  if  the  effect  of  gonorrhea 
is  to  produce  so  much  disease  in  women,  we  need  no  other  ar- 
gument as  to  its  danger.  It  ma}^  not  do  so  much  mischief  in 
the  peritoneum  after  a  long  time,  but  it  is  responsible  for  a  vast 
majority  of  pus  tubes  and  pelvic  abscesses.  If,  as  Kelly  stated, 
as  a  result  of  research,  a  great  number  of  women  are  infected 
by  young  husbands  who  thought  themselves  free  from  disease, 
it  behooves  these  young  men  to  be  very  careful  or  they  will  be 
sure  to  infect  their  brides. 


Meeting  of  February  3,  1899. 

The  President,  Thomas  C.  Smith,  M.D.,  in  the  Chair. 

Dr.    J.  R.    Bromwell  showed  a 

blighted  ovum. 

Dr.  Smith  said  the  question  had  a  legal  value.     If  a  careless 
practitioner  had  attended  such  a  patient  and  she  had  been  a 
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widow,  grave  complications  might  have  arisen.     He  thought 
the  evidence  strong  that  it  was  a  blighted  ovum. 

Dr.  H.  L,  E.  Johnsox  said  there  were  two  forms  of  blight: 
where  the  child  is  blighted  and  discontinues  to  grow,  the  de- 
cidua  continuing,  and  the  other  where  the  child  continues  to 
grow  and  the  decidua  does  not.  He  saw  a  case  developed  in  a 
uterus  complicated  by  fibroids  in  which  the  fetus  developed 
and  the  membranes  did  not.  In  another  case  the  growth  of  the 
fetus  was  interfered  with  by  a  knot  in  the  cord.  He  was  in- 
clined to  think  that  the  growth  in  the  case  reported  had 
arrived  at  the  placental  stage,  or  the  tissue  would  not  be  so 
thick. 

Dr.  J.  T.  Winter  read  a  paper  entitled 

MORBID    SLEEP. 

Under  the  name  of  narcolepsy  are  grouped  together  various 
cases  of  morbid  sleep,  varying  in  intensity  from  simple  drow- 
siness to  a.  sleep  which  ends  in  death.  It  has  been  suggested 
that  narcolepsy  be  divided  into  three  groups,  which  cannot, 
however,  be  clearly  defined,  as  the  various  divisions  will  fre- 
quently be  found  to  overlap  each  other.  In  the  first  division 
would  be  found  those  cases  of  perpetual  drowsiness  where  the  in- 
dividual falls  asleep  on  the  slightest  provocation,  and  is  sleepy 
when  awoke,  or  in  which  his  overpowering  drowsiness  is 
relieved  by  a  good  nap,  which,  however,  has  to  be  frequently 
repeated. 

In  the  second  class  of  cases  the  relations  between  sleep  and 
wakefulness  are  so  altered  that  the  two  conditions  alternate  at 
longer  intervals  than  in  the  normal.  Thus,  in  the  case  of  a 
Jewess,  spoken  of  by  almost  all  medical  writers,  who  shortly 
after  her  marriage  fell  into  a  prolonged  sleep  and  was  ever  after- 
ward irregular  in  the  intervals  of  her  sleeping,  the  longest 
time  she  ever  slept  is  said  to  have  been  seven  days,  and  the 
intervals  of  wakefulness  lasted  from  two  da3's  to  twenty  days, 
during  which  time  she  did  not  sleep  at  all  or  had  only  a  very 
little  restless  slumber.  A  third  class  of  cases  would  be  like 
that  reported  by  Dr.  Weir  Mitchell,  in  which  a  patient  died 
after  a  long  and  apparently  causeless  sleep,  and  in  which  a 
most  careful  postmortem  examination  failed  to  detect  any 
lesion. 

The  African  hypnosis,  or  African  sleeping  disease,  would  be 
an  example  of  the  third  class  of  cases.  In  this  disease  an  indi- 
vidual, usually  a  native,  is  attacked  with  a  slight  frontal 
headache,  which  is  accompanied  with  fever  and  an  overpow- 
ering desire  to  sleep,  which  gradually  deepens  into  coma  and 
ends  in  death. 

Somnambulism  and  the  night  terrors  of  children  can  hardly 
be  termed  cases  of  narcolepsy,  although  the  sleep  in  such  cases 
is  decidedly  morbid.  In  the  majority  of  cases  of  night  terrors 
coming  into  ray  hands,  I  have  been  able  to  guide  them  away 
from  their  nocturnal  monsters  by    putting  them  on   shorter 
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rations  for  their  evening  meal,  and,  in  several  instances,  to 
break  them  up  completely  with  a  few  doses  of  calomel  and 
santonin.  I  do  not  remember  to  have  ever  seen  a  case  of  night 
terrors  from  eye  strain. 

In  the  case  of  children  who  sleep  too  much  and  too  profound- 
ly, it  will  usually  be  found  that  there  is  some  organic  brain 
disease,  or  that  the  child  has  been  dosed  with  soothing  syrup 
or  paregoric,  and  in  such  cases  you  will  usually  find  a  resulting 
constipation.  I  well  remember  being  called,  several  years  ago, 
to  see  a  number  of  children  who  were  being  cared  for  by  some 
charitable  organization.  At  my  first  visit  one  August  morn- 
ing, I  found  ten  out  of  twelve  babies  asleep  on  the  floor,  and 
one  of  the  other  two  so  stupid  it  could  hardly  open  its  eyes. 
At  my  next  visit  all  the  babies  present,  nine  in  number,  were 
asleep  and  lying  in  various  positions  on  the  uncarpeted  floor, 
two  were  in  cribs  in  another  room,  sick,  and  one  had  died  since 
my  first  visit  and  I  was  called  on  for  a  certificate;  but  as  the 
child  was  well  the  day  before,  and  as  I  had  found  too  many 
asleep  two  days  in  succession,  I  declined  to  give  the  certificate, 
but  instead  sent  a  note  to  the  health  officer,  which  caused  the 
good  lady  managers  so  much  trouble  that  I  was  not  requested 
to  continue  my  visits. 

The  following  case  of  abnormal  sleep  came  under  my  care 
during  the  holidays.  A  professional  gentleman  consulted  me 
about  his  wife,  who  had  during  the  last  two  years  become  a 
decided  sleepy-head,  as  he  termed  it.  She  is  about  23  years  of 
age,  of  English  parentage,  married  two  and  a  half  years,  no 
children,  never  pregnant,  and  has  never  had  any  uterine  dis- 
turbances. She  developed  early  and  does  not  remember  to 
have  ever  had  any  illness  other  than  the  ordinary  diseases  of 
childhood  and  a  bad  cold  or  two,  but  she  suffers  every  little 
while  from  constipation.  She  married  at  20,  and  weighed,  as 
she  had  done  for  several  years  previously,  about  one  hundred 
and  twelve  pounds.  The  first  year  of  her  married  life  she 
spent  with  her  husband  in  the  small  hotels  in  the  villages  and 
mountains  of  Western  Pennsylvania.  During  this  first  sum- 
mer and  fall  she  increased  quite  rapidly  in  weight,  weighing 
by  Christmas  about  one  hundred  and  fifty  pounds.  It  was 
during  this  time  that  her  husband's  attention  was  first  called 
to  her  frequent  spells  of  drowsiness,  which  have  been  increas- 
ing up  to  the  present  time.  She  is  a  good  bicyclist  and  quite 
a  vocalist,  and  on  her  wheel  or  in  company  is  all  animation, 
always  wide  enough  awake  when  there  is  any  fun  on  hand  or 
anything  special  for  her  to  do;  but  if  she  should  sit  down  for 
a  few  minutes,  even  in  company,  without  taking  part  in  the 
conversation  going  on  about  her,  she  would  be  off  at  once  to 
dreamland.  She  is  comparatively  easily  aroused,  but  as 
easily  falls  asleep  again;  and  while  she  many  times  spends  the 
greater  part  of  a  day  asleep,  her  night's  rest  is  not  at  all  dis- 
turbed and  she  is  just  as  sleepy  again  the  next  day.  Her  sleep 
does  not  appear  to  have  any  of  the  elements  of  coma,  neither 
can  she  be  said  to  be  a  particularly  light  sleeper,  although  she 
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is  comparatively  easily  awakened  when  she  has  been  asleep 
but  a  little  while,  and  especially  in  company  when  she  wants 
to  keep  awake,  at  such  times  a  slight  nudge  from  a  neighbor 
being  quite  enough  to  arouse  her;  but,  as  1  have  already  said, 
if  left  to  herself  she  will  quickly  fall  asleep  again,  and  the 
longer  she  is  allowed  to  sleep  the  more  profound  her  sleep 
becomes  and  the  more  difficult  it  is  to  arouse  her.  She  has 
never  been  conscious  of  an  aura  or  shock  of  any  kind,  neither 
does  she  see  lights  or  hear  sounds,  but  she  has  at  times  what 
might  be  called  sleep-ptosis  when  she  has  slept  for  many 
hours  and  is  awakened  suddenly.  At  such  times  she  is  hardly 
able  to  open  her  eyes  at  first,  and  when  she  does  open  them  the 
lids  appear  too  heavy  and  fall  shut  again;  but  after  a  few  min- 
utes this  feeling  passes  off  and  she  is  able  to  open  her  eyes 
without  any  further  trouble. 

Her  urine  has  not  been  examined,  but  her  husband  has  prom- 
ised to  have  it  done  and  to  let  me  know  whether  anything 
abnormal  is  found. 

Dr.  J.  T.  Johnson  said  his  trouble  was  to  get  patients  to 
sleep.  He  had  seen  a  number  of  children  in  obstetric  practice 
who  seemed  to  sleep  more  than  usual.  One  had  had  paregoric 
and  the  other  was  just  sleeping  the  sleep  of  a  good  physical 
condition. 

Dr.  S.  S.  Adams  said  continued  sleep  in  infants  should  be 
looked  upon  with  suspicion.  He  saw  six  or  eight  infants  last 
year  who  were  sleeping  more  than  usual,  and  in  every  case 
narcotics  had  been  given.  One  child  slept  for  twelve  or  six- 
teen hours  at  a  time;  the  nurse  was  discharged,  and  the  child 
screamed  for  a  week. 

Dr.  J.  R.  Bromwell  said  that  new-born  babies  often  sleep 
from  exhaustion. 
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Lehrbuch  der  Geburtshilfe  zur  wissenschaftlichen 

UND  PRAKTISCHEN  AUSBILDUNG  FUR  AeRZTE  UND  StDDIER- 

ENDE.     A  Text  Book  on  Obstetrics.     By  F.  Ahlfeld,  M.D. 

Second  revised  edition,  with  338  illustrations  and  IH  charts. 

Leipzig:  Fr.  Wilh.  Grunow,  1899. 

In  discussing  the  first  edition  of  Ahlfeld's  work  we  stated 
that  there  were  two  kinds  of  text  books — one  a  compilation  of 
the  literature  and  clippings  from  other  works,  and  another  type, 
usually  less  pretentious  and  more  modest  in  appearance,  but 
which  shows  originality  in  every  line  and  reflects  the  author's 
personal  experience  and  views. 

Ahlfeld's  work  is  a  splendid  representative  of  this  second 
type.  It  is  Ahlfeld's  own  handiwork,  and  not  a  machine-made 
article;  a  figure  clad  in  homespun,  and  not  a  puppet  dressed  in 
a  garment  of  many  colors. 
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The  first  edition  deserved  the  predicate  "good,"  and  this 
much-enlarged  second  edition  should  receive  the  mark  "excel- 
lent." Many  of  the  shortcomings  of  the  first  edition  have  been 
obviated,  the  author  having  paid  due  attention  to  many  honest 
criticisms,  which  especially  found  fault  with  the  method  in 
which  the  various  chapters  were  arranged. 

The  chapter  on  the  physiology  of  pregnancy  and  labor  is 
well  written.  In  the  former,  however,  we  desire  to  criticise 
Figure  58,  which  is  said  to  illustrate  the  normal  position  of  the 
full-term  uterus  in  a  primipara.  In  our  opinion  the  position 
is  decidedly  abnormal  and  the  illustration  would  well  fit  a 
description  of  a  pendulous  belly. 

Ahlfeld  advises  the  preliminary  vaginal  douche  even  in  nor- 
mal cases;  this,  however,  does  not  surprise  us,  for  Ahlfeld  is  a 
strong  believer  in  autoinfection. 

The  chapter  on  the  physiology  of  the  puerperium  contains 
little  that  is  knew.  We  desire,  however,  to  take  exception 
to  the  advice  that  the  patient  may  leave  her  bed  without  any 
danger  three  or  four  days  post  partum.  We  grant  that  this 
may  be  possible  in  exceptional  cases,  but  it  would  certainly  be 
inadvisable  in  most  women. 

In  the  treatment  of  eclampsia  Ahlfeld  takes  a  conservative 
position  and  opposes  the  radical  treatment  of  Di'ihrssen  and 
others  who  advise  the  immediate  emptying  of  the  uterus.  Hot 
baths  and  wet  pack  are  advised,  to  which,  in  especially  grave 
cases,  chloroform  anesthesia  or  morphine  injections  may  be 
added. 

We  fully  agree  with  Ahlfeld  in  the  treatment  of  myomata 
complicating  pregnancy — that  is,  not  to  operate  in  these  cases 
except  the  tumors  should  render  delivery  impossible. 

The  chapter  discussing  the  complications  of  labor  as  a  result 
of  a  preceding  vesico-  or  vaginal-fixation  of  the  uterus  is  new 
and  interesting.  This  operation  is  decidedly  unjustifiable  dur- 
ing the  child-bearing  period,  and,  if  we  are  not  mistaken,  the 
signs  are  m^ny  that  it  will  soon  be  discarded. 

The  chapter  on  puerperal  sepsis  is  concise,  conservative,  and 
up  to  date.  As  might  be  expected,  the  etiology  of  autoinfec- 
tion finds  a  prominent  place.  The  book  closes  with  a  brief 
recapitulation  of  the  diseases  of  the  new-born  infant. 

We  wish  to  draw  especial  attention  to  the  chapter  on  gonor- 
rheal infection,  which  contains  many  valuable  points. 

We  heartily  recommend  this  work  to  both  the  student  and 
physician  as  a  safe  and  reliable  guide.  J.  R. 

Urinary  Analysis  and  Diagnosis.     By  Louis  Heitzmann, 
M.D.,   New  York.     With  108   original   illustrations.     New 
York:  William  Wood  &  Company,  1899. 
It  would  seem  at  first  glance  as  if  any  writer  guilty  of  a  new 
work  on  the  urine  owed  a  distinct  apology  to  the  medical  pro- 
fession.    If  Dr.    Heitzmann  owes  any  such  apology  it  is  for 
having  delayed  so  long  in  giving  us  a  book  so  greatly  needed. 
Every  physician  realizes  the  importance  of  urine  examination. 
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Nearly  every  one  regards  himself  as  more  or  less  of  an  expert 
at  it.  As  a  rule  his  microscope  has  been  bought  with  that  end 
in  view,  and  with  bacteria  and  blood  work  as  a  secondary 
possibility;  and  yet  there  can  be  no  doubt  that  many  a  man 
who  examines  hundreds  of  specimens  every  year  will  take  a 
beautiful  sediment,  every  feature  of  which  should  tell  some- 
thing as  it  passes  under  the  objective,  and  yet  know  little  more 
about  the  urinary  tract  of  his  patient  when  he  has  finished  the 
examination  than  he  did  when  he  began  it. 

The  reason  for  this  is  obvious.  The  standard  works  on  the 
urine  give  much  space  to  minute  chemical  analysis — work 
which  can  only  properly  be  done  in  a  fully  equipped  laboratory 
— and  the  microscopical  portion  of  the  subject  is  relegated  to  a 
very  subsidiary  position.  This  will  be  more  clearlj^  evident 
when  it  is  mentioned  that  in  the  book  on  this  subject  which  is 
probably  the  most  popular  at  present  in  this  country,  there  is 
not  one  original  plate  of  urinary  sediments.  And  this  book 
is  not  an  exception.  It  is  in  man}^  ways  an  excellent  work 
and  quite  typical  of  the  books  which  we  depend  upon  to  in- 
struct us  in  this  line. 

To  see  the  evil  effect  of  this  teaching  it  is  only  necessary  to 
send  a  specimen  of  urine,  in  a  doubtful  case,  to  the  laboratories 
where  such  examinations  are  made  for  the  profession.  An 
elaborate  chemical  analysis  with  a  most  meagre  microscopical 
report  will  be  returned.  It  happened  recently  to  the  writer  of 
this  review  to  see  in  consultation  a  patient  with  pyonephrosis. 
The  urine  from  the  case  had  been  sent  to  the  pathologist  of  a 
large  institution,  and  the  report  was  at  hand  to  help  in  the 
diagnosis.  It  consisted  of  a  chemical  analysis,  figured  in  most 
scientific-looking  decimals,  and  with  a  microscopical  appendix 
which  read  as  follows:  "Pus  cells  numerous;  red  blood  cells 
in  fair  number;  epithelial  cells  of  the  squamous  and  spindle- 
shaped  varieties;  crystals  of  ammonio-magnesian  phosphate; 
amorphous  phosphates;  no  casts."  Considering  the  fact  that 
the  pus  was  entirely  evident  to  the  naked  eye  in  this  specimen, 
there  is  absolutely  nothing  in  the  report  which  can  be  said  to 
add  a  jot  to  the  clinical  picture  or  help  the  practitioner  in  the 
slightest  degree.  In  fact,  if  anything,  it  is  misleading,  as 
rather  suggesting  the  bladder  as  the  source  of  the  pus.  That 
this  is  a  typical  urinary  report  I  think  any  one  who  has  had 
experience  in  this  direction  will  agree.  And  yet  in  the  case  in 
question  an  absolutely  positive  diagnosis  of  abscess  of  the  kid- 
ney could  easily  be  made  with  the  microscope  in  five  minutes. 
Mixed  with  the  pus  corpuscles  there  were  to  be  found  myriads 
of  cuboidal  and  columnar  epithelia  from  the  convoluted  and 
straight  collecting  tubules  of  the  kidney.  These,  in  the  labora- 
tory report,  had  undoubtedly  been  classed  as  pus  corpuscles. 
In  justice  to  the  laboratory  where  the  examination  in  question 
was  made,  it  should  be  remembered  that  failure  to  recognize 
the  source  of  the  various  epithelia  found  in  urine  is  quite  in 
accordance  with  the  teaching  of  the  text  books,  and  shows 
what  great  need  there  is  for  a  work  such  as  Dr.  Heitzmann 
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has  given  us.  la  the  urine  above  mentioned,  moreover,  there 
could  be  seen  in  every  field  shreds  of  connective  tissue — cer- 
tainly a  most  important  feature  as  showing  destructive  change, 
and  yet  these  shreds  are  not  mentioned  in  the  report.  The 
reason  for  this  omission  is  as  simple  as  it  is  amazing:  the  text 
books  do  not  any  of  them  mention  the  possibility  of  finding 
this  important  anatomical  element  in  urine! 

In  reviewing  a  book  as  full  of  meat  as  Dr.  Heitzmann's  it  is 
difficult  to  know  where  to  begin  and  where  to  stop.  Each 
chapter  suggests  a  new  text.  Probably  the  most  important 
portion  of  the  book  is  that  devoted  to  epithelia.  It  will  be  re- 
membered, as  stated  above,  that  at  present  the  weight  of 
authority  is  against  the  possibility  of  determining  the  sources 
of  the  various  epithelia  found  in  the  urine.  Dr.  Heitzmann 
takes  the  opposite  view,  and  states  that  while  in  every  urine 
many  epithelia  will  be  found  whose  source  cannot  possibly  be 
told,  still,  on  the  average,  it  is  entirely  possible  to  tell.  Those 
who  are  inclined  to  hastily  criticise  this  position  as  untenable 
should  not  forget  that  this  book  is  the  outcome  of  many  years 
of  painstaking  work  in  a  limited  field  by  an  extremely  compe- 
tent and  well-trained  observer. 

While  it  is  not  possible  in  a  brief  review  to  state  Dr.  Heitz- 
mann's position  in  detail,  it  may  be  said  that  his  method  of 
differentiating  epithelia  from  the  various  parts  of  the  urinary 
tract  is  not  based  on  peculiarities  of  shapes,  as  suggested  years 
ago  by  Sir  William  Roberts,  but  upon  comparative  average 
sizes.  For  instance,  where  small  cuboidal  epithelia  are  found 
which  are  one-third  larger  than  the  pus  corpuscles  found  in  the 
same  urine,  these  epithelia  come  from  the  convoluted  tubules 
of  the  kidney.  As  the  epithelia  from  the  ureters  and  prostate 
are  only  slightly  larger  than  those  from  the  kidney  (being, 
according  to  Dr.  Heitzmann,  about  twice  the  size  of  the  pus 
corpuscles),  it  is  evident  that  care  and  discrimination  are  neces- 
sary in  making  the  diagnosis.  It  is  the  opinion  of  the  writer 
of  this  review,  however,  that  this  care  will  be  well  repaid,  for 
it  has  been  his  practical  experience  that  where  the  urine  con- 
tains pus  corpuscles,  and  cuboidal  epithelia  one-third  larger 
than  the  pus  corpuscles,  there  will  invariably  be  clinical  evi- 
dences of  more  or  less  nephritis;  and  the  practitioner  who  takes 
the  trouble  to  follow  up  this  subject  will  be  glad  to  find  that  he 
is  able  readily  to  detect  the  many  gradations  of  nephritis  which 
precede  the  cast  stage,  and  to  see  his  cases  of  so-called  "  func- 
tional albuminuria"  becoming  fewer. 

Dr.  Heitzmann's  chapter  on  Casts  is  excellent,  and  the  por- 
tion relating  to  pseudo-casts  is  of  great  value,  as  it  is  unfortu- 
nately a  fact  that  mucous  casts  and  bacterial  casts  are  only  too 
often  raised  to  a  dignity  they  are  not  entitled  to.  Even  careful 
insurance  examiners  have  been  known  to  call  these  appearances 
hyaline  and  granular  casts. 

The  chapters  on  Connective  Tissue,  on  Tumors,  and  on  Ex- 
traneous Matters,  and  the  part  on  Urinary  Diagnosis,  are  all 
excellent. 
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Regarding  the  chemical  part  of  the  book,  there  is  not  much 
to  say  except  that  it  is  short,  practical,  and  distinctly  secondary 
to  the  microscopical  part,  to  which  it  is  added  in  order  to  make 
the  work  complete.  There  are  two  hundred  and  thirteen  pages 
in  the  microscopical  part,  with  one  hundred  and  eight  original 
drawings  from  nature,  and  onh^  twenty-seven  pages  in  the 
chemical  part — an  eminently  satisfactory  apportionment  from 
the  standpoint  of  actual  clinical  value  to  the  practitioner. 

To  sum  up,  it  is  a  subject  for  congratulation  that  we  have 
now  a  book  which  does  away  witli  the  old  time  honored  plates 
(which  each  text  book  seems  to  have  inherited  from  its  prede- 
cessor) and  gives  us  some  crisp  new  plates  drawn  to  definite 
scale.  It  is  also  subject  for  congratulation  to  find  a  book 
which,  while  adding  much  that  is  new,  at  the  same  time  sim- 
plifies the  whole  subject  and  materially  clears  the  atmosphere. 

W.    L.    B. 

The  International  Medical  Annual  and  Practitioner's 

Index:     A  Work  of  Reference  for  Medical   Practitioners. 

1899.     Seventeenth  Year.     Pp.  758,  illustrated.     New  York: 

E.  B.  Treat  &  Co. 

This  Annual,  now  appearing  for  the  seventeenth  time,  is  a 
compilation  of  abstracts  by  thirty-two  contributors.  It  treats 
of  all  branches  of  medicine,  the  various  subjects  being  arranged 
in  alphabetical  order.  Reference  to  its  contents  is  also  facili- 
tated by  a  general  index.  Special  chapters  are  devoted  to  the 
subjects  of  pathogenic  bacteria,  which  is  illustrated  bj^  a  num- 
ber of  colored  plates,  legal  decisions  affecting  medical  questions, 
and  sanitary  science.  The  work  is  supplied  with  plates  and 
illustrations  where  these  are  necessary. 

Progressive  Medicine.     A  Quarterly  Digest  of  Advances, 
Discoveries,  and  Improvements  in  the  Medical  and  Surgical 
Sciences.     Edited    by   Hobart   Amory   Hare,  M.D.,  Pro- 
fessor of  Therapeutics  and  Materia  Medica  in  the  Jefferson 
Medical  College  of  Philadelphia,  etc.     Vol.  I.     March,  1899. 
Surgery  of  the  Head,  Neck,  and  Chest;  Diseases  of  Children; 
Pathology;  Infectious   Diseases,  including  Croupous  Pneu- 
monia;   Laryngology   and   Rhinologv;    Otology.     Pp.    490. 
Philadelphia  and  New  York:  Lea  Brothers  &  Co.,  1899. 
With  this  volume  a  new  member  of  the  family  of  medical 
annuals  is  presented  to  the  profession.     In  his  preface  the  editor 
announces  the  intention  of  recording;  only  such  articles  as  con- 
tain facts  of  intrinsic  worth  and  indicate  actual  progress  in  the 
field  of  medical  research.     The  new  annual  commends  itself  by 
adherence  to  this  polic}',  the  result  being  a  thoroughly  readable 
and  admirably  systematized  compendium  of  the  advances  made 
during   the    past   year.     Its   clearness    from   a  typographical 
standpoint  leaves  nothing  to  be  desired.     The  subject  of  Sur- 
gery of  the  Head,  Neck,  and  Chest  is  treated  by  J.  Chalmers 
Da  Costa,  of  the  Jefferson  Medical  College,  in  a  most  interest- 
ing chapter.     Alexander  D.  Blackader,  of  McGill  University, 
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presents  a  number  of  well -selected  abstracts  covering  the 
ground  of  Diseases  of  Children.  A  thoroughly  systematic 
review  of  Pathologv  by  Ludwig  Hektoen,  of  Rusli  Medical 
College,  follows.  Under  the  heading  of  Infectious  Diseases 
William  Sydney  Thayer,  of  Johns  Hopkins  University,  sum- 
marizes recent  articles  upon  malaria,  typhoid,  diphtheria,  the 
bubonic  plague,  epidemic  cerebro-spinal  meningitis,  pneumo- 
nia, and  yellow  fever.  Laryngology  and  Rhinology  are  dis- 
cussed by  A.  Logan  Turner,  of  the  University  of  Edinburgh; 
and  Otology  by  Robert  L.  Randolph,  of  Johns  Hopkins  Uni- 
versity. An  index  renders  the  contents  of  the  annual  acces- 
sible. 


BRIEF  OP  OURRBNT    LITERATURE. 


OBSTETRICS. 

Bandl's  Ring  — H.  C heron "  summarizes  this  subject. 
During  pregnancy  the  ring  does  not  protrude  into  the  uterine 
cavity,  but  a  thickening  of  the  uterine  wall  can  sometimes  be 
noticed.  After  delivery  Bandl's  ring  is  thick  and  forms  a  pro- 
trusion which  closes  and  protects  the  cavity  of  the  body  of  the 
uterus.  Subsequently,  during  involution,  the  ring  approaches 
the  internal  os.  The  two  theories  as  to  its  origin  are:  That  it 
corresponds  to  the  os  internum,  and  that  it  is  formed  from  the 
lower  part  of  the  body  of  the  uterus.  Its  formation  is  due  to 
any  modification  of  the  soft  parts  or  bony  framework  of  the 
pelvi-genital  canal,  which  obliges  the  uterine  muscle  to  over- 
exert itself  in  expelling  the  fetus,  or  to  the  use  of  ergot,  bal- 
loons, etc.,  which  have  the  same  effect.  It  may  occur  with  any 
presentation,  but  most  frequently  with  those  of  the  shoulder, 
breech,  or  face.  It  may  form  during  twin  pregnancy  between 
the  fetuses,  when  one  is  placed  above  the  other.  The  formation 
of  a  retracted  band  of  muscle  in  any  other  situation  than  that 
occupied  by  Bandl's  ring  has  never  been  observed  during  labor. 
Retraction  of  the  ring  is  always  accompanied  by  retraction 
of  the  uterine  body.  It  may  occur  when  the  fetus  is  situated 
in  the  body  of  the  uterus  or  engaged  in  the  lower  segment. 
The  principal  maternal  complications  are  spontaneous  or  trau- 
matic rupture  of  the  uterus,  reproduction  of  the  ring  at  the 
time  of  delivery  of  the  placenta,  postpartum  hemorrhage, 
and  puerperal  infection.  The  infantile  mortality  is  about  45 
per  cent,  chieiiy  due  to  interference  with  the  placental  cir- 
culation on  account  of  excessive  uterine  contraction.  The 
diagnosis  of  the  existence  of  Bandl's  ring  can  usually  be  made 
only  by  intrauterine  examination.  Its  presence  interferes  seri- 
ously with  the  performance  of  version,  especially  if  a  portion 
of  the  fetus  is  situated  in  the  lower  segment  of  the  uterus,  and 
rupture  of  the  uterus  may  follow  such  attempts.  If  the  child 
is  dead  embryotomy  usually  succeeds.  If  living,  and  the  re- 
traction very   strong,    forceps  are  the  method  of    choice  in 
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presentations  of  the  vertex,  but  must  be  absolutely  avoided  in 
face  presentations.  In  twin  pregnancies  retraction  of  Bandl's 
ring  should  not  be  allowed  to  interfere  with  the  choice  of  an 
operative  procedure  for  the  extraction  of  the  second  fetus,  as  it 
is  usually  moderate  and  easily  dilatable. 

Early  Diagnosis  of  Pregnancy. — Braun-Fernwald'°  and 
many  others  find  that  a  change  in  the  consistency  of  the  uterus 
is  the  earliest  symptom  of  pregnancy.  Braun-Fernwald's  ex- 
haustive investigations  show  that  the  pregnant  uterus  is  of 
irregular  form,  thicker  on  one  side,  and  with  a  shallow  depres- 
sion anteriorly.  This  latter  symptom  could  always  be  made 
out,  and  is  explained  by  the  engrafting  of  the  ovum  on  one 
side.  It  is  especially  important  to  remember  that  this  latter 
symptom  is  absent  in  extrauterine  pregnancy. 

Treatment  of  the  Umbilical  Stump. — Kusmin^'  recom- 
mends a  new  and  simple  treatment  of  the  umbilical  stump, 
which  consists  in  encircling  the  stump,  at  a  distance  of  about 
one  ceotimetre  from  the  abdomen, with  a  rubber  ligature.  The 
remaining  portion  is  surrounded  with  a  plaster-of-Paris  ban- 
dage, which  prevents  infection  and  permits  the  child  to  be 
bathed.  Kusmin  has  applied  this  method  in  42  cases  with 
favorable  results. 

Horn  "  describes  a  method  which  is  employed  in  the  Cologne 
Maternity  Hospital  and  which  consists  in  thickly  covering  the 
umbilical  stump  with  powdered  clay.  Asepsis  of  the  umbilicus 
depends  mainly  on  excluding  moisture  and  air;  this  is  obtained 
by  this  method.  Horn,  like  many  others,  advises  against  the 
bath  until  the  umbilical  w^ound  has  entirel}^  healed. 

Postpartum  Hemorrhage. — Bastain"'  recommends  a  novel 
method  of  treating  postpartum  hemorrhage.  A  long  Cusco 
speculum  is  introduced  into  the  vagina,  and,  after  opening  the 
same  as  far  as  possible,  the  vagina  is  firmly  tamponed  with  iodo- 
form gauze.  The  speculum  is  not  removed,  but  left  in  situ. 
Bastain  reports  good  success  in  very  desperate  cases  when  all 
other  means  failed  to  arrest  the  hemorrhage. 

Symphyseotomy. — V.  Abelly  "  states  that  in  22  cases  of 
deformed  pelvis  for  which  symphyseotomy  was  performed  by 
Qaeirel  the  maternal  mortality  was  13.  G  per  cent,  the  infan- 
tile 21  per  cent.  Of  136  cases  of  symphyseotomy  performed 
since  1896  and  collected  by  B.  Rubinrot"  the  maternal  mortal- 
ity was  found  to  be  11.03  per  cent,  the  infantile  13.07  per  cent. 
Among  the  difficulties  and  accidents  noted  in  these  136  cases 
were  22  instances  of  hemorrhage,  operative  difficulties  due 
to  the  presence  of  adipose  tissue  in  9  cases,  of  cicatricial  tissue 
in  3  cases  previously  symphyseotomized,  deviations  of  the 
symphysis  in  11  cases.  Yesico-vaginal  fistulfe  occurred  in  12 
cases,  prolapse  of  the  cord  in  6.  In  5  cases  the  bladder  was 
pinched  between  the  pelvic  rami;  in  3  difficulty  was  experi- 
■enced  in  approximating  these;  3  deaths  occurred  from  shock 
and  10  from  infection  out  of  a  total  of  44  infected  cases.  Sup- 
puration of  the  wound  was  noted  in  14  cases.  Other  compli- 
cations, such  as  abscess  formation,  slow  union,  etc.,  occurred 
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in  11  cases.  Temporary  urinary  difficulties  in  IG  cases,  per- 
sistent incontinence  in  13,  trouble  with  the  sacro-iliac  syn- 
chondrosis in  7,  and  difficulty  in  locomotion  in  10  cases,  are 
mentioned. 

Influenza  during  Pregnancy.— E.  A.  R.  du  Cotret"  has 
never  observed  a  case  in  which  influenza  exerted  an  unfavor- 
able effect  upon  pregnancy.  He  usually  treats  such  cases  with 
quinine  in  three  doses  of  five  grains  each  at  intervals  of  four 
hours  and  subsequently  two  grains  three  times  a  day.  In  spite 
of  the  reputed  oxytoxic  action  of  this  drug,  the  writer  has  never 
caused  an  abortion  by  its  use  in  pregnant  cases. 

Rupture  of  the  Uterus. — Gibert '"  reports  a  case  of  rachitic 
pelvis  in  which  a  transverse  tear,  13  centimetres  long,  of  the 
vesico-uterine  cul-de-sac,  and  a  vertical  laceration  of  the  uterus 
which  extended  10^  centimetres  in  the  retracted  organ,  had  oc- 
curred during  attempted  delivery.  Basiotripsy  was  first  per- 
formed upon  the  isolated  head,  which  remained  in  the  uterus, 
and  the  lacerations  were  then  sutured  through  a  median 
abdominal  incision.  Hysterectomy  was  deemed  too  dangerous 
on  account  of  the  patient's  general  condition.  Death  occurred 
from  shock. 

Cesarean  Section. — F.  C  Madden'  gives  notes  on  two 
Cesarean  sections  performed  in  the  Kasr-el-Aini  Hospital, 
Cairo.  One  case  made  a  good  recovery,  both  mother  and 
child  living.  In  the  other  the  child  is  alive;  the  mother  also 
recovered  from  the  operation,  but  died  in  a  few  days  from  lung 
trouble. 

Eclampsia. — Gibert'"  reports  a  case  of  eclampsia  during 
labor  in  which  both  mother  and  child  were  saved  by  manual 
dilatation  of  the  cervix  after  failure  of  Champetier's  balloon, 
the  delivery  being  completed  by  application  of  forceps  at  the 
superior  strait.  He  advises  this  method  of  dilating  the  cervix 
when  the  uterine  contractions  are  too  infrequent  and  ineffec- 
tive to  make  the  Champetier's  b  dloon  efficient. 

Fieux '"  reports  6  cases  of  eclampsia,  from  a  study  of  which 
he  formulates  the  rule  that  when  a  woman  at  or  near  term  and 
with  a  living  child  is  seized  with  eclampsia,  labor  should  be  in- 
duced or  hastened  if  already  started.  As  the  life  of  the  child 
is  a  question  of  minutes,  Fieux  advocates  rapid  manual  dilata- 
tion of  the  cervix  under  chloroform. 

Sandow  Davis'  reports  a  case  of  eclampsia  in  which  he  gave 
potassium  bromide  and  chloral  hydrate,  twenty  grains  each, 
and  ordered  it  repeated  if  possible.  This  lessened  the  convul- 
sions for  a  short  time,  but  they  became  worse.  He  next  drew 
twelve  ounces  of  blood,  and  the  convulsions  immediately 
stopped  and  did  not  recur.  He  reports  this  case  to  show  im- 
mediate relief  given  by  blood-letting. 

Axillary  Mamma — George  Templeton  '  reports  a  case  in 
which  he  found  the  following  condition:  On  examination  a 
spongy  mass  could  be  felt  just  under  the  skin,  passing  beneath 
the  outer  border  of  the  pectoralis  major.  The  outline  was 
irregular  and  lobulated;   it  was  as  large  as  a  walnut  and  pro- 
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duced  a  visible  swelling  when  the  arm  was  raised.  It  was 
movable  around  a  point  of  attachment  to  the  skin,  where  a 
minute  pore  could  be  seen,  and  on  compressing  the  mass  seve- 
ral drops  of  fluid  of  a  bluish-white  color  exuded  from  the 
opening.  There  was  no  areola  around  the  opening.  On 
microscopic  examination  it  presented  all  the  characteristics  of 
human  milk.  The  swelling  was  quite  separate  from  the  pec- 
toral muscles. 

Hematuria  during  Pregnancy. — William  B.  Young"  re- 
ports the  case  of  a  young  woman,  six  months  pregnant,  who 
was  troubled  with  obstinate  hematuria.  The  urine,  besides 
containing  blood,  contained  a  high  percentage  of  albumin.  He 
prescribed  fifteen  grains  of  gallic  acid  and  fifteen  drops  of 
tincture  of  iron  every  four  hours,  alternating  the  two.  He  alsa 
ordered  hot  baths  twice  a  day  and  a  fluid  diet.  This  treat- 
ment continued  for  three  days  without  affecting  the  hematu- 
ria, and  was  abandoned.  He  next  gave  ten  drops  of  fluid 
extract  of  ergot  every  four  hours,  alternating  with  the  iron^ 
which  he  gradually  increased  until  she  got  twenty-five  drops 
at  each  dose.  This  treatment  was  carried  out  for  a  few  days, 
but  was  discontinued  as  the  fetus  was  not  observed  to  move 
in  the  womb  for  two  days.  The  urine  cleared  up  shortlj'  after 
the  fetus  died  and  remained  clear  for  five  days,  when  an  abor- 
tion occurred.  Young  brings  out  the  following  points:  (a)  Did 
the  ergot  kill  the  child  ?  (6)  Was  the  hematuria  relieved  by 
the  ergot  or  by  the  death  of  the  child  ?  (c)  Was  he  right  in 
giving  ergot  ? 

Adherent  Placenta. — Charles  B.  Reed '  states  that  the  pla- 
centa is  adherent  in  about  1  in  500  or  COO  cases  and  that  the 
mortality  is  about  18  per  cent.  He  discusses  the  etiology  under 
three  headings :  1.  The  causes  attributed  to  the  placenta. 
2.  Those  attributed  to  the  uterus.  3.  Those  attributed  to  the 
utero-placental  connection. 

Placental  Causes. — There  is  a  diffuse  form  of  inflammation 
which  arises  in  the  connective  tissue  and  the  placenta  becomes 
firm  and  pale.  There  is  a  second  form  which  arises  in  the 
arteries  and  adjacent  tissues  of  the  fetal  placenta  and  gradu- 
ally involves  the  entire  organ.  Syphilis  and  rheumatism  are 
also  causes  of  adherent  placenta.  Placenta  succenturiata  has 
an  etiologic  importance  from  the  fact  that  the  main  portion  of 
the  placenta  could  be  delivered  and  the  smaller  portion  left. 
Placenta  previa  is  the  most  common  placental  anomaly  in  con- 
nection with  adherent  placenta.  An  abnormally  thin  placenta 
is  more  difficult  to  expel. 

Uterine  Causes. — Atony  of  the  uterus  is  probably  the  most 
important  factor;  this  may  involve  the  entire  uterus  or  only  the 
placental  site.  Adherent  placenta  is  often  found  in  cases  of 
inversion  of  the  uterus.  Lack  of  contractile  power  is  also 
given  as  a  factor.  Endometritis  is  given  as  a  cause  by  some 
authors,  but  some  other  factor  must  also  be  present. 

Utero-jjlaceiital  Causes. — Winchell  mentions  extravasa- 
tions of  blood  into  the   decidua  serotina  and  thence  into  the 
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intervillous  spaces.  Myulasy  claims  that  the  most  common 
condition  met  with  in  extensive  adhesion  is  a  deposit  of  fibrin 
originating  in  the  decidua  and  involving  the  opposing  surfaces 
of  the  placenta  and  the  uterus,  the  cement  substance  nearly 
always  being  a  tough,  fibrous  material  difficult  to  separate  from 
the  uterine  wall. 

Consequences  of  Retention.— There  is  a  mortality  of  7  per 
cent.  Hemorrhage,  more  or  less  severe,  requires  that  the  pla- 
centa shall  be  removed  in  order  that  the  uterus  may  contract. 
The  placenta  may  remain  in  the  uterus  for  a  variable  length  of 
time,  even  as  long  as  one  year.  The  retained  placenta  may 
form  a  polyp  or  give  rise  to  a  hydatid  mole,  or  become  the  seat 
of  a  neoplasm  which  may  require  the  removal  of  the  uterus. 

In  this  condition  the  fingers  should  be  introduced  into  the 
uterus  under  rigid  aseptic  precautions,  and  inserted  between 
the  placenta  and  the  uterus,  the  placenta  being  completely 
stripped  off  and  brought  away.  The  external  hand  should 
secure  vigorous  uterine  contractions  according  to  Crede's 
method.  If  you  fail  to  remove  the  placenta  at  once,  pack  the 
uterus  for  forty-eight  hours,  when  the  placental  remnants  can 
be  easily  removed  by  the  finger.  The  tamponing  is  much 
safer  and  equally  as  effective  as  the  curette,  if  employed  under 
extreme  antiseptic  precautions. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Geography  of  Cancer  in  England  and  Wales. — Alfred 
Haviland  ""  makes  the  following  propositions:  1.  That  the  dis- 
tricts having  the  highest  death  rates  from  cancer  among  fe- 
males were  invariably  associated  with  seasonally  flooded  areas 
traversed  by  or  in  close  propinquity  to  fully  formed  rivers. 
2.  That,  geologically,  these  high  mortality  districts  were  char- 
acterized by  alluvium  and  subsoils  of  clays  of  every  variety  of 
age  and  formation.  3.  That  the  districts  having  the  lowest 
death  rates  from  cancer  were  situated  on  elevated  land,  where 
the  drainage  was  good  and  the  physical  features  of  the  country 
such  as  to  preclude  the  possibility  of  floods;  where  rivers 
derived  their  sources,  and  where  in  fact  they  were  not  fully 
formed.  4.  That,  geologically,  these  low  mortality  districts 
were  characterized  by  the  oldest  paleozoic  rocks,  especially  those 
of  the  carboniferous  limestone  period,  the  liassic,  oolitic,  and 
cretaceous  limestones.  The  above  facts  were  drawn  from  a 
geographical  chart  of  female  cancer  for  the  decade  from  1851-60. 
The  death  rate  in  England  and  Wales  at  all  ages  frorn  cancer 
was,  in  1851-00,  among  males  1.94,  and  females  4.33;  in  1881- 
90.  among  males  4.30,  and  7.38  among  females.  After  study- 
ing the  geographical  conditions  of  cancer  for  the  years  1881-00, 
he  is  asking  the  question.  How  is  it  that  limestones  are  always 
associated  in  England  and  Wales  with  the  lowest^  death  rate 
from  cancer,  and  the  flooded  clays  with  the  highest? 

Cancer  and  Cancer  Houses. — D'Arcy  Power'"  cites  nu- 
merous   instances    in  which  cancer    predominates   in   certain 
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mostly  low-ljnng  districts.  He  has  also  localized  epidem- 
ics of  cancer  to  villages^  to  houses,  and  even  to  a  single  room. 
He  believes  the  cases  which  he  cites  raise  a  strong  presump- 
tion in  favor  of  cancer  being  an  infective  disease,  to  which 
some  are  much  more  susceptible  than  others.  Locality  seems 
to  be  a  predominant  factor,  and  the  nature  of  the  locality 
associated  with  cancer  appears  to  be  so  characteristic  that  it 
is  possible  to  say  whether  or  not  it  is  advisable  for  a  patient 
with  a  well-marked  family  history  of  cancer  to  reside  in  a 
given  spot. 

Etiology  of  Cancer. — H.  G.  Plimmer"' makes  the  following 
deductions  from  experiments  and  observations:  1.  That  in 
cancers  there  are  certain  intracellular  bodies  (which  may  also 
be  found  rarely  outside  the  cells)  which  are  neither  parts  of 
the  cell  structure  nor  any  known  degenerative  change,  and 
which  are  only  found  in  cancer;  and  that  they  are  only  found 
at  the  periphery  of  the  growing  parts  of  a  cancer,  and  not  in 
the  degenerated  parts;  and  that  these  bodies  have  distinctive 
micro-chemical  reactions.  2.  That  there  are  certain  cancers, 
which  occur  rarely,  in  which  these  bodies  are  present  in  enor- 
mous numbers.  3.  That  by  the  use  of  appropriate  means 
these  bodies  can  be  isolated  and  cultivated  outside  the  body. 
4.  That  these  cultures,  when  introduced  into  certain  animals, 
can  cause  death,  with  the  production  of  tumors,  so  far  of 
endothehal  origin;  and  that  pure  cultures  can  be  made  from 
these  tumors  which,  if  inoculated  into  suitable  animals,  will 
produce  again  similar  growths. 

Parasite  of  Cancer. — Wm.  Russell '  states  that  to  any  one 
going  carefully  through  Sanfelice's  work  there  is  only  one 
opinion  possible,  and  that  is  that  it  is  a  very  careful  piece  of 
investigation  and  research.  The  links  in  the  chain  of  evidence 
are  simple  and  strong,  and  may  be  thus  summarized :  Inves- 
tigating blastomycetes.  he  fiads  appearances  similar  to  those 
described  as  occurring  in  cancer  both  outside  and  inside  of  the 
cells.  He  finds  that  in  different  animals  the  pathogenic  effect 
varies  from  a  somewhat  rapid  infection  with  great  prolifera- 
tion of  the  parasites  down  to  a  much  less  acute  infection.  In 
dogs,  by  inoculating  them  into  the  peritoneal  cavitj^  he 
recovers  the  parasite  from  the  lymph  glands  and  passes  them 
through  another  dog,  and  so  on.  Having  in  this  way  modi- 
fied the  parasite  by  the  chemico-vital  influences  in  the  dog's 
body,  he  inoculates  the  mammae  and  testicles  of  dogs  with  the 
modified  organism  and  finds  that  it  produces  epithelial 
growths  with  metastases.  Russell  cites  several  other  men  who 
have  succeeded  in  cultivating  blastomycetes  from  tumors, 
mainly  malignant.  All  of  these  add  confirmation  to  Sanfelice's 
results. 

Frequency  and  Nature  of  Cancer. — Roswell  Park""  states 
that  if  for  the  next  ten  years  the  relative  death  rates  are  main- 
tained, we  shall  find  that  in  1900  there  will  be  more  deaths  in 
Kew  York  State  from  cancer  than  from  consumption,  small- 
pox, and  typhoid  fever.      He   believes   that  cancer  is  due  to 
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some  parasite,  and  claims  that  this  has  been  proved  both  by 
cultures  and  inoculations  made  in  a  laboratory  in  Buffalo.  He 
states  that  it  is  contaa^ious  and  is  often  transferred  from  one 
person  to  another.  He  explains  the  frequent  occurrence  of 
cancer  at  the  orifices  of  the  body  by  claiming  that  they  are  the 
most  exposed  of  all  parts  to  infection. 

Cancer  in  the  Lower  Animals. — J.  M,  Fadyean,"'  in  dis- 
cussing sixty-three  cases  of  malignant  disease  in  lower  animals, 
states  that  of  forty-nine  cases  of  carcinoma  twenty-five  were 
in  horses,  sixteen  in  dogs,  five  in  oxen,  two  in  cats,  and  one  in 
a  sheep.  Of  fourteen  malignant  adenoma  and  adenocarcinoma 
seven  were  in  dogs,  six  in  horses,  and  one  in  a  sheep.  One 
of  the  commonest  animals,  the  pig,  was  not  represented  in  the 
list.  The  udder  of  the  cow  is  relatively,  if  not  absolutely,  im- 
mune from  carcinoma  ;  this  is  difficult  to  reconcile  with  the 
theory  that  carcinoma  of  the  human  breast  is  connected  with 
the  irritation  of  lactation. 

Statistics  of  Cancer. — A.  Newsholme,'"  after  a  careful 
survey  of  the  statistics  of  death  in  England  and  Wales,  con- 
cludes that  they  do  not  justify  the  conclusion  that  an  increase 
in  cancer  mortality  has  occurred  within  recent  years.  They 
rather  tend  to  the  conclusion  that  the  increase  is  only  apparent, 
and  is  due  to  improved  diagnosis  and  more  careful  certification 
of  the  causes  of  death,  especially  the  latter.  Cancer  kills  an- 
nually about  three-eighths  of  the  number  claimed  by  phthisis; 
but  cancer  is  rare  before  middle  life,  and  phthisis  occurs  at 
any  age.  It  is  between  three  and  four  times  as  fatal  as  ty- 
phoid fever,  and  has  a  much  larger  annual  death  roll  than 
either  measles  or  whooping  cough,  which  have  a  much  larger 
population  for  their  operations. 

Conservative  Surgery.-^Lawson  Tait "  believes  in  such 
radical  surgery  as  will  preserve  his  patients  from  further  risk, 
and  he  does  not  regard  the  "sexual  appetite  argument"  as 
worthy  of  any  but  the  brothel-keeper,  with  whom  it  would, 
of  course,  have  weight. 

Diagnostic  Importance  of  Uterine  Hemorrhage. — A.  E. 
Giles""  states  that  in  virgins  below  the  age  of  20  the  most  com- 
mon cause  of  hemorrhage  is  uterine  catarrh,  due  to  exposure 
at  a  menstrual  period.  Between  20  and  30,  bleeding  is  most 
often  due  to  a  uterine  polypus,  and  occurs  in  the  intervals  of 
menstruation  as  well  as  at  the  periods.  Between  30  and  40, 
uterine  myoma  becomes  an  important  cause  of  hemorrhage. 
A  subserous  myoma  has  often  no  effect;  an  interstitial  generally 
causes  menorrhagia,  while  as  the  growth  becomes  submucous 
the  tendency  to  hemorrhage  increases.  When  uterine  hem- 
orrhage is  so  profuse  as  to  lead  to  excessive  blanching,  a  poly- 
pus, either  mucous  or  fibroid,  may  be  diagnosed.  Above  40, 
menorrhagia  is  caused  by  senile  or  hemorrhagic  endometritis, 
but  must  be  assumed  to  be  malignant  disease.  In  patients 
who  have  never  been  pregnant  but  are  married,  the  causes 
of  hemorrhage  are  similar  to  those  of  the  single  woman,  with 
a  few  exceptions.     When  pyosalpinx  occurs  in  a  woman  only 
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shortly  married,  we  suspect  that  it  is  of  gonorrheal  origin; 
hemorrhage  may  mean  uterine  congestion  due  to  excessive 
coitus.  When  the  patient  is  pregnant  and  hemorrhage  comes 
on  after  a  few  months,  it  points  to  a  threatened  miscarriage. 
The  possibility  of  a  hydatid  mole  must  be  remembered.  From 
the  middle  of  pregnancy  hemorrhage  may  be  due  to  placenta 
previa  or  to  a  partially  detached  placenta.  The  bleeding  is 
occasionally  due  to  a  varicose  vein  in  the  vagina  or  an  epithe- 
lioma of  the  cervix.  We  also  have  hemorrhage  from  ectopic 
gestation.  In  patients  who  have  recently  been  pregnant  the 
menorrhagia  may  be  due  to  subinvolution  when  it  comes  on 
shortly  after  confinement.  Other  causes  are  polyps,  carcinoma 
of  the  cervix,  senile  endometritis,  and  the  menopause.  Hemor- 
rhage after  the  menopause  is  almost  always  due  to  cancer.  In 
every  case  of  uterine  hemorrhage,  never  fail  to  make  a  careful 
vaginal  examination  at  the  first  opportunity ;  the  only  excep- 
tion to  this  rule  being  in  the  case  of  menorrhagia  of  recent 
duration  in  a  young  unmarried  woman,  when  the  proper  pro- 
cedure is  to  first  try  medicinal  measures. 

Treatment  of  Appendicitis  when  Pus  is  Present. — George 
Woolsey"  emphasizes  the  following  facts:  Ventral  hernia  may 
largely  be  avoided,  in  spite  of  the  necessary  use  of  drainage,  by 
using  McBurnej^'s  muscle-splitting  incision,  by  suturing  most 
of  the  wound  and  the  use  of  a  secondary  suture  in  the  part  left 
open,  or  by  the  early  removal  of  the  gauze  drain,  facilitated  by 
the  use  of  a  rubber  tissue  collar  where  it  passes  through  the 
wound,  allowing  the  walls  of  the  cavity  and  sinus  to  become 
approximated,  thus  avoiding  the  necessity  of  granulation. 
The  relative  frequency  of  hernia  following  pus  cases  with 
drainage  is  another  argument  for  early  operation  in  appendi- 
citis. 

Ovarian  Cysts  in  the  Negress. — T.  R.  Brown ''  gives  an 
analysis  of  the  various  kinds  of  ovarian  cysts  occurring  in  the 
white  and  colored  for  a  period  of  six  years  from  January,  1892, 
to  January,  1898.  In  191  cysts  only  12  were  in  negresses — a 
proportion  of  1:15;  while  the  proportion  of  white  and  colored 
patients  treated  was  1:6.75,  i.e.,  ovarian  cysts  were  2.2  times 
as  frequent  in  white  as  compared  with  colored  women.  Der- 
moids were  found  to  be  relatively  more  than  twice  as  common 
in  the  negress.  Unilocular  cysts  are  very  infrequent  in  the 
negress,  being  in  the  proportion  of  1  :  20.5,  or  only  twice  out  of 
55  cases  reported. 

Gynecology  among  the  Insane. — Ernest  Hall'  urges  every 
physician  to  make  a  thorough  examination  of  the  pelvic  organs 
under  anesthesia  in  every  case  of  insanity  before  signing  com- 
mitment papers.  He  believes  that  if  this  rule  was  carried  out 
one-third  of  the  patients  would  be  sent  to  the  hospital  instead 
of  to  the  asylum. 

Stypticin  in  Uterine  Hemorrhage. — H.J.  Boldt"  states 
that  he  has  found  this  drug  to  be  of  service  in  certain  cases  of 
hemorrhage  from  the  uterus.  In  hemorrhage  from  cancer, 
fibromyomata,  endometritis  fungosa,  and  retroflexion  with  en- 
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dometritis  it  has  been  found  to  be  of  no  avail.  He  has  found 
that  no  unpleasant  symptoms  are  produced  even  when  doses  of 
four  and  a  half  grains  were  given. 

Ovarian  Tumor. — E.  W.  Gushing"  reports  the  case  of  a 
young  girl,  11  years  old,  who  had  one  ovary  removed  and  a 
large  ovarian  tumor  punctured  and  its  fluid  contents  evacuat- 
ed during  an  attack  of  typhoid.  The  operation  was  done  to 
relieve  the  patient  of  the  dyspnea  caused  by  the  tumor.  She 
recovered. 

The  Uterus  in  Pelvic  Operations. — E.  F.  Fish"  believes 
the  uterus  should  be  left  in  place,  because  it  is  an  important 
sexual  organ  in  its  natural  site,  and  consequently  not  in  the 
way  of  any  other  pelvic  organ;  it  preserves  the  vaginal  vault 
and  maintains  the  contour  and  natural  length  of  the  vagina; 
because  it  precludes  the  possibility  of  vaginal  hernia,  prevents 
prolapsus  vaginae,  and  delays  atrophy  of  the  vagina;  because 
it  minimizes  nervous  shock  and  depressing  mental  manifesta- 
tions; and,  last,  in  the  event  of  successful  ovarian  transplanta- 
tion it  might  be  reinstated  as  an  organ  of  procreation. 

Rupture  of  the  Uterus. — F.  D.  Kendall"  reports  two  cases 
of  this  variet}^.  In  one,  after  the  abdomen  was  opened,  the 
child  was  found  in  the  abdominal  cavity  and  was  delivered 
alive,  but  died  just  after  delivery.  In  the  other  case  the 
mother  died  shortly  after  he  arrived,  but  the  child  was  still 
alive,  and  he  opened  the  abdomen  post  mortem  and  removed  a 
boy  baby  weighing  nine  pounds.     This  boy  is  alive. 

Primary  Tumors  of  the  Suprarenal  Gland.— Otto  Ram- 
say^" finds  the  following  facts  true:  (1)  That  while  malignant 
tumors  of  the  suprarenal  gland  are  rare,  they  should  be  consid- 
ered as  one  of  the  factors  to  be  eliminated  in  the  presence  of  an 
abdominal  tumor;  (2)  that  they  are  somewhat  common  in  the 
male  sex;  (3)  that  while  in  a  certain  proportion  the  symptoms 
are  fairly  well  marked,  there  are  many  in  which  no  symptom 
points  to  the  suprarenal  origin;  (4)  that  rapid  loss  of  strength, 
debility,  emaciation,  digestive  disturbances,  and  abdominal 
pain  are  the  most  important  symptoms;  (5)  that  skin  changes 
are  rather  the  exception  than  the  rule;  (6)  that  they  run  a 
rapid  course,  the  duration  being  shorter  than  usual  with  a 
neoplasm  in  other  organs;  (7)  that  the  diagnosis  is  impossible 
in  many  and  difficult  in  all  cases;  (8)  that  a  differential  diag- 
nosis must  be  made  from  other  suprarenal  diseases,  from  renal 
tumors,  from  hepatic  tumors,  from  diseased  retroperitoneal 
glands,  from  cysts  and  new  growths  of  the  pancreas;  (9)  that 
the  prognosis  is  always  serious,  even  following  a  successful 
operation,  from  the  great  frequency  with  which  both  glands  are 
found  involved  and  the  tendency  to  early  metastases;  (10)  that 
operation  gives  the  only  hope  of  relief,  and  that  it  has  been  suc- 
cessful in  two  cases;  (11)  that  the  principal  difficulties  in  the 
operation  are  the  friability  of  the  tumor,  the  great  tendency 
to  hemorrhage,  and  the  frequency  of  adhesions. 

Foreign  Bodies  in  the  Vermiform  Appendix. — J.  F.  Mitch- 
ell '"  discusses  this  subject  with  especial  reference  to  pointed 
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bodies.  He  collected  1,400  cases  from  various  sources  in  the 
last  ten  years  and  found  about  7  per  cent  of  true  foreign  bod- 
ies. B}^  far  the  most  important  class  of  foreign  bodies  is  the 
class  of  pointed  bodies  Conspicuous  among  pointed  bodies, 
and  occurring  with  apparently  greater  frequency"  than  any 
others,  are  pins.  Abbe  has  met  with  two  foreign  bodies,  and 
one  of  these  was  a  pin.  Park  and  McBurney  had  each  two 
cases.  Rugsch,  in  1691,  reports  a  case  of  this  variety.  Mitch- 
ell has  collected  2S  other  cases  in  which  a  pin  was  found  in 
the  appendix  at  operation  or  at  autopsy,  together  with  two 
instances  in  which  a  pin  had  perforated  the  cecum.  They 
have  been  found  more  often  in  males  than  in  females  (males 
17,  females  0).  All  types  of  appendicitis  may  result.  Most 
often  there  is  a  rapid  perforation  and  abscess  formation  fol- 
lowing the  first  appearance  of  symptoms.  Dr.  McBurney 
removed  an  appendix  which  contained  t\vo  pins  lying  side  by 
side  and  perforating  the  opposite  walls.  Light-weight  bodies, 
like  grape  seeds,  are  very  seldom  found.  On  the  other  hand, 
heavy,  sharp  bodies,  like  a  pin,  are  more  often  found,  the  pin 
being  the  commonest  and  most  dangerous  of  foreign  bodies. 

Foreign  Body  in  the  Vagina. — V.  Dujon"  records  the  re- 
moval from  the  vagina  of  a  young  woman  of  a  metallic  box 
which  had  been  introduced  into  the  posterior  cul-de-sac  five 
years  previously.  It  had  resulted  in  the  formation  of  a  recto- 
vaginal fistula,  a  membranous  septum  which  nearly  occluded 
the  vagina  just  below,  and  a  fetid  suppurative  discharge,  for 
relief  from  which  the  patient  applied  for  treatment. 

M.  R.  Blondel  "  reports  the  removal  of  a  pessary  which  had 
remained  in  the  vagina  for  thirty  two  years,  and  only  recently 
proved  inconvenient  by  causing  a  fetid,  irritating,  bloody  dis- 
charge. 

Bacteriology  of  the  Genital  Canal.— -J.  Halle''  states  that 
microscopic  organisms  occur  normally  upon  the  vulva  and 
vagina  in  considerable  numbers.  The  vagina  contains  aerobic 
and  anaerobic  bacteria,  the  latter  appearing  to  increase  in  the 
upper  part  of  the  vagina,  and  especially  upon  the  cervix. 
From  this  point  upward  the  genital  tract  normally  contains  no 
bacteria.  The  aerobic  bacteria  are,  chiefly,  a  non -pathogenic 
streptococcus  which  can  be  differentiated  from  the  strepto- 
coccus pyogenes;  two  varieties  of  bacilli  which  resemble  that 
of  diphtheria  in  the  character  of  their  culture  upon  serum,  but 
differ  in  their  characteristics  and  in  their  innocuousness  toward 
animals;  other  non-pathogenic  bacilli.  None  of  the  vaginal 
bacteria  are  pathological  in  their  action  upon  animals.  The 
anaerobic  germs  of  the  vagina,  cervix,  and  vulva  are  capable 
of  causing  abscesses  and  gangrene  in  animals  when  they  are 
inoculated  with  pure  cultures. 

Influence  of  Operations  upon  the  Uterus.— Pinard  ''  ana- 
lyzes a  number  of  cases  in  which  operations  were  performed 
upon  the  uterus  in  respect  to  the  influence  upon  subsequent 
pregnancies.  He  describes  one  case  in  which  Emmet's  opera- 
tion upon  the  cervix  and  a  plastic  operation  upon  the  vagina 
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were  followed  by  pregaaucy,  which  led  to  rupture  of  the 
uterus,  peritonitis,  and  death.  In  another  case,  in  which 
curettage  and  Schroder's  operation  were  performed,  labor  took 
place  at  seven  and  a  half  months.  The  membranes  ruptured 
prematurely,  the  shoulder  presenting,  heart  sounds  distinct. 
As  dilatation  of  the  cervix  did  not  take  place,  a  Champetier's 
balloon  was  introduced,  and  three  days  after  the  rupture  of 
the  membranes  embryotomy  was  performed  upon  the  putrefied 
fetus. 

Ovulation. — Keiffer"  has  experimentally  studied  the  ovarian 
<;irculation  by  means  of  injections  into  the  arterial  system.  He 
finds  that  during  the  period  of  genital  repose  the  vessels  run- 
ning from  the  hilum  of  the  ovary  toward  the  cortex  are  unde- 
veloped and  show  few  branches  surrounding  the  maturing 
■Oraafian  follicles,  while  toward  the  approach  of  menstruation 
the  vessels  form  a  rich  network  around  the  follicles  which  are 
nearly  ripe.  The  youngest  follicles  are  nearest  to  the  surface 
of  the  ovary,  and  those  developing  most  deeply  situated  and 
therefore  nearest  to  the  blood  vessels  entering  at  the  hilum. 
These  follicles  really  remain  at  the  same  distance  from  the 
surface,  although  they  appear  to  approach  it,  on  account  of  their 
increase  in  size  which  causes  a  protrusion  of  the  overlying 
cortex. 

Vascular  Anatomy  of  the  Bladder.  — Keiff  er"  has  examined 
a  number  of  injected  specimens  of  the  urinary  bladder,  and 
calls  attention  to  the  remarkable  vascularity  of  the  submucous 
layer  of  the  neck  of  the  bladder.  He  believes  that  simple  vaso- 
motor changes  may  regulate  the  permeability  of  the  passage 
^rom  the  bladder  to  the  urethra,  independently  of  muscular 
contraction  or  relaxation  of  the  vesical  muscular  fibres  at  this 
point.  As  emotion,  heat,  or  cold  may  cause  micturition,  it 
seems  to  the  writer  reasonable  to  suppose  that  their  action  is 
primarily  upon  the  vasomotor  system  and  secondarily  upon 
"the  muscular. 

Pseudo-hermaphroditismus. — Neugebauer,"^  who  is  an  au- 
thority on  this  most  interesting  and  much-discussed  subject, 
reports  a  case  of  hermaphroditism  which  is  almost  unique 
in  medical  literature.  A  Jewish  woman,  27  years  old,  who 
was  confined  about  ten  days  before,  presented  herself  for  the 
purpose  of  obtaining  a  position  as  wet-nurse.  She  was  of 
female  status,  had  well-developed  breasts,  and  both  voice  and 
growth  of  hair  were  of  female  character.  Below  the  normal 
mons  veneris  is  the  normal  vulva,  showing  yet  traces  of  a 
recent  delivery.  About  one  centimetre  posterior  to  the  four- 
•chette  is  found  an  organ  forty-five  millimetres  long,  of  erectile 
tissue,  becoming  hard  and  elongated  when  handled.  It  termi- 
nates in  a  glans  penis,  partly  covered  by  a  preputium,  which 
can  be  retracted  to  the  well-defined  corona  glandis.  The  cov- 
ering cutis  is  wrinkled  as  on  a  membrum  of  an  older  subject, 
this  becoming  smooth  when  the  organ  erects  itself.  In  place 
of  the  meatus  a  shallow  depression  is  seen.  Two  well-defined 
corpora  cavernosa  are  present,  one  of  which  can  be  traced  to 
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the  ramus  of  the  pubes.  The  thickness  of  the  erected  organ  is 
about  the  size  of  the  little  finger.  During  the  erection  the 
woman  gives  decided  symptoms  of  sexual  desire.  Examina- 
tion per  rectum  showed  the  absence  of  other  abnormal  struc- 
tures. The  accompanying  photograph  well  illustrates  this 
interesting  phenomenon. 

R.  C-  H.,'"  21  years  old,  unmarried,  stated  that  she  never 
menstruated  and  was  always  healthy.  She  always  noted  two 
protrusions  on  each  side  of  the  pubes,  which  had  never  caused 
pain  nor  discomfort.  About  four  weeks  before  admission  she 
experienced  severe  pain  in  the  right  protrusion,  which  contin- 
ued, at  the  same  time  the  mass  increased  in  size.  She  is 
poorly  nourished,  of  female  habitus,  breasts  well  developed, 
hair  long,  face  smooth  without  growth  of  hair.  Upon  the 
mons  veneris  is  a  moderate  growth  of  hair.     The  large  labia 
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are  present,  but  terminate  rather  abruptly  posteriorly.  Small 
labia  absent.  Clitoris  about  two  centimetres  in  length,  at  its 
apex  a  large  glans  without  an  opening.  Vagina  about  five  cen- 
timetres in  length,  ending  in  a  blind  cul-de-sac.  Bimanual  ex- 
amination negative;  no  uterus  can  be  felt  through  either  the 
vagina  or  rectum .  Rest  in  bed  did  not  abate  the  pain,  and  it  was 
therefore  decided  to  cut  down  upon  the  tumors.  These  ap- 
peared to  be  normally  developed  testicles,  which  diagnosis  was 
substantiated  by  a  microscopical  examination  demonstrating 
numerous  spermatozoa.  The  case  was  therefore  one  of  pseudo- 
hermaphroditismus  of  female  habitus. 

Berthold"  describes  a  very  interesting  case  in  which  this 
condition  was  diagnosed  through  an  accidental  laryngoscopic 
examination.  The  vocal  cords  of  the  person,  who  was  of 
striking  female  habitus,  were  very  broad  and  long,  as  only  seen 
in  males ;  this  led  to  an  examination  of  the  genitals,  which  at 
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first  sight  were  those  of  a  woman,  but  upon  closer  examination 
proved  to  be  of  male  type. 

Sclerotizing  Granuloma  of  the  Pudenda.— A.  Powell'  de- 
scribes a  case  :  Hindu  female;  no  evidence  of  syphilis.  The 
right  labium  majus  was  hypertrophied  and  covered  with  a 
fine  nodular  growth  presenting  the  appearance  of  a  piece  of 
mammillated  hematite.  The  nodules  were  smooth,  shiny,  cov- 
ered with  epithelium,  firm  and  closely  packed  together.  They 
varied  in  size  from  a  No.  8  shot  to  a  small  marble,  the  majority 
being  the  size  of  a  small  buckshot.  The  labia  minora  were 
enlarged,  flattened,  pale  in  color  except  on  the  margin,  which 
was  crenated  by  the  small  tumors  which  composed  it.  A 
bridge  of  similar  new  growth  joined  the  labia  across  the  mons 
and  extended  a  little  way  up  the  fold  of  the  groin.  There  was 
little  ulceration,  considering  the  filthy  condition  of  the  parts. 
The  diseased  parts  were  removed  and  the  result  was  satisfac- 
tory, the  patient  being  able  to  keep  the  parts  clean  and  urinate 
without  spraying  the  urine  on  her  buttocks. 

Suppurating  Cysts  of  Both  Ovaries. — Ernest  A.  T. 
Steele "  cites  a  case  which  strongly  illustrates  the  dangers  to 
which  small  ovarian  cysts  may  give  rise  should  they  become 
infected  and  suppurate  after  parturition  or  miscarriage.  The 
sequence  of  events  in  the  case  reported  is  as  follows:  The  pa- 
tient had  a  miscarriage,  followed  by  septic  absorption  from 
the  uterus  and  cellulitis  of  the  left  broad  ligament;  infection 
of  the  left  cyst  and  an  attack  of  peritonitis;  adhesion  of  a  loop 
of  bowel  to  the  dermoid  cyst  of  the  right  ovary;  and,  lastly, 
infection  of  the  dermoid  cyst  from  the  abscess  which  formed 
between  it  and  the  bowel.  These  tumors  were  removed  by  ab- 
dominal section,  it  taking  one  hour  and  a  half  to  perform  the 
operation.  If  these  tumors  had  been  discovered  before  the  pa- 
tient became  septic,  it  would  have  been  a  simple  proceeding  to- 
have  removed  them,  instead  of  being  diflScult  and  dangerous. 
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DISEASES   OF  CHILDREN. 

Bacteriological  Examination  of  the  Fauces  in  Scarlet 
Fever  as  a  Means  of  Preventing  Post-scarlatinal  Diphthe- 
ria.— G.  C.  Garratt '  and  J.  W.  Washbourn  give  the  results  of 
their  observations.  In  hospitals  for  infectious  diseases,  patients 
convalescing  from  scarlet  fever  are  not  infrequently  attacked 
with  diphtheria.  The  authors  believe  that  post-scarlatinal 
diphtheria  is  due  to  the  introduction  of  unrecognized  cases  of 
diphtheria  into  the  scarlet  fever  wards,  and  that  this  can  only 
be  obviated  by  systematic  bacteriological  examination  of  all 
cases  on  admission,  and  by  separation  of  those  in  whose  throats 
bacilli  are  found.  If  Hoffman's  bacillus,  which  the  authors 
believe  to  hav^e  no  direct  causal  connection  with  diphtheria,  be 
excluded,  the  number  of  such  cases,  though  probably  greater 
among  patients  more  liable  to  double  infection,  should  not  be 
beyond  the  isolation  resources  of  most  fever  hospitals;  more- 
over, absolute  isolation  does  not  seem  to  be  essential.  At  any 
rate,  the  method  deserves  trial  on  a  larger  scale.  Some  super- 
vision of  cases  of  rhinitis  with  diphtheria  bacilli  in  the  nose 
should  be  practised,  such  as  keeping  them  in  bed  while  the  dis- 
charge continues.  These  cases  do  not  seem  to  have  given  rise 
at  the  London  Fever  Hospital  to  faucial  or  laryngeal  diphthe- 
ria, yet  such  an  occurrence  is  quite  possible. 

Chorea. — J.  Howe  Adams ''  writes  of  the  successful  treat- 
ment of  this  affection  with  trional  and  sulphonal,  in  cases  in 
which  Fowler's  solution  did  not  seem  to  act  with  happy  results. 
A  little  girl  under  9  years  of  age  is  making  excellent  improve- 
ment under  this  treatment.  She  has  not  been  confined  to  bed 
all  the  time,  but  is  put  to  bed  early  at  night,  and  spends  much 
of  her  time  at  rest.  She  has  been  bathed  regularly  and  fed 
well,  her  diet  consisting  chiefly  of  vegetables  and  fruit,  with 
milk  in  large  amounts.  Fowler's  solution  seemed  to  increase 
the  choreic  movements,  so  trional  was  given  in  two-grain  doses 
every  four  hours.  Almost  at  once  its  administration  was 
followed  by  good  results,  ending  in  the  ultimate  recovery  of 
the  patient.  Nerve  specialists  report  good  results  from  the  use 
of  trional  and  sulphonal  in  these  cases. 

Clubfoot,  the  Treatment  of. — R.  W.  Murray,' in  the  course 
of  some  remarks  on  this  subject,  says  that  where  the  deformity 
is  slight  manipulation  alone  may  suffice,  or  manipulation  and 
splints,  after  division  of  the  tendo  Achillis.  But  in  the  more 
severe  cases  he  almost  invariably  performs  the  following  ope- 
ration :  The  infant  being  under  chloroform,  he  passes  a  tenotomy 
knife  immediately  in  front  of  the  internal  malleolus  and  divides 
subcutaneously  the  plantar  fascia  and  all  the  resisting  tissues 
in  the  inner  border  of  the  foot  down  to  and  including  the 
astragalo-scaphoid  muscle.  Then  he  over-corrects  the  varus 
deformity  and  divides  the  tendo  Achillis.  A  cj^anide  gauze 
and  wood-wool  dressing  is  applied  at  the  points  of  puncture, 
the  foot  and  leg  from  the  toes  to  below  the  knee  covered  with 
a  domet  bandage,  and  the  foot  fixed  in  the  corrected  position 
with  a  plaster-of- Paris  bandage.     On  the  fourth  or  fifth  day 
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the  dressings  are  removed,  the  foot  dusted  with  zinc  and  starch 
powder,  and  the  plaster  reappHed  over  a  domet  bandage  only. 
The  author  usually  changes  the  plaster  of  Paris  every  three 
weeks,  and  in  favorable  cases  dispenses  with  plaster  or  splints 
of  any  kind  at  the  end  of  two  months,  relying  then  upon  con- 
stant manipulations  by  the  nurse  or  mother,  and  occasionally 
by  himself,  to  keep  the  foot  straight.  If  at  any  time  there 
should  be  a  tendency  to  inversion  of  the  foot,  the  plaster-of- 
Paris  bandage  is  reapplied. 

Convulsions. — Louis  Fischer*  reports  an  unusual  case  of 
convulsions  in  a  child  4  years  old,  extending  over  four  days, 
with  ultimate  recovery.  The  history  showed  that  the  child 
had  been  in  apparent  good  health  up  to  its  first  convulsion,  but 
had  overloaded  its  stomach.  Laxatives,  emetics,  mustard  foot 
baths,  and  large  doses  of  potassium  bromide  and  chloral 
hydrate  had  been  given  without  effect.  The  child  when  first 
seen  had  a  temperature  of  105°  F.,  pulse  160;  it  was  in  a  dazed 
condition,  had  a  furred  tongue,  and  complained  of  headache. 
The  face  was  deeply  congested,  and  there  had  been  several 
attacks  of  epistaxis.  The  diagnosis  was  acute  gastritis  of  a 
severe  type.  Lavage  of  the  stomach  and  intestines  was  tried, 
but  the  convulsions  continued.  Hot  mustard  foot  baths,  ice  to 
the  spine  and  head,  with  chloral,  were  ineffectual.  Cannabis 
indica  added  to  the  other  drugs  produced  no  perceptible  effect. 
On  the  evening  of  the  third  day,  during  the  height  of  a  convul- 
sion, two  leeches  were  applied  behind  the  ears,  over  the  mastoid 
process  of  the  temporal  bone,  and  four  from  the  nape  of  the 
neck  along  the  spine,  about  four  inches  apart.  There  was  con- 
siderable bleeding,  which  was  easily  checked  by  applying  a 
drop  of  collodion,  and  there  was  such  marked  improvement 
that  on  the  following  day  there  were  no  convulsions  for  eight 
hours.  Twenty-four  hours  after  the  first  application  the  leeches 
were  applied  again.  The  child  remained  brighter  and  the  con- 
vulsions ceased.  Careful  dieting,  and  cleansing  the  gat'tro- 
intestinal  tract  with  small  doses  of  calomel,  completed  the 
treatment.  Dr.  Fischer  was  impressed  with  the  value  of  local 
depletion  in  this  case,  being  confident  that  most  of  the  success 
was  due  to  the  relief  afforded  by  the  leeches.  One  of  the  most 
convenient  places  is  certainly  behind  the  ears,  and  a  leech  can 
also  be  applied  with  benefit  at  the  alee  nasi,  for  here  there  is 
distinct  relief  through  the  frontal  sinus. 

Cyst,  Congenital  Serous,  of  the  Infraclavicular  Region. 
— Walravens  ^  reports  the  case  of  a  well-developed  child  of  3 
years  who  presented  a  congenital  tumor  as  large  as  an  apple 
in  the  infraclavicular  region.  Under  chloroform  narcosis 
the  growth  was  removed,  and  was  found  to  be  composed 
microscopically  of  cysts  having  a  connective-tissue  wall  and 
an  endothelial  lining,  the  whole  covered  by  thickened  epider- 
mis. The  origin  of  the  tumor  was  the  lymph  and  blood  capil- 
laries in  the  deeper  layers  of  the  cutis.  The  child  recovered 
perfectly  from  the  operation. 
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Diabetes  Mellitus  in  Children. — Charles  W.  Townsend  ^ 
writes  that  this  disease  in  infants  is  to  be  distinguished  from 
the  temporary  glycosuria  which  is  sometimes  seen  in  infants  as 
a  result  of  digestive  disturbances.  Grosz  has  shown  that  milk 
sugar  can  be  assimilated  by  healthy  breast-fed  children  to  the 
extent  of  fifty  grains  per  pound,  which  is  more  than  twice  as 
high  as  in  the  case  of  adults.  This  limit  is,  however,  easily 
lowered,  especially  by  digestive  disturbances,  and  the  glyco- 
suria in  such  cases  is  believed  to  be  due  to  a  lowering  of  the 
assimilative  limit  and  partly  to  the  action  of  intestinal  bacteria. 
By  way  of  summary,  a  general  picture  of  diabetes  mellitus  in 
children  as  seen  in  these  cases  may  be  sketched  as  follows: 
The  initial  symptoms  are  apt  to  be  incontinence  of  urine  due 
to  polyuria,  nervous  irritability,  and  great  thirst.  Strength, 
flesh,  and  color  may  sometimes  be  retained  until  nearly  the 
end.  A  gain  of  weight  and  height  even  may  occur  without 
any  amelioration  of  the  disease.  The  disease  goes  on  to  a 
fatal  issue  much  more  rapidly  in  children  than  in  adults,  the 
duration  in  the  author's  cases  varying  from  two  to  fourteen 
months.     Death  is  generally  preceded  by  coma. 

Diphtheria  Antitoxin  by  the  Mouth. — John  Zahorsky  ' 
says  that  Roux  denies  the  fact  that  diphtheria  antitoxin  enters 
the  circulation  when  introduced  by  the  mouth,  and  that  Escher- 
ich  failed  to  detect  it  in  the  blood  of  infants  after  a  dose  had 
been  given  by  the  mouth.  The  author  has  previously  reported 
the  results  of  its  use  by  the  mouth  in  a  series  of  nine  cashes,  all 
of  which  recovered.  He  also  used  it  as  a  prophylactic  measure 
in  about  forty  cases  in  which  there  had  been  more  or  less  ex- 
posure to  the  infection,  and  in  not  a  single  instance  did 
diphtheria  supervene.  While  as  a  curative  measure  the  ad- 
ministration per  OS  presented  certain  defects,  as  an  immunizing 
method  it  certainly  seemed  to  him  the  more  ideal,  consequently 
he  urged  that  this  method  should  receive  the  preference  when 
prophylaxis  was  sought.  Escherich  asserts  that  the  antitoxin 
is  not  appropriated  by  the  organism;  but  the  author,  while 
admitting  that  the  number  of  his  cases  is  insufficient  to  prove 
the  curative  effect,  was  convinced  by  the  promptness  of  cure 
after  two  days  that  the  serum  is  absorbed.  The  results  are 
more  conclusive  in  the  large  number  of  cases  immunized.  In 
several  families  the  children  were  compelled  to  remain  in  the 
same  room  with  the  patient,  and  yet  none  contracted  the  dis- 
ease. Since  the  publication  of  the  first  report  he  has  used  this 
method  of  immunizing  infants  in  an  additional  series  of  four- 
teen cases  in  his  private  practice  and  one  hundred  and  fift}'  in- 
fants in  the  Bethesda  Foundling  Home.  Twice  in  this  institu- 
tion, after  an  outbreak  of  diphtheria  among  the  inmates,  the 
little  patients  were  given  antitoxin  or  antitoxic  milk  by  the 
digestive  tract,  and  yet  none  contracted  diphtheria.  Clinically 
it  seems  to  be  demonstrated  that  antitoxin  can  be  absorbed  by 
the  digestive  tract,  and  biological  tests  support  this  view. 
Fisch,  after  a  large  number  of  experiments  on  animals,  con- 
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eludes  that  the  antitoxin  reappears  after  twenty-four  to  thirty- 
six  hours.  He  says  :  ''  It  has  therefore  been  established  that 
while  after  twenty-four  or  thirty-six  hours  nearly  the  whole 
amount  of  antitoxin  can  be  recovered  from  the  blood,  when 
the  antitoxin  has  been  taken  by  the  mouth,  after  five,  six,  nine, 
and  eleven  hours  nothing  or  very  little  of  it  can  be  found." 
He  has  also  proved  by  experimentation  that  artificial  gas- 
tric juice  does  not  modify  its  action.  The  author  intends  to 
continue  using  antitoxin  by  the  mouth  as  a  prophylactic 
measure. 

Dislocation  of  the  Hip  Joint  arising  in  connection  with 
Acute  Fevers. — H.  Stansfield  Collier'  writes  that  dislocations 
have  been  many  times  recorded  in  connection  with  typhoid 
fever  and  acute  rheumatism,  a  few  times  in  cases  of  scarlet 
fever,  and  very  rarely  in  the  course  of  typhus.  On  reading  the 
records  of  cases  one  is  struck  with  the  marked  clinical  differ- 
ence between  the  typhoid  and  the  rheumatic  cases.  The  sa- 
lient features  of  the  dislocation  connected  with  typhoid  appear 
to  be  these:  Dislocation  has  usually  occurred  in  the  early  days 
of  convalescence  when  the  patient  has  been  profoundly  feeble. 
In  many  cases  the  precise  instant  of  displacement  has  not 
been  noticed.  In  other  cases  some  slight  strain,  as  in  getting 
out  of  bed  or  turning  in  bed,  has  been  recognized  as  a  contrib- 
uting cause.  In  no  case,  as  far  as  the  author  has  noticed,  have 
any  joint  phenomena  been  seen  antecedent  to  the  occurrence 
of  the  dislocation.  The  dislocation  has  usually  been  attended 
and  succeeded  by  very  little  pain.  Reduction  has  usually 
been  easy,  even  after  some  weeks,  and  recurrence  has  hap- 
pened in  several  cases.  In  the  rheumatic  cases  the  dislocation 
has  been  preceded  by  marked  evidence  of  acute  inflammation, 
attended  by  terrible  suffering  and  a  vicious  attitude  of  exag- 
gerated flexion  The  occurrence  of  dislocation  has  been  almost 
immediately  followed  by  great  relief  of  pain.  Of  cases  occa- 
sioned by  scarlet  fever,  most  have  conformed  to  the  typhoidal 
type,  in  that  they  have  occurred  suddenly  without  previous 
evidence  of  joint  disease.  On  the  pathological  anatomy  of 
the  subject  there  is  very  little  information.  Verneuil  attrib- 
utes the  chief  cause  to  the  condition  of  the  surrounding 
muscles,  some  of  which  he  believes  to  be  in  a  paretic  condition 
from  alteration  of  structure,  while  antagonistic  muscles,  not 
so  altered,  and  acting  excessively,  apply  force  in  an  abnormal 
direction,  thrust  the  head  of  the  femur  out  of  the  acetabulum, 
and  push  before  it  the  softened  capsule  or  push  the  head 
through  the  capsule. 

Ectopia  Vesicae,  Final  Results  of  Operation  for. — Son- 
nenburg  *  presents  three  cases  upon  whom  he  has  operated 
successfully  (one  sixteen  years  ago),  and  concludes  that  the 
formation  of  the  bladder  alone  is  of  little  avail  unless  conti- 
nence can  be  secured  at  the  same  time;  hitherto  this  has  been 
impossible.  The  newly- formed  bladder  is  of  insufficient  capa- 
city except  in  a  recumbent  position,  and  the  formation  of 
incrustations  gives  rise  to  much  pain  and  danger.     The  best 
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method  seems  to  be  the  extirpation  of  the  bladder  and  the  sew- 
ing of  the  ureters  into  the  penis.  A  receptacle  for  the  urine  is 
then  fitted  and  worn  night  and  day.  Transplantation  of  the 
ureters  to  the  intestine  is  accompanied  by  the  danger  of  pyelo- 
nephritis. 

Eye  Complications  of  the  Acute  Specific  Fevers. — 
Percy  Flemming,"  in  the  course  of  an  article  upon  this  subject^ 
writes  that  there  are  various  channels  by  which  the  virus  may 
reach  the  eye.  The  simplest  way  is  by  direct  inoculation  Or 
it  may  be  by  direct  microbic  invasion,  the  cocci  advancing  in 
the  lymphatics  of  the  skin,  as  in  erysipelas.  More  commonly, 
as  in  measles,  the  conjunctiva  becomes  inflamed  as  part  of  the 
general  catarrhal  condition,  or,  as  in  diphtheria,  the  inflamma- 
tion may  spread  by  continuity  from  the  nose  by  the  nasal  duct. 
Such  modes  of  infection  are  easily  understood,  but  complica- 
tions of  deep  structures,  such  as  the  optic  nerve,  the  orbital 
tissue,  and  even  the  central  nervous  system,  are  frequently 
observed,  and  it  is  important  to  investigate  their  mode  of 
origin.  According  to  current  pathological  doctrines,  such  con- 
ditions are  brought  about  by  the  absorption  of  "toxins,"  the 
products  of  the  specific  organisms,  the  toxins  picking  out  par- 
ticular structures  and  acting  on  them.  Another  explanation 
is  to  be  found  in  the  anatomical  relations  that  exist  between 
the  orbit  and  the  nasal  fossae  with  their  communicating  air 
sinuses.  Inflammation  of  the  mucous  membrane  of  the  nose  is 
common  in  several  of  these  fevers,  and  such  inflammation  may 
be  spread  to  the  frontal,  ethmoidal,  and  sphenoidal  sinuses, 
and  from  these  in  turn  the  orbital  contents  may  become  in- 
volved. Moreover,  the  optic  foramen  or  canal  is  only  separated 
by  a  very  thin  plate  of  bone  (which  may  in  some  cases  be  per- 
forated) from  the  cavity  of  the  sphenoidal  sinus,  and  it  is  easy 
to  realize  that  inflammatory  conditions  may  involve  the  nerve 
there  and  set  up  a  retro-ocular  neuritis,  and  such  a  neuritis- 
does  occur  as  a  sequel  of  the  fevers.  An  acute  febrile  illness 
seems  to  leave  the  patient  in  a  condition  in  which  he  is  more 
susceptible  to  microbic  invasion.  The  neglect  of  these  late  in- 
flammatory conditions,  for  the  most  part  superficial  in  the  first 
instance,  leads  to  destructive  inflammation  of  the  deeper  tis- 
sues of  the  eye,  and  it  is  amongst  the  class  that  attend  the 
hospitals  that  these  severe  complications  of  the  acute  specific- 
fevers  are  met  with. 

Fevers  in  Children. — Among  other  things,  Samuel  S. 
Adams'"  says  that  in  all  acute  infectious  diseases  this  principle 
should  be  our  guide  :  Rather  use  intelligence  in  interpreting 
the  injurious  effects  of  high  temperature  than  plunge  the 
patient  into  a  bath  or  resort  to  internal  means  of  reducing 
temperature  because  the  thermometer  registers  a  high  degree. 
Some  children  will  bear  a  temperature  of  103°  or  104°  without 
any  cerebral  manifestations,  yet  in  the  same  family  there  may 
be  other  children  who  are  thrown  into  a  state  of  high  nervous 
excitability  by  a  temperature  of  101"  or  102°.  We  must,  there- 
fore,  determine  the  effect  of  the  high  temperature  upon  the 
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individual  child  rather  than  base  our  treatment  on  the  high 
temperature  alone.  In  infants  the  temperature  should  always 
be  taken  in  the  rectum  ;  in  a  case  recalled  by  the  author  the 
temperature  registered  normal  in  the  mouth  and  105.5°  in  the 
rectum.  The  way  to  make  a  diagnosis  is  not  on  any  one  symp- 
tom, but  on  the  group  of  symptoms  which  the  pathologic  con- 
dition presents.  If  there  is  no  sign  of  cerebral  disturbance, 
though  the  temperature  is  high,  there  is  no  necessity  for  its 
reduction  ;  indeed,  by  reducing  it  one  often  loses  sight  of  the 
most  valuable  symptoms  and  obscures  the  diagnosis.  After 
the  diagnosis  has  been  made  the  temperature  may  be  reduced 
intelligently  and  safely.  As  to  the  treatment  of  fevers,  the 
author  believes  that  antipyrin  is  a  most  dangerous  drug — he 
has  known  patients  to  be  made  rational  by  a  dose  of  it,  and 
within  twenty-four  hours  relapse  into  a  condition  of  high  tem- 
perature because  the  heart  had  never  regained  the  tonicity 
which  it  had  had  prior  to  the  violent  reduction  of  the  tempera- 
ture by  antipyrin.  His  experience  with  antifebrin  is  similar, 
and  with  phenacetin  a  little  better.  The  administration  of  the 
latter  should  usually  be  accompanied  by  free  stimulation. 

The  reduction  of  temperature  by  the  external  application  of 
cold  the  author  considers  to  be  the  most  beneficial,  and  also  the 
most  stimulating  to  the  various  systems.  It  may  be  done  by 
means  of  the  cold  pack,  the  application  of  the  ice  cap  to  the 
head  or  of  the  ice  coil  to  the  abdomen,  but  far  the  best  method 
is  the  application  of  the  Brand  method,  pure  and  simple.  He 
has  no  compunction  whatever  in  taking  from  its  bed  a  child 
having  one  of  the  infectious  diseases  with  a  high  temperature 
and  accompanying  nervous  excitement,  and  placing  it  in  a 
bath  under  proper  conditions,  for  he  believes  he  is  not  only  re- 
ducing the  temperature,  but  placing  the  system  in  far  better 
condition  than  prior  to  the  administration  of  the  bath.  The 
bath  tub  must  be  brought  to  the  patient,  and  the  latter  be 
gently  lifted  out  of  bed  and  placed  in  the  tub,  and  then  the 
manipulations  should  be  conducted  during  the  bath  and  the 
necessary  stimulation  given. 

The  complications  and  sequelae  to  acute  infectious  diseases 
are  seen  much  less  frequently  than  in  former  years,  because  of 
the  freer  use  of  water  and  the  better  ventilation  of  the  sick- 
room, and  also  because  of  the  practice  of  placing  patients  in 
baths.  This  treatment  favors  the  elimination  of  the  toxic 
material,  and,  as  a  result,  convalescence  is  more  rapid  and 
smooth  and  the  complications  and  sequelae  are  avoided.  The 
temperature  of  the  bath  varies  in  different  cases.  With  a  tem- 
perature of  105°  the  author  advises  caution  in  the  reduction  of 
the  bath  below  95°.  Some  advise  a  bath  at  60°,  or  even  50°^F., 
but  he  claims  that  just  as  good  results  are  obtained  at  95°  to 
100°,  provided  a  cold  cloth  is  apphed  meanwhile  to  the  head. 
The  ordinary  duration  of  a  bath  is  ten  minutes,  during  which 
time  the  patient  should  be  subjected  to  continuous  friction 

Functional  Heart  Murmurs  in  Nurslings.— Thiemich  " 
reports  the  case  of  an  anemic,   rachitic  baby,  G  months  old, 
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who  died  of  pneumonia.  For  a  week  before  death  a  distinct 
systolic  murmur  was  heard  at  the  apex.  At  the  autopsy  the 
heart  was  found  slightly  large,  the  muscle  of  the  right  ventri- 
cle very  pale  and  flabby  ;  no  valvular  lesion  and  no  malforma- 
tion. In  the  absence  of  any  anatomical  explanation,  and  from 
the  fact  that  the  murmur  was  heard  for  days,  even  during  a 
pause  in  the  respiration  after  a  long  crying  spell,  the  case  must 
be  looked  upon  as  a  functional  murmur. 

Gastro-enteritis. — R.  Saint-Philippe '"  treats  of  the  cure  of 
the  gastro-enteritis  which  persists  after  weaning  and  is  the 
result  of  suppression  of  the  milk  food.  He  says  that  not  ten  out 
of  a  hundred  infants  are  methodically  and  scientifically  weaned. 
Routme,  caprice,  ignorance,  as  a  rule,  direct  the  process,  and 
a  capital  and  radical  change  is  made  in  the  case  of  these  little 
creatures  whose  delicate  organs  require  careful  handling.  The 
equilibrium  of  their  functions  is  rapidly  destroyed;  "  digestive 
troubles,"  with  their  lamentable  following  of  injurious  and 
disastrous  consequences,  appear  and  resist  all  treatment,  be- 
coming established  in  chronic  form  and  leading  to  deterioration 
of  the  organism,  unless  some  acute  or  infective  process  become 
superadded  and  menace  existence  itself.  It  is  customary  to 
say  that  the  children  have  gastro-enteritis.  The  author  thinks 
that  the  term  g  astro -intestinal  dyspepsia  would  be  more  cor- 
rect, for  the  digestion  is  disturbed  and  the  diarrhea  is  a  result. 
The  abdomen  is  more  often  hollow,  soft,  flabby,  and  non-sensi- 
tive than  tense,  hard,  and  painful.  There  is  frequent  regurgi- 
tation and  vomiting.  The  stools  are  fetid,  fluid,  and  more 
frequent  during  the  day  than  at  night.  The  liver  is  enlarged 
and  sensitive  to  the  touch.  Emaciation  and  cachexia  make 
rapid  progress.  Under  these  conditions  the  routine  practice  is 
to  prescribe  a  mixed  or  absolute  milk  diet.  Against  this  cus- 
tom Saint- Philippe  protests.  He  believes  that  milk  is  not  only 
valueless  but  positively  harmful.  He  has  seen  a  large  number 
of  infants  in  whom  the  diarrhea  continued  and  all  the  symp- 
toms became  progressively  worse,  although  milk,  and  nothing 
but  milk,  was  given  them.  The  case  of  one  child  in  especial 
he  describes,  an  infant  20  months  old,  who  seemed  like  a  little 
corpse,  with  an  enormous  abdomen,  enlarged  liver,  emaciated 
legs,  yellow  skin,  and  the  sad  and  apathetic  look  of  those  suf- 
fering from  intoxication.  He  tried  sterilized  milk  in  the  most 
scientific  manner  and  under  the  most  favorable  conditions,  but 
the  dyspepsia  and  the  diarrhea  continued.  Death  seemed 
imminent.  An  ordinary  diet  was  resumed  and  a  few  hygienic 
measures  followed  and  medicaments  given,  and  complete  re- 
covery resulted.     The  child  is  the  wonder  of  the  clinic. 

It  must  be  remembered  that  milk  is  not  a  panacea  to  all 
digestive  tracts.  Normal  conditions  and  pepsin  are  necessary 
to  its  digestion.  If  the  well-known  conditions  of  its  digestion 
are  disturbed,  if  the  digestive  juices  are  altered,  if  the  living 
germs  change  or  become  noxious,  the  chemical  and  physiologi- 
cal processes  will  probably  be  defective.  Kellar  has  found  an 
excess  of  ammonia  in  the  urine  of  nursing  infants  suffering 
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from  gastro-enteritis,  and  whether  his  theory  of  an  acid  intoxi- 
cation be  true  or  not,  it  is  evident  that  milk  must  be  subject  to 
abnormal  modifications  in  such  a  medium.  The  toxicolytic 
action  of  the  intestinal  epithelium  and  of  the  liver  tissue  can 
only  be  exercised  when  the  walls  and  tissues  are  in  good  con- 
dition. This  integrity  does  not  exist  in  this  affection,  so  that 
the  digestive  processes  are  interfered  with,  and  the  phenomena 
of  fermentation,  putrefaction,  and  gastro-intestinal  intoxication 
follow.  Milk  introduced  under  these  conditions  causes  revolt 
of  the  stomach  and  intestines,  and  nursing  infants  are  treated 
by  a  suspension  of  milk  and  a  hydric  regimen.  In  the  same 
way  in  the  case  of  weaned  infants  the  author  would  suspend 
milk  and  give  a  nourishing  diet.  For  several  days  he  would 
give  feculent  and  cereal  decoctions,  albumen  water,  weak  tea, 
sweet  infusions  of  malt  coffee,  or  Val's  water  sweetened  with 
a  small  amount  of  punch  syrup.  The  kidneys  should  be  stimu- 
lated and  the  functions  of  the  skin  excited  by  dry  friction. 
When  the  diarrhea  has  ceased  the  dyspepsia  must  be  treated 
by  all  known  means.  Hot  salt  baths,  injections  of  artificial 
serum,  inhalations  of  oxygen,  and  open-air  treatment  will  be 
valuable  aids  in  building  up  the  system.  But  milk  should  not 
be  given  for  a  long  time.     In  conclusion,  he  sums  up  thus: 

1.  When  a  weaned  infant,  having  had  diarrhea  for  some 
time,  is  brought  to  the  physician,  the  first  thing  to  do  is  to  put 
it  on  a  test  diet  of  milk. 

2.  If  after  a  few  days  the  diarrhea  still  persists,  and  an 
inspection  of  the  stools  shows  that  the  milk  has  been  not  at  all 
or  incompletely  digested,  it  must  be  suppressed  altogether,  in 
whatsoever  form  administered. 

3.  For  a  transition  period  it  should  be  replaced  by  a  fluid 
diet  composed  of  slightly  analeptic  substances.  Gradually 
and  with  discretion  the  child  is  put  upon  a  more  substantial 
diet.  Dyspepsia  and  its  results,  intoxication  and  anemia,  are 
to  be  treated. 

4.  To  avoid  these  infantile  diarrheas  the  weaning  fhould,  for 
the  first  month,  be  under  the  surveillance  of  the  physician. 

General  Paralysis  of  the  Insane  in  a  Child. — An  edito- 
rial'^ comments  upon  a  case  which  is  interesting  because 
of  the  early  period  of  life  at  which  it  occurred,  the  sex 
of  the  patient,  and  the  etiology.  A  girl  in  a  family  of  seven 
children,  of  whom  four,  exclusive  of  the  patient,  exhibited  dis- 
tinct signs  of  congenital  syphilis,  developed  at  the  age  of  4^ 
years  a  squint  which  was  operated  on  nine  months  later.  At 
about  the  same  time  she  began  to  suffer  from  severe  and  fre- 
quent headache.  At  the  age  of  9^  years  extensive  patches  of 
choroidal  atrophy  were  detected  in  each  eye  The  headache 
was  greatly  relieved  by  iodide  of  potassium.  Jaundice  was 
never  observed.  When  the  girl  was  between  10^  and  11  years 
of  age  it  was  found  that  she  was  not  improving  in  her  school 
work  and  she  seemed  to  be  growing  stupid  and  irritable.  At 
the  age  of  12  years  she  began  to  have  convulsive  attacks, 
which  continued  at  varying  intervals  throughout  life,  and  she 
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became  less  intelligent.  Speech  was  characteristically  affected 
by  the  time  the  patient  was  12|  years  old,  and  her  knee-jerks 
were  greatly  exaggerated  when  13  years  of  age.  Several  dis- 
tinct hallucinations  appeared  at  the  age  of  l-i  years.  At  about 
this  time  she  became  abnormally  fat,  but  afterward  she 
steadily  emaciated.  Six  months  before  death  an  attack  of 
subacute  periostitis  developed  over  the  left  tibia,  which  was 
greatly  relieved  by  iodide  of  potassium.  Death  occurred,  amid 
signs  of  extreme  debility  of  body  and  mind,  at  the  age  of  17 
years.  Upon  postmortem  the  calvarium  and  the  dura  were 
found  thickened,  and  the  latter  was  in  places  adherent  to  the 
brain.  There  was  an  excess  of  cerebro-spinal  fluid  at  the  base 
of  the  brain  and  in  the  widened  sulci  of  the  vertex.  The  pix- 
arachnoid  was  opaque,  thickened,  and  adherent.  The  cerebral 
convolutions  were  generally  atrophied,  but  in  a  most  marked 
degree  in  the  frontal  and  parietal  regions.  The  ventricles 
were  dilated  and  their  ependyma  was  granular.  Microscopic 
examination  of  sections  of  the  cortex  disclosed  diminution  in 
number  of  the  ganglion  cells  and  atrophy  of  those  remaining, 
with  hyperplasia  of  the  neuroglia,  perivascular  infiltration, 
and  hyaline  degeneration  of  the  smaller  vessels  and  capillaries. 

Impetigo. — M.  F,  Marie  Davy  '■  contributes  a  study  of  the 
bacteriology  of  this  affection,  which  he  sums  up  as  follows: 
When  the  specimens  were  taken  from  the  centre  of  the  pus- 
tules the  cultures  always  showed  the  presence  of  the  pure 
streptococcus,  even  though  direct  examination  showed  only 
cocci  and  diplococci.  Inoculation  always  reproduced  the  char- 
acteristic pustule  or  else  was  negative  in  result.  The  pustule 
resulting  from  inoculation  reproduced  the  same  phenomena  by 
culture  or  to  examination  as  the  original  pustule. 

When  the  specimen  was  from  the  edge  of  the  pustule  the 
cultures  rarely  showed  streptococci,  and  its  colonies  were  rap- 
idly invaded  by  colonies  of  staphylococci,  which  were  always 
present  in  large  number.  Direct  examination  showed  masses 
of  cocci  and  diplococci. 

The  conclusions  reached  are  these: 

1.  The  streptococci  found  in  all  the  lesions  are  of  slight  viru- 
lence. They  develop  very  slowly,  and  often  no  colonies  at  all 
are  produced  in  the  cultures. 

The  staphylococci  found  in  certain  lesions  are  rapidly  devel- 
oped and  of  luxuriant  growth.  Whenever  there  was  a  mix- 
ture of  the  two  varieties  these  always  invaded  the  colonies  of 
streptococci  and  destroyed  them. 

If  the  staphjdococci  were  the  cause  of  the  lesion  the  strepto- 
cocci would  not  be  able  to  multipl}'  secondarily,  and  in  cultures 
made  with  the  serous  fluid  the  staphylococcus  alone  would  be 
able  to  develop,  or  at  least  the  streptococcus  would  be  in  de- 
cided minority.     But  the  contrary  was  the  case. 

2.  If  the  streptococci  were  the  secondary  micro-organisms 
and  the  staphylococci  the  cause  of  the  lesion,  the  latter  would 
more  frequently  be  found  in  the  centre  and  the  former  toward 
the  periphery  of  the  lesion.  Now  in  pure  cultures  the  case  is 
reversed. 
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3.  If  the  staphylococci  were  the  cause  of  the  lesion  they 
would  be  transmitted  by  inoculation,  and  would  be  found  in 
more  or  less  pure  culture  in  the  inoculated  pustules.  But  it  is 
the  streptococcus  which  is  usually  found  in  these  cases. 

4.  If  there  were  an  association  of  microbes,  no  matter  what 
the  age  of  the  pustules  nor  at  what  point  the  specimen  was 
taken,  the  culture  would  give  mixed  colonies  of  associated 
microbes.  The  lesions  produced  by  inoculation  would  give  the 
same  association,  and  the  secondary  pustules  from  inoculated 
pustules  would  be  like  the  first. 

Now  cultures  made  with  serous  fluid  from  young  pustules 
or  from  the  central  portion  of  old  pustules  always  give  the 
pure  streptococcus,  and  some  have  even  been  found  in  pustules 
obtained  by  inoculation.  The  author  therefore  thinks  it  fair 
to  conclude: 

1.  That  the  micro-organism  of  impetigo  is  a  streptococcus  in 
short  chains. 

2.  That  this  streptococcus  is  the  sole  agent  of  infection,  there 
being  no  association  of  microbes. 

3.  Staphylococci  are  found  in  impetigo  only  as  inactive  acci- 
dental elements,  or  as  a  lesion  grafted  accidentally  upon  the 
first  but  distinct  from  it. 

Intussusception,  Prognosis  and  Treatment  of  Acute. — 
George  Heaton  "  states  that  this  trouble  is  particularly  com- 
mon in  5'oung  children,  and  in  them  is  apt  to  terminate  fatally 
very  quickly,  its  presence  in  many  cases  being  overlooked. 
The  presence  of  blood  mucus  in  the  rectum  or  its  passage  per 
anum  is  almost  pathognomonic  of  the  disease.  The  onset  is 
usually  sudden  and  is  often  attended  with  collapse.  The  pain 
is  usually  referred  to  the  umbilicus  and  is  colicky  in  character. 
Actual  vomiting  is  a  very  variable  symptom  and  may  be  ab- 
sent. It  is  persistent  in  about  one-quarter  of  the  cases  and 
becomes  feculent.  Straining  or  tenesmus  may  be  a  marked 
symptom,  but  is  not  so  constant  as  vomiting.  It  seems  to  be 
more  generally  present  in  intussusception  of  the  large  intes- 
tine. The  presence  of  a  sausage-shaped  tumor  in  addition  to 
above-mentioned  symptoms  would  make  the  diagnosis  almost 
a  matter  of  certainty.  But  in  50  per  cent  of  the  cases  no  such 
tumor  can  be  made  out.  Of  reports  collected  of  104  cases  there 
was  a  mortality  of  63.4  per  cent.  In  these  the  abdomen  was 
opened  in  55  cases,  generally  after  failure  by  injection  or  infla- 
tion to  reduce  the  intussusception.  Of  the  remaining  cases,  23 
were  reducible,  with  8  deaths,  or  34.8  percent  mortality,  and 
32  were  irreducible  or  gangrenous,  with  a  mortality  of  91.7  per 
cent.  Gibson,  in  his  table  of  149  cases  operated  upon,  shows 
that  the  percentage  of  cases  in  which  the  intestine  was  irre- 
ducible varied  directly  with  the  number  of  days  of  illness. 
First  day  of  illness,  percentage  of  reducible  cases,  none;  second 
day,  14;  third  day,  38;  fourth  day,  57.  As  the  mortality  is 
34.8  in  the  one  and  91.7  in  the  other,  the  importance  of  early 
operation  is  evident.  The  author  gives  statistics  to  prove  that 
even  among  reducible  intussusceptions  inflation  is  not  such  a 
successful  mode  of  treatment  as  abdominal  section.     The  great 


846  ITEM. 

disadvantages  of  large  enemata  are:  1.  The  immediate  risk 
of  overdistension  and  rupture  of  the  bowel.  2.  It  is  quite  im- 
possible throjgh  the  unbroken  abdominal  wall  to  determine 
positively  that  an  intussusception  has  been  completely  reduced. 
3  The  greatest  drawback  to  inflation  is  that  if  symptoms  con- 
tinue in  spite  of  apparent  reduction  valuable  time  has  been 
lost.  For  this  reason  the  author  would  limit  treatment  by  in- 
flation to  cases  of  intussusception  in  infants  under  6  months, 
who  have  been  ill  only  a  few  hours,  and  in  whom  an  abdominal 
tumor  is  well  marked  and  a  laparatomy  can  be  done  at  once 
if  necessary. 

W.  P.  N"orthrup  '"  presents  the  report  of  a  case  in  an  infant 
9  months  old  treated  with  high  rectal  injection,  with  recovery. 
The  features  of  the  case  were  that  the  child  awoke  from  an 
early  afternoon  nap  crying  with  colic.  The  diagnosis  was 
made  four  hours  after  the  crying,  the  patient  at  that  time 
being  found  pale,  apathetic,  and  relaxed.  Vomiting  occurred 
several  times.  A  sausage-shaped  tumor  was  discovered  along 
the  lower  margin  of  the  liver  and  easily  felt.  An  enema  of 
warm  water  was  given,  which  was  followed  by  the  passage  of 
free  blood  and  mucus.  Two  high  rectal  injections  resulted  in 
reduction  of  the  intussusception.  Some  previous  experience 
strengthens  the  author's  belief  that  in  recent  cases  moderate 
pressure  (three  to  five  feet)  of  warm  water  (105°  to  108°), 
prolonged  to  full  distension,  is  justifiable  and  advisable. 

Non-diphtheritic  Pseudo-membranous  Rhinitis. — J.  Price- 
Brown  "  reports  some  cases  of  this  trouble  with  remarks 
upon  the  subject,  which  may  be  summarized  as  follows: 
1.  Non-diphtheritic  pseudo-membranous  rhinitis  does  sometimes 
occur,  and,  though  a  very  rare  disease,  it  is  probably  as  fre- 
quent as  primary  nasal  diphtheria.  2,  On  clinical  grounds  it 
is  possible,  in  a  majority  of  cases,  to  distinguish  it  from  genu- 
uine  diphtheritic  disease.  3.  Owing  to  a  possible  mistake  in 
diagnosis,  isolation  in  all  cases  should  be  imperative  until  a 
reliable  bacteriologic  examination  can  be  made. 

REFERENCES. 

1  Brit.  Med.  Jour.,  AprU  15.  *>  Arch.  Ped.,  May.  »  Ped.,  Jan.  ''Fed., 
Feb.  '  Allg.  Wiener.  Med.  Zeit.,  vol.  xliv.,  No.  14.  «  Bost.  Med.  and  Surg. 
Jour. ,  May  11.  ''  Arch.  Fed. ,  March.  *  Deutsch.  Med.  Wochens. ,  vol.  xxv. , 
No.  14.  9  Brit.  Med.  Jour.,  April  29.  '»  Arch.  Fed..  April.  •' Jahrbuch 
flir  Kinderhk.  vol.  xlix.,  Nos.  2  and  3.  '-'  Arch,  de  Med.  des  Enf.,  May. 
'3  Med.  Rec.  May  6.  '«  Brit.  Med.  Jour.,  April  22.  '^  Med.  Rec,  May  6. 
"^  Berliner  Klin.  Wochens.,  vol.  xxxvi.,  No.  16.  "jour  Am.  Med.  Assoc  . 
May  6.  '»  B^-jt;  j^gd  Jour.,  April  15.  "  Bost.  Med.  and  Surg.  Jour.,  April 
13.  -"  Mimchener  Med.  Wochens. ,  vol.  xlvi.,  No.  15.  ^'Jour.  de  Paris, 
April  16.  

ITEM. 


The  editors  of  the  Jeffersonian,  a  medical  magazine  published 
by  the  students  of  Jefferson  Medical  College,  Philadelphia,  de- 
sire to  obtain  a  complete  list  of  the  alumni  of  the  college,  and 
they  ask  that  information  concerning  the  whereabouts  of  any 
of  its  graduates  may  be  sent  them  in  care  of  the  college. 


INDEX. 


PAGE 

Abdomen,  cow-horn  wound  of 395 

closure  of  wound  of 395 

Ablation,  vaginal,  in  pelvic  inflammations.     Piyor ?84,  679 

Abortion,  incomplete ....  384 

incomijlete,  simulated  by  hydrosalpinx.     Brothers 176 

therapeutic 550 

Abscess,  psoas,  in  women 114 

Adams.     Tubercular  meningitis  in  infants 577,  690 

Adenocarcinoma.     Stone 813 

Adenocystoma,  uterine 399 

Adenoids  and  their  complications  in  children 129 

Albuminuria  during  pregnancy 376 

Alexander  and  suspensio  uteri  operations,  remote  results 114 

Allen.     Treatment  of  eclampsia  by  infusion  of  salt  solution 821 

Ameiss.     Influenza  complicating  uterine  and  pelvic  disease  in  preg- 
nancy  509,  531 

Amniotic  cavity,  passage  of  substances  injected  into  the 694 

infection 693 

Analgesics  in  stomatitis  in  children 408 

Anemia  in  nursing  infants 272 

AnencephaluB 553 

Crossen '-'14 

Aneurism  of  the  uterine  artery 390 

Angina,  acute  diphtheroid,  due  to  leptothrix 271 

Anorexia,  severe  hysterical,  in  a  child,  ending  in  cure 131 

Antitoxin,  diphtheria,  by  the  mouth 839 

Appendages,  cysts  of 395 

Appendicitis  and  pregnancy 692 

and  salpingitis 395 

during  pregnancy 382 

treatment  when  pus  is  present ^30 

Appendix  vermiformis,  foreign  bodies  in 831 

Arteries,  uterine,  ligation  of 701 

Ascarides,  intestinal  obstruction  from.     Taylor...  ...  ....  800 

Asphyxia  in  children,  treatment  of,  by  use  of  a  soft- rubber  catheter. 

Goldan 507 

neonatorum 408 

Atresia  of  the  vagina 400 

B 

Bacillus  aerogenes  capsulatus,  puerperal  infection  with 695 

Bacteria  of  the  vagina.     Williams 203 

Baldy.     Dermoid  cyst  enucleated,  without  any  pedicle •  •       515 

Hysterectomy  following  double  ovariotomy  for  malignant 

adenoma 342,  358 

Intrauterine  small  round-celled  sarcoma 514 

Monocular  cyst  with  occluded  tubes ,•  516 

Surgical  treatment  of  pelvic  inflammatory  lesions  by  abdomi- 
nal section 597,  679 

Bandl's  ring 823 

dystocia  from  contraction  of 695 

Bartholin,  carcinoma  of  glands  of 560 

Belladonna  in  broncho-pneumonia _ 409 

Bladder  drainage  of,  by  vesico-vaginal  opening  in  plastic  work  on  the 
urethra.     Crossen ^'^^>  213 


848  INDEX. 

PAGE 

Bladder,  hairpin  removed  from,  through  Kelly's  cystoscope.     Vine- 

bevg 535 

injuries  to.  from  abdominal  operations 268 

laceration  of  the 394 

new  growth  of 261 

tetany  of 430 

tuberculosis  of 399 

vascular  aoatomy  of 833 

Blunier,     Case  of  mixed  puerperal  infection  in  which  the  streptococ- 
cus and  typhoid  bacillus  were  isolated  from  the  blood  and  uterine 

cavity 42 

Boldt.     Extrauterine  pregnancy 612 

Large  fibromatous  uterus '. 535 

Splenectomy 534 

Bovee.     Two  Fallopian  tubes  containing  pus  cavities 688 

Use  and  abuse  of  normal  salt  solution 16 

Boxall.     Placenta  previa  and  fibroids " 108 

Boyd.     Rapidly  growing  solid  tumor  of  the  ovary 193 

Breast,  cancer  of.  oophorectomy  in  the  treatment  of 560 

epitheliomatosis  of 264 

Paget's  disease  of 560 

Bromwell      Blighted  ovum 8L5 

Bronchitis,  subacute,  in  infants  and  children 131 

Broncho-pneumonia,  belladonna  a  remedy  for 409 

in  children 561 

Brothers.     Hydrosalpinx  complicated    by  incomplete    abortion    and 

simulating  ectopic  gestation 176 

Browne.     Sarcoma  of  the  vagina  in  a  child  three  years  old 8U8 


Calcium,  carbide  of,  in  cancer 260 

Calculi,  vesical,  in  children 287 

Canal,  genital,  bacteriology  of 832 

Cancer  and  cancer  houses 8".i7 

carbide  of  calcium  in "^Ou 

cataphoric  method  of  treating 558 

etiology  of 558,  82H 

frequency  and  nature  of .      ^28 

immediate  extirpation  of  the  uterus  after  labor  in 251 

in  England  and  Wales,  geography  of 827 

in  gynecology 265 

in  the  lower  animals 829 

of  the  breast,  oophorectomy  in  the  treatment  of 560 

of  the  cervix  ...         560 

of  the  cervix  durinsr  pregnancy 693 

of  glands  of  Bartholin .... 560 

of  the  rectum  702 

of  the  uterus,  clinical  data  relating  to.     Currier ...  606 

of  the  uterus,  treatment.     McMurtry . .  217 

parasite  of 828 

pyoktanuin  in 703 

vaginal  hysterectomy  for 559,  702 

Carcinoma  uteri,  vaginal  hysterectomy  for 117 

uteri,  Ries-Clark  operation  for 121 

Carstens.     Lessons  from  two  hundred  and  twenty-four    abdominal 

sections . 670 

Castration,  effects  produced  in  the  female  by 1(»9 

nervous  disorders  following. 268 

ovarian  ....  554 

Cataract,  traumatic,  in  infant. .         144 

Catgut  in  surgery,  advisability  of,  and  an  ideal  method  of  preparing 

it.     Frederick         335 

method  of  preparing.     Hirst 340,  359 

Catheter,  soft-rubber,  in  asphyxia  in  children.     Goldan 507 


INDEX.  849 

PAGE 

Celio -hysterectomy     553 

C^eliotomy  in  the  treatment  of  the  incarcerated  pregnant  uterus.     Fry,  227 

Cellulitis,  septic,  antistreptococcic  serum  in.     Robinson 225 

■Cervix,  amputation  of,  in  relation  to  future  pregnancy 252 

cancer  of 560 

endothelioma  lymphangiomatodes  of     260 

primary  tuberculosis  of 266 

tumor  of ....  394 

•Chloroform  narcosis  in  children 703 

Cholera  infantum 410 

Chorea H37 

of  pregnancy 383 

succeeded  by  rheumatism 1 42 

treatment 703 

Circumcision,  tuberculosis  inoculated  by 575 

Clubfoot 836 

Club-hand 276 

Clavicles,  absence  of 273 

•Cocaine,  abdominal  section  under 557 

Coe      Ovarian  cyst  mistaken  for  a  fibroid 536 

Colitis ,, ■ 276 

Convulsions  in  children 837 

Cook.     Simulated  peritonitis  in  an  hysterical  woman 350,  364 

Cord,  umbilical,  prolapse  of 376 

umbilical,  treatment  in  new  born 718 

Cornu,  pregnancy  in  a  rudimentary 127 

Corpus  luteum,  f miction  of 238 

•Cow-horn  wound  of  abdomen 395 

Coxa  vara  in  children 411 

Cretinism 277 

•Crossen.     Anencephalus •  ■  214 

Vesico- vaginal  opening  as  means  of  bladder  drainage  in 

plastic  work  on  urethra 179,  213 

CuUingworth.     Ectopic  gestation  with  fibromyoma  of  uterus 106 

President's  address  before  the  Obstetrical  Society  of 

London •  370 

Currier.     Clinical  data  relating  to  cancer  of  the  uterus 606 

Tubercular  peritonitis 536 

Cyst,  congenital  serous,  of  the  infraclavicular  region 837 

dermoid,  enucleated,  without  any  pedicle.     Baldy 515 

monocular,  with  occluded  tubes.     Baldy 516 

of  posterior  vaginal  wall 557 

ovarian  dermoid,  combined  carcinoma  and  epithelioma  of 560 

ovarian,  mistaken  for  a  fibroid.     Coe 536 

ovarian,  with  twisted  pedicle.     Vineberg 535 

suppurating  vaginal • 557 

unruptured,  of  the  broad  ligament.     Davis 87 

Cystitis  due  to  typhoid  bacillus ^68 

remedial  treatment  of,  in  the  female 389 

tubercular,  in  children 286 

urine  of '^"^ 

Cystocele.  treatment 115 

Cysts,  degeneration  of,  with  ovaritis ^0^ 

of  the  appendages ^95 

of  both  ovaries,  suppurating 835 

of  the  ovary  in  the  negress 830 

ovarian,  rare  in  negresses.     Stone ^^* 

D 


Davis.     Obliquely  contracted  pelvis  with  abnormal  mechanism    of 


labor. 


346 


Sacro-iliac  disease  in  parturient  women     .51,  83 

Treatment  of  labor  in  abnormal  pelves "     '  Hx 

Unruptured  cyst  of  the  broad  ligament °' 

54 


850  INDEX. 

PAGE 

Deaver.     Suture  of  the  wound  after  abdominal  section 25,     79 

Decinormal  or  normal?    Leake 76 

Delivery,  pulse  after 553 

Dermoid  cyst  enucleated,  without  any  pedicle.     Baldy 515 

incarcerated  ovarian,  during  pregnancy.     Spencer 108 

Diabetes  mellitus  in  children 838 

Diabetic  patients,  three  operations  on.     Noble 182,  187 

Dickinson      Walcher,  Trendelenburg,  and  Mercurio  postures  in  mid- 
wifery      • ■  751 

Diphtheria 277,412,563 

antitoxin  by  the  mouth 838 

association  of  microbes,  relative  to  serum  therapy 408 

bacillus  of,  localization  on  skin  and  mucous  membrane. . . .  565 

Diplegias,  spasmodic,  of  childhood 713 

Displacement  and  inflammation,  uterine,  conservative  management  of  116 

Donald.     Ectopic  gestation 229 

Dorsett      Can  cerous  uterus  removed  by  vaginal  hysterectomy 811 

Myoma 812 

Douglas.     Acute  general  peritonitis 145,  224 

Drennan.     Multiple  pregnancy 355 

Ducts,  milk,  parasitic  invasion  of 569 

Dwarf,  rachitic,  with  chronic  endocarditis  simulating  infantile  myx- 
edema    570 

Dystocia  due  to '•  accidental  hemorrhage."    Warren 162 

from  contraction  of  Bandl's  ring  695 

E 

Earache 1 32 

Ear,  diseases  of,  coexistent  with  adenoids  of  the  naso-pharynx  in 

children 566 

suppuration  of  middle ._•  429 

Eclampsia B85,  825 

postpartum 695 

puerperal.     Stewart 28,     88 

puerperal,  prophylaxis  of 548 

puerperal,  saline  transfusion  in 128 

treatment  of,  by  infusion  of  salt  solution.     Allen 621 

Ectopia  vesicse,  fatal  results  of  operation  for 839 

Eczema  in  infants  and  children 704 

treatment 417 

Electricity  in  gj-necology 394 

Elephantiasis  of  the  vulva 391,  702 

Embryoma  ovarii ;•••.•••  ^^^ 

Emmet  methods  in  plastic  surgery,  plea  for  more  correct  application 

of  the.     Haggard 215 

Endocarditis,  chronic,  complicated  by  pregnancy 257 

gonorrhoica  116 

in  the  child 278 

Endometritis 403 

influence  of  curettage  of  uterus  in 266 

in  the  virgin 114 

Endothelioma  lymphangiomatodes  of  the  cervix 260 

Epileptics 566 

education  of  young '705 

Epitheliomatosis  of  the  breast 264 

Erysipelas,  antistreptococcic  serum  in.     Robinson 225 

Esophagus,  coins  in ....  4 17 

impermeable  stricture  in  a  four-year-old;  cure  by  retro- 
grade sounding  from  a  gastrostomy  wound 139 

Ethyl  bromide  in  gynecology  and  obstetrics ^02 

Eye  complications  of  acute  specific  fevers .■  •.■  •  •  ^^^ 

inflammation  of,  in  children,  value  of  enlarging  palpebral  slit  in..  718 

F 
Fauces,  bacteriological  examination  of,  in  scarlet  fever 836 


INDEX.  851 

PAGE 

Favus 132 

Female,  effects  produced  in  by  castration 109 

value  of  reproductive  organs  of,  in  relation  to  operations. . . .  113 

Fetus,  estimation  of  weight 259 

leukemia  of.  and  edema  of  the  placenta  127 

dead,  retention  of  376,  896 

Fever,  puerperal 245,  695 

puerperal,  prophylaxis  and  treatment  of.     Moran 766 

Fevers  in  children 840 

Fibrocyst  of  uterus  containing  pneumococci 398 

Fibroid.     Stone 813 

uterine.     Waldo 536 

uterine;  bilateral  pyosalpinx.     Schmitt 534 

Fibroids  and  placenta  previa      Boxall 108 

and  pregnancy 693 

removal  of,  from  pregnant  uterus 558 

uterine 395 

uterine.     Le  wers 107 

Fibroma  of  the  ovary 399 

of  the  vulva •. 261 

Fibromyoma  of  the  Fallopian  tubes 395 

of  the  vagina 558 

Fimbria  ovarica,  pregnancy  upon 126 

Fistula,  complicated  vesico-utero-vaginal 388 

Formalin  for  inoperable  malignant  growths 393 

in  treatment  of  pertussis 710 

Frederick.     Advisability  of  using  catgut  in  surgery,  and   an  ideal 

method  of  preparing  it 335 

Fry.     Celiotomy  in    the    treatment    of    the    incarcerated    pregnant 

uterus. 227 

Function  of  the  corpus  luteum 238 

G 

Gastro-enteritis 843 

Gestation,  ectopic 242,  381,  551 

ectopic.     Donald 229. 

ectopic,  complicated  by  fibromyoma  of  the  uterus      Cul- 

lingworth 10& 

ectopic,  simulated  by  hydrosalpinx.     Brothers 176" 

ectopic,  uterine  pregnancy  following 381 

intrautei'ine.     Wiggins 57 

tubal 695. 

Glasgow.     Sarcoma  of  the  ovary 810 

Gloves  in  surgery,  cotton  vs.  rubber 404 

Goldan      Treatment  of  asphyxia  in  children  by  the  use  of  a  soft- 
rubber  catlieter 507 

Gonorrhea,  generalized  infection 400 

in  the  female,  some  considerations  on.     Morse 794,  814 

uterine 400 

Graafian  follicle,  development  of.     Hunter 107 

Gynecology,  diagnostic  value  of  pain  in.     Lomer 433,  631 

H 

Haggard.     Plea   for   the   more   correct    application    of  the    Emmet 

methods  in  plastic  surgery 215 

Hairpin  removed  from  bladder  through  Kelly's  cystoscope.     Vineberg,  535 
Head,  aftercoming,  technique  for  the  delivery  of,  where  gross  dispro- 
portion exists.    Stahl •     483 

nodding  and  head-rotation  associated  with  nystagmus  in  chil- 
dren       418 

Heart  murmurs,  functional,  in  nurslings 841 

Hematuria  during  pregnancy  •  -     826 

Hemiatrophia  facialis  progressiva 706 

Hemorrhage,  dystocia  due  to  accidental.     Warren 162 

fatal,  during  and  after  labor 694 


852  INDEX. 


Hemorrhage  in  the  new-born. 706 

postjiartum 824 

tubal.     Stone 362 

uterine,  diagnostic  importance  of b29 

uterine,  in  myoma  uteri 697 

uterine,  stypticin  in 830 

Hernia,  congenital  diaphragmatic 411 

in  children 418 

inguinal,  in  children,  radical  operation  for 280 

of  the  Fallopian  tubes 394 

umbilical 575 

Hip  joint,  dislocation  of,  in  connection  with  acute  fevers. . . 839 

Hirst.     Cesarean  section ....     518 

Clinical  history  of  uterine  polyps 478,  518 

Method  of  preparing  catgut 340,  359 

Nine  operations  for  intrauterine  pregnancy 518 

Puerperal  sepsis 527 

Hunter      Development  of  the  Graafian  follicle 107 

Hurd.     Post -operative  insanities  and  undetected  tendencies  to  mental 

disease    331.  366 

Hydramnios. . .  252 

Hydrocephalus  externus,  congenital 419 

removal  of 376 

Hydrometra  caused  by  congenital  tumors  at  internal  os.     Spencer 107 

Hydronephrosis 267 

Hydrosalpinx  complicated  by  incomplete  abortion    and  simulating 

ectopic  gestation.     Brothers 176 

Hymen,  imperforate 393 

persistence  of 258 

Hymenolepsis  (tenia  nana),  case  of,  in  Germany 717 

Hysterectomy,  abdominal 270 

after  rupture  of  the  uterus —  380 

following  double  ovariotomy  for  malignant  adenoma. 

Baldy  342,358 

for  obstructed  labor 378 

vaginal,  cancerous  uterus  removed  by.     Dorsett 811 

vaginal,  for  carcinoma  uteri 117.  559,  702 

Hysteria 279 

in  children 133 

I 

Icterus  of  pregnancy 128 

Impetigo 845 

Incontinence,  complete,  of  urine 388 

Infant  feeding 133,  707 

Infants,  tubercular  meningitis  in.     Adams 577,  690 

Infection,  amniotic 693 

puerperal  375 

puerperal.     Rosenberg    304,  538 

puerperal,  intrauterine  injections  in 246 

puerperal,  local  treatment  in 555 

Influenza  complicating  uterine  and  pelvic  disease  and  pregnancy. 

Ameiss 509,  531 

during  pregnancy 825 

Insane,  general  paralysis  of,  in  a  child 843 

gynecology  among  the 830 

women,  frequency  of  pelvic  disorders  in.     Manton 54 

Insanities,  post-operative,  and  undetected   tendencies  to  mental  dis- 
ease     Hurd. 331,366 

Insanity  and  pelvic  disease 260 

post-operative.     Rohe 324,  366 

Intubation 135,  708 

of  larynx .    566 

Intussusception  in  childhood 708 

prognosis  and  treatment  of  acute 845 


INDEX.  853 

PAGE 

Inversion  of  the  uterus 658 

Items ■ 719,  846 

J 

Johnson.     Conservative  treatment  of  the  diseased  ovary 221 

Fibroid  tumor  of  the  uterus 689 

K 

Kelly.     Treatment  of  complete  rupture  of  the  perineum 216 

Kidney,  a  third 388 

diagnosis  of  each,  in  tuberculosis,  by  inoculation  into  guinea- 
pigs 259 

movable    386 

movable,  in  childhood 281 

surgery  of 699 

Knee,  excision  of,  prevention  of  deformity  after,  in  children 711 

L 

Labor,    delivery  of    aftercoming    head,   technique   where   gross  dis- 
proportion exists.     Stahl 483 

fatal  hemorrhage  during  and  after 694 

hysterectomy  for  obstructed  378 

management  of 372 

obliquely    contracted    pelvis  with    abnormal    mechanism    of. 

Davis 846 

obstructed 378 

phthisis  in,     Wilson 501 

premature  ...  ...    695 

premature,  new  method  of  inducing 550 

rest  after.  .     694 

spontaneous  rupture  of  uterus  during  552 

treatment  of.  in  abnormal  pelves.     Davis  721,  802 

Lactation  and  menstruation 382 

Laryngitis,  suffocating,  at  the  onset  of  measles 715 

Larynx,  anatomy  of  child's 567 

intubation  of 566 

Leake.     Normal  or  decinormal?     76 

Leptothrix  causing  acute  diphtheroid  angina 271 

Lewers      Uterine  fibroids. .         107 

Lewis      Surgery  of  the  puerperium 728 

Ligaments,  broad,  sclerosis  of 271 

broad,  unruptured  cyst  of.     Davis 87 

Liver,  acute  yellow  atrophy  of 258 

cirrhosis  of,  in  a  child 562 

Lomer.     Diagnostic  value  of  pain  in  gynecology 433.  631 

Lymphangiomata,  contribution  to  study  of 136 

Lysol  poisoning 257 

M 

Mamma,  axillary 825 

Mammary  gland,  tuberculosis  of 262 

and  parotid  gland  desiccations  in  gynecology.     Shober.,173,  193 

Manton.     Frequency  of  pelvic  disorders  in  insane  women 54 

Mastitis,  bandaging  and  rest  for 128 

McDonald,     Pelvic  neuritis  in  women 156 

Measles,  suffocating  laryngitis  at  the  onset  of 715 

Melanosis  lenticularis  progressiva 137 

Meningitis,  paralysis  following  cerebro-spinal 568 

tubercular 430 

tubercular,  in  infants.     Adams 577,  690 

Menstruation  and  lactation 382 

and  ovulation  in  monkeys  and  the  human  female 378 

precocious ■ ;  ■  ■  ^^^ 

Mental  disease,  undetected  tendencies  to,  and  post-operative  insanities. 

Hurd 331,  366 


854  IXDEX. 


Mercuric  posture  in  midwifery.     Dickinson 751 

Metritis,  chronic 561 

Metrorrhagia  in  young  girls 280 

Microbes,  association  of,  in  diphtheria 408 

Mole,  hydatidiform 383 

Miller.     Occurrence  of  the  streptococcus  pyogenes  in  gynecological 

diseases 780 

Monkeys  and  the  human  female,  menstruation  and  ovulation  in 378 

Moot  points  in  treatment  of  abdominal  and  vaginal  section 117 

Moran.     Prophylaxis  and  treatment  of  puerperal  fever 766 

Symphyseotomy 798 

Morse      Some  considerations  on  gonorrhea  in  the  female 794,  814 

Moseley.     Myxofibroma 204 

Miiller's  duct,  aberrant  portions  of,  found  in  ovary 697 

Munde.     Physical  and  moral  effects  of  absence  of  the  internal  female 

sexual  organs 289 

Muscles  of  shoulders  and  upper  extremities,  congenital  lack  of 709 

Myoma  uteri 558 

uteri.     Dorsett 812 

uteri,  uterine  hemorrhage  in 697 

Myomectomy  . 260 

conservative  surgery  in 396 

Myxedema  in  childhood 137,  709 

Myxofibroma.     Moseley 204 

N  , 

Nail-biting  and  tuberculosis 709 

Narcosis,  chloroform,  in  children 703 

Naso-pharynx,  adenoids  of,  coexistent  with  ear  diseases  in  children. . .  566 

Neale.     Symphyseotomy 199 

Negress,  cyst  of  the  ovary  in  the 830 

rarity  of  ovarian  cysts  in  the.     ^tone 224 

Neonatorum,  asphyxia 408 

ophthalmia 420 

pemphigus 428 

Nerves,  disorders  of,  following  castration 268 

Neuralgia,  genital,  and  genito-reflex  pains 698 

Neuritis,  multiple,  in  young  children 137 

pelvic,  in  women.     McDonald 156 

Noble.     Three  operations  on  diabetic  patients 182.  187 

Noma 138,  568 

Normal  or  decinormal  ?     Leake 76 

Nose-bleed  in  children 138 

Nystagmus,  head-nodding  and  head-rotation  associated  with,  in  chil- 
dren   418 

O 

Obstruction,  intestinal,  from  ascarides.     Taylor 800 

Oophorectomy  in  the  treatment  of  cancer  of  the  breast 560 

Operations,  demolishing,  abuse  of 266 

Ophthalmia  neonatorum 420 

Organs,  genital,  anomalies  of 553 

internal  female  sexual  physical  and  moral  effects  of  absence 

of.     Munde   289 

Ovaries,  suppurating  cysts  of  both 835 

Ovariotomy,    hysterectomy    following    double,    for    malignant    ade- 
noma.    Baldy :^42,  358 

Ovaritis  with  cystic  degeneration 702 

Ovary,  aberrant  portions  of  the  Mtillerian  duct  found  in 697 

calcareous  nodule  in 399 

castration  of 554 

conservative  surgery  of 115 

cyst  of.  mistaken  for  a  fibroid.     Coe 536 

cyst  of,  with  twisted  pedicle.     Vineberg 535 

cysts  of,  in  the  negress 830 

dermoid  cyst  of.  combined  carcinoma  and  epithelioma  of 560 


INDEX  855 


Ovary,  diseased,  conservative  treatment.     Johnson 221 

embryoma  of 706 

fibroma  of 399 

rapidly  growing  solid  tumor  of.     Boyd 193 

sarcoma  of.     Glasgow 810 

torsion  of  the  pedicle  in  tumor 401 

tuberculosis  of 399,  561 

tumor  of 831 

tumor  of,  complicating  pregnancy 561 

Ovulation H33 

Ovum,  blighted.     Bromwell 815 

P 

Paget's  disease  of  the  breast 560 

Pain  in  gynecology,  diagnostic  value  of.     Lomer 483,  631 

Pains,  genito  reflex,  and  genital  neuralgia 698 

Palate,  cleft 411 

Palmer.     What  is  the  proper  field  of  salpingo-oophorectomy  ? 1 

Paralysis,  diphtherial,  pathology  of 415 

following  cerebro-spinal  meningitis 568 

general,  of  the  insane  in  a  child 843 

in  children 568 

infantile 1 34 

obstetrical 259 

Parotidandmammary  gland  desiccations  in  gynecology.     Shober,  173,  193 

Pediatrics,  rise,  progress,  and  present  needs  of 139 

Pedicle  in  ovarian  tumor,  torsion  of 401 

in  salpingo-ovaritis.  torsion  of 270 

Pelves,  abnormal,  treatment  of  labor  in.     Davis 721,  802 

Pelvis    disease  of,  and  insanity 260 

disorders  of.  in  insane  women      Manton 54 

inflammations  of,  vaginal  ablation  in.     Pry  or 584,  679 

inflammatory  lesions  of,  surgical  treatment  by  abdominal  sec- 
tion.    Baldy 597,  679 

obliquely  contracted,   with    abnormal    mechanism    of    labor. 

Davis 346 

rachitic,  pregnancy  with 383 

spondylolithic.     Williams 806 

Pemphigus  neonatorum 423 

Percentage  feeding 423 

Pericarditis  in  children 283 

Perineum,  central  rupture  of 384 

in  first  labors 1 28 

operation  for  complete  rupture  of 557 

treatment  of  complete  rupture  of.     Kelly 216 

Periostitis,  post-typhoid,  in  children 425 

Peritonitis,  acute  general.     Douglas 145,  224 

classification  of 117 

purulent '''10 

simulated,  in  an  hysterical  woman.     Cook ,.     350,  364 

suppurative  puerperal 556 

tubercular.     Currier 536 

tubercular,  and  pregnancy •  •     693 

Pertussis,  cerebral  disturbances  in 283 

formalin  in  treatment  of 426,  710 

stage  of  incubation  in 425 

Pharyngitis  and  tonsillitis  in  infants  569 

Phthisis  in  pregnancy  and  labor.     Wilson 501 

renum         ^  40 

Placenta,  adherent 826 

edema  of,  and  leukemia  of  the  fetus 127 

expression  of ^54 

liuman,  rare  form  of •  •    253 

previa ^54 

previa  and  fibi'oids.     Boxall 1"° 


856  INDEX. 


Placenta  previa  treated  by  removal  of  the  uterus ...  384 

Plague  in  pregnant  women 128 

Pneumonia  in  children 140 

Polyps,  uterine,  clinical  history  of.     Hirst 478,  518 

Postures  in  midwifery.     Dickinson 751 

Pott's  disease,  semiological  value  of  exaggerated  reflexes  in 710 

Pregnancy,  albuminuria  during .......  376 

albuminuria  retinitis  occurring  during 380 

and  appendicitis 382,692 

and  fibroids. .    . . 693 

and  tubercular  peritonitis ....  693 

autointoxication  of 383 

bivitelline  twin . .  , 550 

cancer  of  the  cervix  during  693^ 

chorea  of 383^ 

complicated  by  chronic  endocarditis 257 

complicated  by  plague 128 

early  diagnosis  of . .     824 

ectopic        127 

extrauterine.      Boldt 612 

extrauterine.      Prewitt  3(i8 

hematuria  during 82& 

icterus  of  128 

in  a  rudimentary  cornu 1 27 

incarcerated  ovarian  dermoid  during.     Spencer 108 

influenza  complicating  uterine    and  pelvic  disease    in. 

Ameiss 509,  531 

influenza  during 825 

intrauterine,  nine  operations  for.     Hirst 518 

multiple 254 

multiple.     Drennan 355 

ovarian  tumor  complicating 561 

phthisis  in.     Wilson 501 

traumatism  during 694 

tubal.     Sutton 227 

upon  the  fimbria  ovarica 126 

uterine,  following  ectopic 381 

with  rachitic  pelves 383 

Preventives,  some,  for  children 572 

Prewitt.     Extrauterine  pregnancy 208 

Prolapsus  urethrae,  pathology  and  therapy  of 270 

Prurigo  in  childhood 142 

Pry  or.     Vaginal  ablation  in  pelvic  inflammations 84,  679 

Pseudo-hermaphroditismus 833 

Psoas  abscess  in  women 114 

Psoitis,  post-puerperal 255 

Psychoses,  post-operative 400 

puerperal 380 

Puberty,  precocious 426 

Pudenda,  sclerotizing  granuloma  of 835 

Pudic  nerve,  inflammation  of  the.  in  women.     McDonald 156 

Puerperal  fever 695 

infection  with  the  bacillus  aerogenes  capsulatus 695 

Puerperium   surgery  of  the.     Lewis 728 

Pulse  after  delivery 553 

Pylorus,  stenosis  of  so-called  congenital 142 

Pyoktannin  in  cancer 702 

R 

Rachitis 711 

fetal 713 

head  in 717 

treatment  of  early 428 

Radiography 712 


INDEX.  857 

.   •■  PAGE 

Rectum,  cancer  of 702 

Reproduction,  value  of  female  organs  of,  in  relation  to  operations 11  if 

Retinitis,  albuminuric,  occurring  during  pregnancy 380 

Reviews.     Ahlfeld.     Lehrbuch  der  Geburtshilfe  zur  wissenschaftlich- 
en  und   praktischen  Ausbildung  fur  Aerzte  und   Stu- 

dierende 818 

Hare.     Progressive  Medicine 822 

Heitzmann.     Urinary  Analysis  and  Diagnosis 819 

International  Medical  Annual  and  Practitioner's  Index. . . .  822 

Lane.     Cleft  Palate,  etc 237 

Jewett.     Practice  of  Obstetrics 232 

Hirst.     Text  Book  of  Obstetrics 234 

Scott.     Sexual  Instinct 238 

Thornton      Medical  News  Pocket  Formulary  for  1899 237 

Transactions  of  the   American  Gynecological  Society  for 

1898 237 

Stedman.     Twentieth  Century  Practice 236 

Rheumatism  subsequent  to  chorea 142 

Rhinitis,  non-diphtheritic  pseudo-membranous 846 

Rickets,  pad  on  the  dorsum  of  the  foot  in 710 

Ries-Clark  operation  for  cai'cinoma  uteri 121 

Ringworm  fungi,  ferments  of 570 

Roberts.     Normal  salt  solution 185 

Robinson.     Antistreptococcic  serum  in  puerperal  septicemia,  postope- 
rative sepsis  septic  cellulitis,  and  erysipelas 225 

Vulvar  discharges  in  children 230 

Rohe.     Post-operative  insanity 324,  366 

Rosenberg.     Puerperal  infection 304,  538 

Ross      Modified  uterine  .sound 75 

Rupture  of  the  perineum,  central 384 

of  the  perineum,  complete 557 

of  the  perineum,  complete.     Kelly..    216 

of  the  uterus     ..250,382,825,831 

of  the  uterus,  hysterectomy  after 380 

of  the  uterus,  immediate  extirpation  after  labor 251 

of  the  vagina  during  labor,  spontaneous 251 

S 

Sacro-iliac  disease  in  parturient  women.     Davis  51,     83 

Salpingitis  and  appendicitis 395 

Salpingo-oophorectomy,  what  is  the  proper  field  of?    Palmer.   1 

Salpingo  ovaritis,  torsion  of  pedicle  in       270 

Salt  solution,  irrigation  with,  in  abdominal  operations. ...     696 

normal.     Roberts 185 

transfusion  of,  in  puerperal  eclampsia         128 

treatment  of  eclampsia  by  infusion  of.     Allen  621 

use  and  abuse  of  normal.     Bovee 16 

Sarcoma,  intrauterine  small  round  celled.     Baldy 514 

of  the  ovary.     Glasgow 810 

of  vagina  in  a  child  three  years  old      Browne 808 

primary,  of  the  vagina 265 

Saunders.     Serum  treatment  of  streptococcic  infection 65,     89 

Scarlatina,  bacteriological  examination  of  fauces  in 836 

blood  examinations  in 143 

relapse  in 284 

treatment , •   143,571 

Schmitt.     Uterine  fibroid;  bilateral  ijyosalpinx 534 

School  children,  vision  of 432 

Scrofula,  statistics ■'''''1 

Section,  abdominal,  suture  of  the  wound  after.     Deaver .25,     79 

abdominal,  surgical  treatment  of  pelvic  inflammatory  lesions 

by.     Baldy 597,  679 

abdominal,  under  cocaine. .    557 

after-treatment  of  abdominal  and  vaginal 117 

Cesarean 247,553,825 


858  INDEX. 

PACK 

Section,  Cesarean.     Hirst 518 

Cesarean,  and  symphyseotomy 377 

Sections,  abdominal,  lessons  from  two  hundred  and  twenty-four  con- 
secutive.    Carstens 670 

Sepsis  following  suspensio  uteri,  curettenient,  and  trachelorrhaphy. . .  363 

inti-a uterine,  local  treatment  of 558 

post-operative,  antistreptococcic  serum  in.     Robinson 225 

prevention  of,  after  laparatomies  and  uterine  operations 392 

puerperal.     Hirst 527 

Septicemia 128 

diphtheritic 417 

puerperal,  antistreptococcic  serum  in.     Robinson. .    '225 

puerperal,  treated  by  antistreptococcic  serum.     Walters. . .   lOl 

Serum,  antistreptococcic 246 

antistreptococcic,  in  puerperal  fevers 128 

antistreptococcic,  in  puerperal  septicemia,  post -operative  sep- 
sis, septic  cellulitis,  and  erysipelas      Robinson 225 

antistreptococcic,  puerperal  septicemia  treated  by.     "Walters. .   104 

Behring's,  exanthem  following  injection  of 279 

therapy,  association  of  microbes  in  diphtheria  relative  to 408 

treatment  of  streptococcic  infection.     Saunders. .65    89 

Shober      Mammary  and  parotid  gland  desiccations  in  gynecology.  173,  193 

Skoliosis.  hysterical,  in  children 428 

Sleep,  morbid      "Winter 816 

Sound,  modified  uterine.     Ross         ....         ....  75 

Spencer.     Congenital  tumors  at  internal  os  causing  hydrometra 107 

Incarcerated  ovarian  dermoid  during  pregnane v 108 

Spina  bifida 284,  428,  574 

Spine,  curvature  of,  forcible  straightening 429 

lateral  curvature  of,  and  Pott"s  disease  ofi7 

Splenectomy.     Boldt 534 

Sterilization  of  women. . .         554 

Stahl.     Convenient  technique  for  delivery  of  the  aftercoming  head 

where  gross  disproportion  exists. 433 

Stomatitis  in  children,  analgesics  in 408 

ulcerative..    287 

Stone.     Adenocarcinoma 813 

Fibroid J^IS 

Rarity  of  ovarian  cysts  in  negresses 224 

Sepsis  following  suspensio,  curettement,  and  trachelorrhaphy,  363 

Tubal  hemorrhage 362 

Streptococcus  and  typhoid  bacillus  in  a  case  of  mixed  puerperal  infec- 
tion.    Blumer 43 

infection,  serum  treatment  of.     Savmders 65,    89 

pyogenes,    occurrence    of,    in    gynecological    diseases. 

Miller \'. 786 

Stewart.     Puerperal  eclampsia  28,     88 

Struma  congenita 1 44 

Stump,  umbilical,  treatment  of 824 

Stypticin  in  uterine  hemorrhage     830 

Suggestions,  therapeutic,  for  children  285 

Suprarenal  gland,  primary  tumors  of 831 

Sm-gery,  catgut  in.     Frederick 335 

conservative    .... 829 

Suspensio  uteri  and  Alexander  operations,  remote  restilts 114 

Sutton.     Tubal  pregnancy 227 

Symphyseotomy '. 12?,  249,  824 

Moran 798 

Neale         199 

and  Cesarean  section 377 

Syphilis,  disease  of  the  thymus  in  hereditary 574 

prevention  of  hereditary ' 382 

signs  of  inherited 715 


INDEX.  859 


Taylor.     Intestinal  obstruction  from  ascarides 800 

Teeth,  children's,  care  of 562 

temporary 285 

Tenia  nana  (hymenolepsis),  case  of,  in  Germany 717 

Teratoma  colli 144,  285 

of  the  right  cervical  and  submaxillary  region 430 

Tetanus,  pseudo 283 

traumaticus  ..             .    .    . .  430 

Thymus,  disease  of,  in  hereditary  syphilis 574 

Thyroid  extract,  myxedema  improved  by  847 

Tonsillitis  and  pharyngitis  in  infants 569 

Traumatism  during  pregnancy 694 

Trendelenburg  posture  in  midwifery.     Dickinson 751 

Tuberculosis    and  nail-biting 709 

congenital 411,  562 

diagnosis  of  kidney  in,  by  inoculation  into  guinea  pigs..  259 

in  children,  distribution  and  origin. .         431 ,  575 

in  children,  treatment ..      717 

in  children,  pulmonary 426 

inoculated  by  circumcision 575 

of  the  bladder 399 

of  the  Fallopian  tubes 701 

of  the  mammarv  gland 262 

of  the  ovary  ...."' 399,  561 

primary,  of  the  cervix 266 

Tubes,  Fallopian,  fibromyoma  of.   395 

Fallopian,  hernia  of 394 

Fallopian,  tuberculosis  of •    ■  701 

two  Fallopian,  containing  pus  cavities.     Bovee 688 

Tnmor,  simulated  malignant 560 

Twin  pregnancy,  bivitelline 5  50 

Typhoid  bacillus  and  streptococcus  in  a  case  of  mixed  puerperal  infec- 
tion.    Blumer 42 

bacillus,  cj'stitis  due  to 268 

in  children  in  hot  climates.    431 

in  infancy 575 

U 

Umbilicus,  obliteration  of  vessels  of        709 

Urethra,  prolapsus  of,  pathology  and  therapy 270 

vesico-vaginal  opening  as  means  of  bladder  drainage  in  plas- 
tic work  on  the.     Crossen 179,  213 

Urethritis  in  male  children 576 

Urine,  complete  incontinence  of 388 

of  cystitis 390 

Use  and  abuse  of  normal  salt  solution.     Bovee 16 

Uterus,  acute  inversion  of 382 

adenocystoma  of 399 

and  vagina,  double 696 

and  vagina,  partial  absence  of.     Wright 184 

bicornis 1 27 

cancer  of  clinical  data  relating  to.     Currier 606 

cancer  of ,  treatment.     McMurtry 217 

cancerous,  removed  by  vaginal  hysterectomy.     Dorsett 811 

carcinoma,  Ries-Clark  operation  for 1  ~1 

carcinoma,  vaginal  hysterectomy  for 117 

chronic  inversion  of 394 

curettage  of,  influence  in  endometritis 266 

fibrocyst  of,  containing  pneumococci 398 

fibroid  of.     Johnson 689 

fibroM  of.     Waldo 536 

fibroid  of;  bilateral  pyosalpinx.     Schmitt. 534 

fibroids  of 395 


& , 


860  INDEX.  6  P 


c  -  Ll 


PAGE 


fibromyoma  of,  complicating  early  ectopic  gestation.    Culling- 

worth 106 

hemorrhage  of,  diagnostic  importance  of 829 

hemorrhage  of,  in  myoma  uteri 697 

hysterectomy  after  rupture  of 380 

immediate  extirpation  of,  after  labor,  in  cancer  or  rupture. . .  251 

incarcerated  pregnant,  celiotomy  in  treatment  of.     Fry 237 

inflamm.ition  and  displacement,  conservative  management.    .  116 

influenc    of  operations  on 833 

inversion  of  the 558 

large  fibromatous.     Boldt 535 

ligation  of  arteries  of 701 

lower  segment,  dangerous  thinning  and  elongation  of 553 

myoma  of 558 

polyps  of,  clinical  history.     Hirst 478,  518 

pregnant,  removal  of  fibroids  from 558 

prolapse  of  the        394 

removal  of,  for  placenta  previa    384 

retrodisplacement  of  pregnant        551 

retroversion  of  393 

rupture  of 250,  382,  825,  831 

rupture  of.  spontaneous,  during  labor 553 

treatment  of  prolapse  of 551 

vaporization  of  267 

V 

Vagina  and  uterus,  double  696 

and  uterus,  partial  absence  of.     Wright 184 

atresia  of 400 

bacteria  of.     Williams 203 

creating  a.  in  congenital  absence ....  265 

cyst  of  posterior  wall  of 557 

extirpation  of 270 

fibromyomata  of 558 

foreign  body  in 832 

primary  sarcoma  of 865 

prolapse  of,  restoration  of  the  normal  utero-vaginal  attach- 
ment in 556 

sarcoma  of,  in  a  child  three  years  old.     Browne 808 

spontaneous  rupture  of,  during  labor 251 

suppurating  cyst  of 557 

Vaginofixation 557 

Vineberg.     Hairpin  removed  from  bladder  through  Kelly's  cystoscope ,  535 

Ovarian  cyst  with  twisted  pedicle 535 

Virgin,  endometritis  in  the 114 

Vision  of  school  children 433 

Vulva,  discharge  from,  in  children.     Robinson 230 

elephantiasis  of 391 ,  702 

fibroma  of 261 

W 

Walcher  posture  in  midwifery.     Dickinson - 751 

Waldo.     Large  uterine  fibroid 536 

Walters.     Puerperal  septicemia  treated  by  antistreptococcic  serum. . .  104 

Warren.     Dystocia  due  to  "'accidental  hemorrhage." 162 

Weight,  estimation  of  fetal 259 

What  is  the  proper  field  of  salpingo-oophorectomy?    Palmer 1 

Wiggins      Intrauterine  gestation 57 

Williams.     Bacteria  of  the  vagina 203 

Spondylolithic  pelvis 806 

Wilson.     Phthisis  in  pregnancy  and  labor 501 

Winter.     Morbid  .sleep 816 

Women,  sterilization  of 554 

Wound,  suture  of,  after  abdominal  section.     Deaver 25,     79 

Wright.     Partial  absence  of  uterus  and  vagina •  •  •  184 


TO  CONTRIBUTORS  AND  SUBSCRIBERS. 


All  Communications  to  this  Journal,  op  any  nature  whatsoever,  must  be 

CONTRIBUTED  TO  IT  EXCLUSIVELY.        ThE  EdITOR    RELIES    ON    ALL  CONTRIBUTORS  CON- 
FORMING STRICTLY  TO  THIS  RULE. 

The  Journal  will  be  pleased  to  receive,  and  to  translate  at  its  own  expense,  con- 
tributions by  Continental  authors  written  in  French,  German,  Swedish,  or  Italian,  if 
on  examination  they  prove  desirable. 

The  Editor  is  not  responsible  for  the  views  of  contributors. 

Lithographic  Plates  or  Illustrations  on  wood  are  prepared  free  whenever 
required. 

Alterations  in  the  proof  involving  an  excessive  amount  of  work  will  be  charged 
to  authors  at  the  rate  of  50  cents  an  hour. 

REPRINTS, — Contributors  desiring  extra  copies  of  their  articles  can  obtain 
them  at  reasonable  rates  by  application  to  the  printers,  Stettiner  Bros.  ,  Nos.  53,  54, 
56,  58  Duane  Street,  New  York,  immediately  after  the  acceptance  of  the  article  by  the 
Editor. 

Twenty  reprints,  of  articles  published  among  "Original  Communications,"  are 
furnished  free,  provided  the  request  is  distinctly  stated  on  the  Tnanuscript  when  it  is 
sent  to  the  Editor,  dt^"  Neither  Editor  nor  Publishers  take  orders  for  reprints  of  any 
kind. 

Contributions,  Letters,  and  all  other  communications  relating  solely  to  the 
editorial  management  of  the  Journal  should  be  sent  directly  and  exclusively  to 
Dr.  Brooks  H.  Wells,  No.  71  West  45th  Street,  New  York. 

Subscriptions,  Exchanges,  Books  for  Review,  and  all  business  communications 
should  be  addressed  to  the  publishers,  51  Fifth  Avenue,  New  York. 

Publishers  and  Authors  are  informed  that  the  space  of  the  Journal  is  so  fully 
occupied  by  matter  pertaining  solely  to  the  branches  to  which  it  is  devoted,  that  only 
works  treating  of  these  subjects  can  be  reviewed  or  noticed.  Books  and  monographs, 
native  and  foreign,  on  Obstetrical,  Gynecological,  and  Pediatrical  topics  will  be  re- 
viewed without  fail,  according  to  their  merits  and  the  space  at  disposal. 

WILLIAM  WOOD  &  COMPANY,  Publishers, 
51  Fifth  Avenue,  New  York. 


860  INDEX.  6  P  *^  ''^' 


PAGE 


fibromyoma  of,  complicating  early  ectopic  gestation.    Culling- 

worth 106 

hemorrhage  of,  diagnostic  importance  of .' 829 

hemorrhage  of,  in  myoma  uteri 697 

hysterectomy  after  rupture  of .'...'.'.  380 

immediate  extirpation  of,  after  labor,  in  cancer  or  rupture. . .  251 


AMERICAN  JOURNAL  OF  OBSTETRICS. 


The  Eureka 
Operating  Chair. 


VP  ^  O  .  U  U  •  C&talogue  Free. 

All  Instrument  Dealers,  or 
THE    EUREKA    CHAIR    CO., 

180  UNION  STREET,  WORCBSTBB,  MASS. 

\  Pulls  on  like  a  Boot  ^"''  ^°"  *  '"'''■  ^^'^  pun'ng  won't 

I  AJVf\^l<    ^gjjp  them-the  stays  prevent  it. 


For  Varicose  Veins 
Weak  and 
Swollen  Joints 
Dropsy  of  the  Limbs 
Sprains,  etc. 


The 'Master' Surgical 
Elastic  Stockings 

SPECIALTIES  are  provided  with   the   Patent   Non-Elastic   Stays 

pr,»,r=r,v  =-=.„^  ,„  and  Adjusting  Loops,  making  them  doubly  durable 

np    I.  J/  ^^  and  easy  to  draw  on.     All  styles  and  sizes  in  Thread 

POMEROY  COIMPAINY,  17  B.  Union  Square  West,  New  York. 


SVAPNIA_ 

kjp'Jiiu^yiuiilillu   peiVlN OUD 

Wilson.     Phthisis  in  pregnancy  and  labor 501 

Winter.     Morbid  sleep 816 

Women,  sterilization  of 554 

Wound,  suture  of,  after  abdominal  section.     Deaver '<35,     79 

Wright.     Partial  absence  of  uterus  and  vagina 184 


i) 


( 


BINDIP; 


r.MAR4    1966 


ii^sm 


m 

1 

A57 

V.39 

Biological 
&  Medicai 
Serials 


The  /i3r.Gr.-i call  journal  of 
obstetrics  :tnd  diseases 
of  women  and  children 


PLEASE  DO  NOT  REMOVE 
CARDS  OR  SLIPS  FROM  THIS  POCKET 


UNIVERSITY  OF  TORONTO  LIBRARY 


-jjmsBiS^msssaaL 


